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OSHA moves to track MSDs, 
warns of ‘targeted inspections’  
Is ergonomics regulation on OSHA’s radar?

Keeping track of work-related musculoskeletal disorders (MSDs) 
would be a new priority under a proposed record-keeping rule, 
evidence of a new direction for the U.S. Occupational Safety and 

Health Administration.
OSHA moved swiftly to reinstate a requirement to record MSDs on 

the OSHA 300 log in a proposal that was published in the Federal Regis-
ter on Jan. 29. In an expedited timeline, the agency requested comments 
by March 15 and scheduled a public hearing for March 9. OSHA said it 
wants the revised OSHA 300 log to be in place by Jan 1, 2011.

“It’s clear that they want to get this in effect as soon as possible,” says 
Brad Hammock, Esq., workplace safety compliance practice group leader 
at Jackson Lewis LLP in the Washington, DC, region office.

Meanwhile, OSHA also has shifted some positions from voluntary com-
pliance efforts to enforcement. The agency added 100 inspectors in the fiscal 
year 2010 budget and would have another 60 inspectors in the proposed 
2011 budget.

In a live, online “chat” on the proposed budget, OSHA administrator 
David Michaels, PhD, MPH, said the additional inspectors would enable 
the agency to conduct more targeted inspections and National and Local 
Emphasis Programs, which involve inspections that are focused on specific 
standards or concerns, such as bloodborne pathogens.

U.S. Labor Secretary Hilda Solis said the budget showed “this adminis-
tration’s strong commitment to vigorous enforcement. . . . [W]e are send-
ing a strong message throughout industry that we will not tolerate the 
endangerment of workers. We will continue those efforts with a number of 
new and innovative enforcement initiatives in the coming year.”

OSHA defines work-related MSDs

As OSHA notes in its record-keeping proposal, the new reporting 
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requirement doesn’t call for employers to respond 
to the new data they will collect. In fact, it predicts 
that the proposed rule would create little burden 
on employers.

“OSHA stresses that the purpose of this rule-
making is solely to improve data gathering regard-
ing work-related MSDs. The proposed rule does 
not require employers to take any action other 
than to check the MSD column on the OSHA 
300 log if a work-related MSD case occurs that 
meets the general recording requirements of the 

record-keeping regulation,” the agency said in the 
Federal Register notice.

Yet even the act of recording MSDs brings up 
past controversies. A far-reaching ergonomics rule 
was rescinded by Congress in 2001. “A number of 
people in the employer community will believe this 
is the very first step towards re-regulating ergo-
nomics,” says Hammock.

Under the Bush administration in 2003, OSHA 
eliminated the MSD record-keeping provision, 
asserting that it was too difficult to define work-
related MSDs — an argument that echoed the con-
troversy over the ergonomics rule. “OSHA found 
that no single definition of ‘ergonomic injury’ was 
appropriate for all contexts,” the agency said when 
it suspended the MSD reporting requirement.

Yet OSHA now notes that MSD definitions are 
now being used by the Bureau of Labor Statistics, 
the National Institute for Occupational Safety and 
Health, the U.S. Navy, and the American National 
Standards Institute. The proposed OSHA defini-
tion would provide both examples and exclu-
sions: “MSDs are disorders of the muscles, nerves, 
tendons, ligaments, joints, cartilage, and spinal 
discs. MSDs DO NOT include disorders caused by 
slips, trips, falls, motor vehicle accidents, or other 
similar accidents. Examples of MSDs include: 
carpal tunnel syndrome, rotator cuff syndrome, 
De Quervain’s disease, trigger finger, tarsal tunnel 
syndrome, sciatica, epicondylitis, tendinitis, Rayn-
aud’s phenomenon, carpet layers knee, herniated 
spinal disc, and low back pain.”

MSDs would be treated no differently than 
other occupational illnesses and injuries in terms 
of the criteria for reporting, OSHA says. An 
employer would record the MSD on the OSHA 
300 log only if all of four criteria are met: “The 
employee experiences ‘pain, tingling, burning, 
numbness or any other subjective symptom of an 
MSD; the symptoms are work-related; new; and 
meet the general recording criteria in the record-
keeping regulation’ (that is, they involve restricted 
work, job transfer, days away from work, or medi-
cal treatment beyond first aid).”

Underreporting remains a problem

The proposed rule was welcome news to safe 
patient handling experts, who said it would shed 
more light on the problem. Critics also have 
asserted that occupational injuries and illnesses are 
greatly undercounted. (See related article in Hospi-
tal Employee Health, December 2009, p. 138.)

While the proposed rule does not address the 
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fundamental reason for undercounting — that is, 
a system based solely on employer reports — it 
would provide important new information, says 
Kenneth D. Rosenman, MD, chief of the Division 
of Occupational and Environmental Medicine at 
Michigan State University in East Lansing and an 
expert on occupational injury and illness report-
ing. “I think it’s important because it’s the only 
way we can get a [handle on] the number of mus-
culoskeletal injuries,” he says.

Hospitals could use the MSD information to 
measure the effectiveness of injury prevention 
efforts, although comparisons to the national 
rate or to other hospitals would be problematic 
because of differences in reporting, he says.

For its part, OSHA says the new MSD informa-
tion would help with policy setting: “Having the 
total number of MSDs would provide BLS with 
more complete data for analyzing the magnitude 
of the MSD problem and trends over time in the 
country as a whole, as well as in specific indus-
tries. Having more complete MSD data would 
assist OSHA and other safety and health policy-
makers in understanding MSDs and making 
informed decisions on policies concerning work-
place MSDs.”  ■
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As pandemic eases, EHPs 
look to the next one
Lessons learned: Stockpile and communicate

The collective sigh of relief was almost audible 
at the approach of the one-year anniver-

sary of the start of the pandemic of novel H1N1 
influenza. Hospitals had dodged a bullet. Despite 
shortages of respirators, delays in delivery of vac-
cine, and difficulties identifying and isolating 
patients swiftly, hospitals found that employees 
were able and willing to continue to report for 
work and care for patients.

Still, it isn’t too soon for employee health pro-
fessionals to begin reviewing what worked and 
what didn’t — and preparing for the inevitable 
advent of the next pandemic.

“This pandemic isn’t over yet . . . we’re still 
responding,” Anne Schuchat, MD, director of 
the Center for Disease Control and Prevention’s 
National Center for Immunization and Respira-
tory Diseases, said at a press briefing at which she 
announced that there was no widespread influenza 

in any of the 50 states. But she noted that CDC 
is already looking ahead. “If we have the next 
pandemic, with an influenza virus like the [more 
virulent] H5N1 bird flu strain, we need to do a lot 
more than what we’ve done this year,” she said.

Health care workers were not fearful of this 
H1N1 influenza strain, which was viewed as simi-
lar in severity to seasonal flu. But some weaknesses 
in the hospital response could cause problems 
in the future, such as a lack of adequate train-
ing of hospital employees and sick leave policies 
that don’t reinforce the important message that 
employees should stay home when they’re ill, says 
Robyn Gershon, DrPH, professor of sociomedical 
sciences and associate dean for research resources 
at the Mailman School of Public Health at Colum-
bia University in New York City.

In an often-cited study from 2005, Gershon and 
colleagues found that less than half of health care 
workers (48%) would be willing to report to care 
for patients in an outbreak of severe respiratory 
distress syndrome (SARS).

Gershon notes that health care workers are 
“very devoted workers, but even they have limits. 

This pandemic was fortunately very mild, but 
future pandemics might not be.” Hospitals need to 
examine the recent experience — from the effec-
tiveness of communications to the availability of 
protective equipment, she suggests.

“This pandemic helped us to identify ways we 
could effectively mobilize and respond to any 
severe respiratory-borne infectious disease threat; it 
also helped identify gaps that need to be addressed 
so that we meet the health care needs of patients, 
while providing the highest degree of protection 
for our health care employees,” Gershon says.

 
Lesson one: Stockpiling matters

Some hospitals and health systems had used 
federal pandemic preparedness funds that were 
available from the Health Resources and Service 
Administration, along with other resources, to 
maintain a stockpile of protective equipment and 
antiviral medications.

For example, the Veterans Health Administra-
tion created stockpiles at individual medical cen-
ters as well as a national stockpile. “It affirmed 
my belief that it’s very important to prepare ahead 
of time,” says Lewis J. Radonovich, MD, and 
director of Biosecurity Programs for the Office of 
Program Development at the North Florida/South 
Georgia Veterans Health System in Gainesville, 
FL. “The VA did not run out [of supplies]. In 
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fact, we have a substantial national stockpile that 
remains.”

Hospitals facing supply shortages used surgical 
masks rather than the recommended N95 respira-
tors for routine care. But as they scrambled to find 
respirators to fit employees who needed protection 
in the more risky aerosol-generating procedures, 
they often had to refit-test using models that were 
not the preferred brand or style.

Yale-New Haven (CT) Hospital had made a 
substantial investment in pandemic preparedness 
and went through half of its stockpile of 200,000 
N95s. “It got us through the spring and the sec-
ond wave,” says Mark Russi, MD, the hospital’s 
director of occupational health and associate 
professor of medicine and public health at Yale 
University. 

Even so, the hospital ran out of the small size 
and needed to substitute a different model for 
some employees. The hospital is now replenish-
ing its stockpile with a respirator, the 3M 1870, 
that comes in one size and has good fit character-
istics, he says. “We will find money to replenish 
the stockpile because we all understand that it’s 
important,” Russi adds.

Until a novel virus is well characterized, hospi-
tals need to err on the side of protecting workers, 
he says. “The challenge, of course, is to decide 
whether and when there is adequate knowledge of 
transmission characteristics and virulence to adjust 
PPE recommendations,” he says.

Lesson two: Mask patients

Once patients were identified as having novel 
H1N1, hospitals sprang into action to cohort them 
with other H1N1 patients and to protect workers. 
But how many people did they expose before that 
happened? One hospital found that some patients 
would complain of asthma — and later would dis-
cover they actually had H1N1 influenza, says Gina 
Pugliese, RN, MS, vice president of the Premier 
Safety Institute, part of the Charlotte, NC-based 
Premier Inc. health care alliance.

At the height of the H1N1 outbreak, Yale-New 
Haven (CT) Hospital began asking all patients 
and family members who came to the emergency 
department to wear masks — regardless of whether 
they had respiratory symptoms.

“[Previously], we weren’t very good at deter-
mining which people needed masks, and people 
weren’t good at identifying themselves either,” 
says Russi. “We were concerned that people 
wouldn’t like it. Actually, they loved it because 

they felt safe themselves — they felt protected 
from others around them who might have had 
flu!”

Health care workers were safer, also, as they 
evaluated which patients needed greater infec-
tion control precautions. Emergency department 
employees wore N95 respirators if they cared for 
patients with respiratory symptoms, and if they 
were unprotected and spent at least five minutes in 
the room with a patient who later was identified 
as having H1N1, they received antiviral prophy-
laxis, he says.

The policy on masking patients as they arrived 
reduced the incidents of unprotected exposures, he 
says. “The real danger is the unidentified patient in 
which no personal protective equipment is used,” 
he says.

Some hospitals set up tents (indoors or out-
doors) to triage patients. Stanford Hospital in Palo 
Alto, CA, tested a drive-through triage in a simula-
tion and declared it a promising strategy for future 
pandemics. The patients first stopped at a registra-
tion station, then moved on to a station where an 
emergency department nurse measured their vital 
signs. At the third station, the patients left their 
vehicles and sat on a cot in a screened and heated 
area, where they were evaluated by an emergency 
physician.

Finally, they stopped at a discharge station, 
where they received prescriptions or other dis-
charge instructions. “In essence, the patient’s 
vehicle provided a moving examination room that 
alleviates the delay inherent in turning over a fixed 
number of rooms and spaces,” concluded lead 
author Eric A. Weiss, MD, an emergency physician 
and medical director of Stanford Hospital’s Office 
of Service Continuity and Disaster Planning. The 
drive-through strategy also would minimize the 
risk of transmission of infectious diseases, he said.1

Lesson three: Evaluate policies

Now is the time not only to review and revise 
policies and procedures for pandemic response, 
but to record the lessons and observations from 
this novel H1N1 pandemic, says Pugliese. After 
all, the next pandemic could be rapidly upon us — 
or it could be a decade or more away.

“In the middle of taking action, it’s often dif-
ficult to capture everything you want to do differ-
ently next time,” says Pugliese. “It’s important to 
[analyze] what you did and what you learned for 
the next generation [of health care workers].”

Hospitals need to consider everything from 
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just-in-time fit-testing and training on new safety 
devices to human resources policies, she says. For 
example, some hospitals combine sick leave and 
vacation time into an annual bank of “paid time 
off” for employees. Employees may begin to count 
on the days as vacation leave — and may be more 
likely to go to work sick to avoid using up their 
time, she says.

Communication is another important compo-
nent of the pandemic response. Hospitals should 
have a single source for updated information to 
help avoid confusion or mixed messages, she says.
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Stories of survival: 
Getting help with H1N1
EH comes to the fore as pandemic spread

(Editor’s note: At most hospitals, Employee 
Health runs a lean operation with minimal support 
staff. As H1N1 influenza cases surged and patients 
filled the emergency departments, employee health 
departments struggled to cope with their own tsu-
nami of work: Vaccinations, fit-testing, screening 
employees for influenza-like illness, monitoring 
symptoms. Hospital administrators also gained a 
new appreciation for the role of employee health 
professionals. Here are some stories from the front 
lines.)

I am certain we were all singing the Beatles song 
“HELP! I need somebody . . .” as we dealt with 

the H1N1 influenza pandemic. Pre-flu, most of us 
were staffed slim, crazy busy, and simply did not 
have enough hours in our days to do what was 
needed. Along came this “new” flu, and we were 
over our heads. HELP!!!

Help came to me in the form of a true blessing 
. . . another RN!!! In late August, my vice president 
promised that if I would assist him on the hospital 
Pandemic Flu Command Center, he would make 

sure another nurse was hired to “help you with 
this mess” (his words). I love that administrator!

The understanding was that Employee Health 
would be able to hire an RN for three to six 
months to assist with both influenza vaccine cam-
paigns and all the other “flu business.”

Having been the only nurse ever in our facil-
ity’s Employee Health office, I was amazed that I 
did get another nurse — especially in these trying 
financial times. But she did arrive. Again, I was 
blessed. My new co-worker came with several 
years’ experience working at our local health 
department. In fact, she works with me four 
days a week and continues to work at the health 
department one day weekly. 

As we worked through this flu pandemic, we 
not only survived; we thrived. We gave thousands 
of vaccines, screened hundreds of ill employees, 
and most of all provided support and “care” to 
all on our front lines. We were in our emergency 
department one evening administering H1N1 vac-
cine and saw firsthand just how hard and swiftly 
staff were working. Yet, many took the time to 
thank us for looking out for them. We learned 
the next day that our ED set an all-time 24-hour 
record the day we were there!

I learned many valuable things from my new 
colleague. Her health department background pro-
vided a wealth of information and her fresh eyes 
and new perspective inspired me often. She helped 
me update consent forms and protocols and 
encouraged me to write down many procedures 
that were previously informal. 

Best of all, the hospital has continued to retain 
her on an as-needed basis, and she has been work-
ing 16 hours a week. It is reassuring to know that 
when I need her, she’ll be there. Meanwhile, as 
the H1N1 pandemic recedes (we hope!), what I 
learned and experienced continues to sustain and 
inspire me. Now, if I could just get caught up on 
my sleep and housework . . . .

— Kim Stanchfield, RN, COHN-S, Employee 
Health Nurse Specialist, Rockingham Memorial 
Hospital in Harrisonburg, VA, and Editor, Journal 
of the Association of Occupational Health Profes-
sionals in Healthcare (AOHP). A version of this 
appeared in the AOHP Journal.

A time for teamwork
Dealing with novel H1N1 was a big chal-

lenge, but it was also a great learning experience 
in working “smarter” and in the importance of 
teamwork. As the outbreak unfolded, we knew 
we could not do it all ourselves. (We have a staff 
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of four medical assistants, one RN, and three 
nurse practitioners.) So we hired a nurse as a tem-
porary employee for three months to coordinate 
seasonal and H1N1 immunization for the more 
than 20,000 employees in the health system. We 
also hired a nurse who had work restrictions for a 
nonwork-related injury who could not be accom-
modated on her unit. She assisted with the immu-
nization clinics and mask fit-testing.

This year, mandatory vaccination was discussed, 
but it was decided we would do a “full-court press” 
and see how successful we could be with a voluntary 
program, focusing on easy access for all shifts, educa-
tion and nonstop publicity. We enlisted nurses on the 
inpatient units to be vaccinators for all the employees 
of the unit, and the outpatient services vaccinated 
their own employees as well. When the lineup for 
shots looked like the opening of the “Black Friday” 
sales, we enlisted the help of our physicians (who 
learned to give a good shot even though they don’t 
teach that skill in medical school).

We worked hard, but we felt rewarded by the 
gratitude of employees who felt we were there for 
them at all times for all aspects of occupational 
health. Before the pandemic, many employees 
may have considered Occupational Health just a 
place for TB tests. We received recognition and the 
acknowledgment that we could accomplish many 
things with minimal staff. We were an integral 
part of the hospital’s response to the pandemic, 
not only with vaccinations but by evaluating staff 
for prophylaxis, illness and treatment and return 
to work after illness evaluations.

The pandemic was a learning experience for 
other staff as well. Our Surgical Intensive Care 
Unit, where extracorporeal membrane oxygen-
ation (ECMO) for patients with acute respiratory 
distress syndrome (ARDS) is performed, became 
a referral center for patients in Southeast Michi-
gan with H1N1 who needed that treatment. The 
nurses in the SICU often spent their entire work 
shift (12 hours) in the patient’s room. Wearing an 
N95 for all that time was not only uncomfortable, 
but we did experience a shortage of N95 respira-
tors. The nurses, who had previously resisted using 
powered air-purifying respirators (PAPRs) for 
patient care, quickly switched to PAPRs when they 
realized that they were more comfortable over a 
long shift and that they could communicate with 
patients using the respirators. The nursing staff 
worked tirelessly during May and June when the 
majority of patients in the SICU were in pandemic 
precautions. (The UMHS experience with ECMO 
for H1N1 patients was published in the CDC’s 

Morbidity and Mortality Weekly Report (MMWR) 
in July 2009.)

— Christine Pionk, RN, MS, Nurse Practitio-
ner, Occupational Health Services, University of 
Michigan Health System, Ann Arbor.

Counting on Employee Health
Initially, Employee Health was not involved in 

the H1N1 task force of the six-hospital system, but 
the response team soon realized that we needed to 
be included in planning and in the regular confer-
ence calls. For example, Employee Health was cen-
tral to the distribution of H1N1 vaccine to health 
care workers. The system was able to secure vac-
cine — even before our original shipment arrived 
— and the six hospitals shared their resources to 
prioritize employees with direct contact with sus-
pected or confirmed H1N1 patients.

In addition to Employee Health, our multi-
disciplinary team included representatives from 
each hospital in emergency preparedness, infec-
tion control, materials management, and phar-
macy. Employee Health took the lead in fit-testing 
and worked with infection control to monitor 
employee symptoms and return to work. In addi-
tion, input was provided regarding supply needs.

This was really the first time that we had to pull 
together and work as a system across all the hos-
pitals. It was an opportunity for everybody to pull 
together for the benefit of employees and patients. 
If there’s another event, whether it’s influenza or 
something else, we now know what worked and 
what didn’t work, and which stakeholders need to 
be involved in the discussion.

— MaryAnn Gruden, MSN, CRNP, NP-C, 
COHN-S/CM, Employee Health Coordinator, 
Western Pennsylvania Hospital, Pittsburgh, and 
AOHP Community Liaison.

On the frontlines of flu
New York state was at the forefront of the 

response to the novel H1N1 virus. After all, we 
were dealing with the first cases in the United 
States. In April 2009, about 150 students from St. 
Francis Preparatory School in the New York City 
borough of Queens came down with flu-like symp-
toms after a trip to Mexico. Many of these were 
later confirmed to be cases of novel H1N1.

Then, on Aug. 30, as we were preparing an early 
start to our seasonal flu vaccinations, we received 
a mandate from the New York Department of 
Health and Mental Hygiene: All health care work-
ers must receive seasonal and H1N1 vaccines 
unless they have medical contraindications.



April 2010 / HOSPITAL EMPLOYEE HEALTH ® 43

But what about the logistics? We needed new 
forms to document vaccination (seasonal on one 
side, H1N1 on the other). We didn’t have a soft-
ware program to track the vaccinations of some 
15,000 employees. And we were only three weeks 
from the start of our program. We were responsi-
ble for three adult acute care hospitals, a children’s 
hospital, a home care network, and off-site medi-
cal clinics.

We scrambled to develop a system, working 
with Human Resources and Information Technol-
ogy. The pharmacy staff stepped up and offered 
to help with vaccinations. So did nurse managers 
and infectious disease physicians and fellows, and 
we used the services of nursing student assistants 
(under supervision).

We didn’t receive H1N1 vaccine until mid- 
to late-October. At about that time, the health 
department suspended the mandate because of vac-
cine supply difficulties. Still, we vaccinated 75% 
of our employees against the seasonal flu, a higher 
rate than ever before.

If the mandate is reinstated, we’ll be ready. 
We also learned that when we’re in a pinch, our 
administration will give us the resources we need.

— Al Carbuto, MS, RN, FNP-BC, COHN-S, 
Nurse Practitioner, Occupational Health Service/
Jack Weiler Hospital Division, Montefiore Medical 
Center, Bronx, NY.  ■

Cal-OSHA: RN death 
not fully probed
Hospital cited in H1N1 investigation

The death of a nurse from the novel H1N1 and 
methicillin-resistant Staphylococcus aureus 

(MRSA) should have been more thoroughly inves-
tigated for a work-related link, according to the 
California Division of Occupational Safety and 
Health (Cal-OSHA).

California nurse Karen Ann Hays, RN, 51, a 
previously healthy triathlete, marathon runner and 
skydiver, came to the emergency department with 
severe respiratory symptoms on July 9, 2009. Less 
than two weeks later, on July 17, she became the 
first known health care worker to die of complica-
tions of H1N1. The death certificate also noted 
methicillin-resistant S. aureus (MRSA) infection 
as a contributing factor.

Cal-OSHA cited Mercy San Juan Medical 
Center in Carmichael, CA, for failing to screen 

its employee sick calls to determine if the nurse 
may have had exposure from people other than 
immediate co-workers, such as environmental ser-
vices workers, physicians, students or volunteers. 
The hospital also looked only for cases of H1N1 
among the nurse’s patients and failed to look into 
H1N1 cases in her unit or in the hospital generally.

“They looked at patients to whom the nurse 
was clearly exposed, but they didn’t look at all the 
potential sources of occupational H1N1 infection,” 
says Deborah Gold, MPH, CIH, senior safety engi-
neer in the research and standards health unit at 
Cal-OSHA in Oakland. At the time, the H1N1 
outbreak still was evolving in the community.

The citation pertained to a California standard 
requiring employers to maintain an effective Injury 
and Illness Prevention Program.

The Cal-OSHA citation also notes that the hos-
pital did not investigate a potential occupational 
link for the nurse’s MRSA and the hospital’s 
MRSA program did not include a procedure to 
investigate occupational exposures.

“Because [hospitals are] a higher risk environ-
ment for MRSA, we do think that when employ-
ees have MRSA infections, health care employers 
should look at that as a potentially occupational 
infection,” says Gold.

In a statement, Belva Snyder, RN, chief nurse 
executive of Mercy San Juan Medical Center, took 
issue with Cal-OSHA’s conclusions and said the 
hospital will appeal the citation:

“The unfortunate death of one of our employees 
due to H1N1 was extremely unusual and devastat-
ing for the staff and physicians at Mercy San Juan 
Medical Center. Upon her sudden and serious ill-
ness, a physician specializing in infectious diseases 
and infection control nurses immediately launched 
a thorough investigation into the employee’s work 
history to ensure there was no hospital-based or 
occupational hazard that caused an exposure to 
H1N1. We are confident in the findings of our 
investigation that our employee’s H1N1 illness 
was not the result of workplace exposure to the 
virus.”

Meanwhile, the National Institute for Occupa-
tional Safety and Health (NIOSH) decided not to 
probe the California case as it sought to investi-
gate cases that were clearly occupationally linked. 
NIOSH has been working with state health depart-
ments to gauge the occupational link to novel 
H1N1 cases in health care that caused fatality or 
severe illness.

“We looked at a number of different cases that 
have been presented to us, but we haven’t moved 
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forward to a field investigation,” says John 
Halpin, MD, MPH, medical officer in the 
NIOSH Emergency Preparedness and Response 
Office in Atlanta.  ■

Even ‘safer’ products 
require safe practices
NIOSH highlights PPE, training needs

The processor used to disinfect endoscopes was 
a closed system. The sterilant was a safer alter-

native to glutaraldehyde. So why were employees 
complaining of headaches, eye irritation, shortness 
of breath and a reduction in their sense of smell?

Based on employee complaints, industrial hygien-
ists from the National Institute for Occupational 
Safety and Health (NIOSH) conducted a Health 
Hazard Evaluation at Kaleida Health-Buffalo (NY) 
General Hospital in 2006 and found opportunities 
for better ventilation — and additional training — 

in the use of the Steris Corp. system. (See NIOSH 
advice, this page.)

“The system, when it works well, does a good 
job of protecting the employees,” says David 
Sylvain, MS, CIH, industrial hygienist in NIOSH’s 
New England field office in Dartmouth, MA. Yet 
malfunctions or errors can occur that can lead to 
exposures, he cautions.

Five employees worked in the GI Lab Steris 
Room, separated into a dirty and clean side by 
a wall with a window. The Steris processors used 
sealed, single-use cups with the peracetic acid 
solution. Employees told NIOSH investigators 
that the room was often too warm and had poor 
ventilation.

NIOSH did not find detectable air concentra-
tions of peracetic or acetic acid during its sampling. 
However, the NIOSH investigators did conclude 
that the room needed better ventilation.

Exposure, and even burns, can occur when pro-
cessors leak or malfunction or when the cups are 
handled roughly, NIOSH said.

Meanwhile, latex gloves were the only personal 
protective equipment the investigators observed 

NIOSH ADVICE: PREVENTING 
EXPOSURE TO STERILANTS

The National Institute for Occupational Safety and Health offers the following advice for reducing the risk of 
exposure to sterilants:

What hospital managers can do:
• Require use of appropriate PPE to prevent eye, face, hand, arm, and body contact with concentrated peracetic 

acid as well as other cleaning chemicals and contaminated equipment.
• Provide hazard communication training for A2 GI Lab Steris Room employees.
• Train employees in standard operating procedures for spills, leaks, and processor malfunctions.
• Ask Steris Corp. to provide new employee and annual refresher inservice training.
• Make sure that processors are inspected periodically for worn parts that can cause leaks.
• Notify Steris Corp. of leaks and equipment problems.
• Increase ventilation in the A2 GI Lab Steris Room for odor control and the comfort of the workers.
What employees can do:
• Wear tight-fitting, splash-resistant goggles and acid-resistant gloves, sleeves, and apron when handling sealed 

Steris cups during normal operations.
• Wear a face shield over eye protection along with routine PPE when handling or disposing of a cup that is not 

completely empty.
• Follow the manufacturer’s instructions for handling Steris cups and operating processors.
• Tell management about problems with processors or Steris cups, or if you notice worn processor seals or other 

parts.
• Follow standard operating procedures for processor problems, leaks, and sterilant spills.
• Participate in training when provided.

Source: Sylvain D, Gibbins J. Evaluation of worker exposures to peracetic acid-based sterilant during endoscope reprocessing. Health Hazard Evaluation 
Report HETA 2006-0298-3090. www.cdc.gov/niosh/hhe/reports/pdfs/2006-0298-3090.pdf.
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employees wearing, according to the Health 
Hazard Evaluation. Latex gloves do not provide 
adequate protection against a chemical hazard, and 
goggles and acid-resistant sleeves and aprons also 
should be worn, NIOSH says.

Employees also reported gaps in training. 
“In my opinion, training needs to be repeated 
periodically,” says Sylvain. “We all forget our 
training over time and we all need a refresher.

“OSHA requires annual hazard communication 
training. It would mean people would be trained 
in the hazards of materials they’re working with, 
how to protect themselves, how to deal with a spill 
or release, and what personal protective equipment 
would be appropriate,” he says.

(Editor’s note: A copy of the Health Hazard 
Evaluation is available at www.cdc.gov/niosh/hhe/
reports/pdfs/2006-0298-3090.pdf.)  ■

CEO challenge: Even 
‘Superman’ needs a lift
Hospital CEO learns first hand about safe lifting

Harry Geller, MBA, administrator of Othello 
(WA) Community Hospital, lies down to 

sleep, a smile on his face as he begins to dream 
about a sure-fire way to solve patient-handling 
dilemmas. Moments later, he turns into Superman, 
flying down the hall and running into a patient 
room to help staff before they’re injured. But on 
his third feat, Geller faces a “heavy” patient — 
and tumbles to the floor. The hospital can’t rely 
on a Superman to safely move patients.

That dream sequence was just a clever way for 
the small, rural hospital to explain its commitment 
to safe patient handling. Even before the CBS real-
ity show, “Undercover Boss,” became prime-time 
fare, hospitals in Washington competed in a CEO 
Challenge. The Washington Hospitals Workers’ 
Compensation Program, a subsidiary of the Wash-
ington State Hospital Association, used the compe-
tition to promote injury prevention.

For the past two years, the competition has 
focused on patient handling — and Geller and 
Othello Hospital have won both times. The 
$5,000 prize has been used to buy patient- 
handling equipment.

“The challenge to them was to look at any 
injury records for employees in their facility, meet 

with their employee safety committee and talk 
about where injuries are occurring,” says executive 
director Beverly Simmons. “Is there some potential 
fix to reduce those injuries? What would that fix 
be? We would then offer a monetary prize to help 
them make that fix.”

In 2008 and 2009, the hospitals were required 
to make a video showing the CEO using patient-
handling equipment and being transferred on the 
equipment. The prize, says Simmons, is an incentive 
to have the CEO be more aware and understand the 
challenges in safe patient handling.”

Finding the money

For Othello, as for most small hospitals, find-
ing money for new patient-handling equipment 
is in itself a challenge. So the contest could both 
highlight the hospital’s efforts and provide much-
needed resources.

The Superman-dream sequence was just a cute 
way to present the hospital’s commitment to pre-
venting back injuries. The 2008 prize paid half the 
expense of installing a ceiling lift, Geller says.

“Safety is the rule of the day and always will 
be,” he says. “In the short run, [lift equipment] 
costs money; but in the long run, if you can pre-
vent a single back injury among nursing staff, it 
pays for itself. We haven’t had back injuries for 
years now with our nurses or nursing aides.”

Role playing

Charge nurse April Williamson, RN, is one of 
two certified patient handling specialists who help 
train nurses in use of the equipment. The hospital 
has an emergency department, 11 med-surg rooms 
and five labor and delivery rooms.

“When I give [safe patient-handling training] to 
the nurses, I make one of them take turns being 
the patient. They’re always kind of surprised how 
easy it went,” she says. “It looks like it would be 
uncomfortable, but then they sit in it, and it’s not 
uncomfortable at all.”

Geller also experienced life as a patient. “Most 
of us really do want to be transported safely,” he 
says, adding, “It speaks volumes to learn first-
hand [about the patient experience].

In fact, Geller’s experience had some side 
benefits. “As a patient on the gurney, I certainly 
noticed that the threshold at the door was too high 
and created a nice little bump,” he says. The hos-
pital altered the thresholds, so that the gurney ride 
is smoother for patients.  ■
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CNE QUESTIONS
13.  According to the proposed record-keeping rule 

change by the U.S. Occupational Safety and Health 
Administration, which of the following would need 
to be included in a special column for work-related 
musculoskeletal disorders on the OSHA 300 log?

A.  Motor accidents
B.  Slips or falls
C.  Neck pain, whether or not it involves medical treat-

ment, restricted work or days away from work
D.  Low back pain that requires medical treatment, 

restricted work or days away from work

14.  According to Robyn Gershon, DrPH, sick leave 
policies should:

A.  reinforce the importance of employees staying 
home when sick.

B.  be combined with vacation for paid time off .
C.  be at the discretion of department managers.
D.  be altered during a pandemic period.

15.  According to the National Institute for Occupation-
al Safety and Health, which of the following would 
NOT be appropriate protection when working with 
sterilants?

A.  Face shields
B.  Goggles
C.  Latex gloves
D.  Aprons

16.  According to the Substance Abuse and Mental 
Health Services Administration, which occupation 
has the highest rate of smoking?

A.  Food service worker
B.  Maintenance worker
C.  Medical assistant
D.  Physician

Answer Key: 13. D; 14. A; 15. C; 16. A.

CNE INSTRUCTIONS 

Nurses participate in this continuing nursing 
education program by reading the issue, using 

the provided references for further research, and 
studying the questions at the end of the issue. Partic-
ipants should select what they believe to be the cor-
rect answers, then refer to the list of correct answers 
to test their knowledge. To clarify confusion sur-
rounding any questions answered incorrectly, please 
consult the source material. After completing this 
semester’s activity with the June issue, you must 
complete the evaluation form provided in that issue 
and return it in the reply envelope provided to 
receive a credit letter.  

NC leads the way 
on tobacco-free policy
Cessation in tobacco-producing state

In the nation’s biggest tobacco-producing state, 
no one can smoke or use tobacco on any campus 

of its 125 acute care hospitals or that of many of 
its psychiatric hospitals. North Carolina was the 
first state in the country to be 100% tobacco-free 
in its nonfederal hospitals. Employees at state 
hospitals who smoke also pay more for insurance 
premiums.

It is a sign of things to come as more and more 
hospitals remove smoking — and other tobacco use 
— from their campuses, not just their buildings.

“We are still the number one tobacco-producing 
state, and we have a tremendous number of health 
problems as a result of that,” says Melva Fager 
Okun, DrPH, senior program manager for NC 
Prevention Partners in Chapel Hill, a nonprofit 
organization that seeks to reduce preventable ill-
ness and early death. “For us to have achieved this 
is remarkable. It’s exceptional.”

There’s a message here for other hospitals, says 
Okun: “If we can do it in North Carolina, it can 
be done anywhere.”

Already, it is estimated that one-third to one-
half of U.S. hospitals have smoke-free campuses.1 
“No matter which state you look at, you see this 
policy as a trend,” says Anna McCullough, MSW, 
MSPH, research associate in the Department of 
Family Medicine Tobacco Prevention and Evalua-
tion Program at the University of North Carolina 
School of Medicine in Chapel Hill. “There is a lot 
of energy around it.”

No butts on campus

The Joint Commission enacted a standard in 
1992 that prohibits smoking in hospitals, but not 
on hospital grounds. With the tobacco-free campus 
policy, employees cannot smoke outside on their 
breaks or at lunch.

If they can make it an entire shift without 
smoking, they may be convinced to quit entirely, 
says Carol E. Ripley-Moffitt, MDiv, CTTS, 
program manager of the UNC Nicotine Depen-
dence Program. “I have had some employees who 
have come to our clinic and said, ‘I want to quit 
smoking before this [tobacco-free] deadline,’” she 
says.
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■ New guidelines on 
HCWs with HIV, HBV, HCV

■ The best way to raise 
flu vaccination rates?

■ Vision challenges 
for an aging work force

■ New strategies in 
fatigue management

■ Assessing employee’s 
chronic disease risk

COMING IN FUTURE MONTHS

In North Carolina, the Duke Endowment 
provided a grant that supported the tobacco-free 
hospitals’ effort, and the NC Prevention Partners 
worked with the North Carolina Hospital Associa-
tion and assisted hospitals. As hospitals develop 
tobacco-free programs, they should consider these 
elements, says Okun, who works as a consultant 
with hospitals around the country:

• Make sure your policies address tobacco use, 
not just smoking.

When smoke-free policies go into effect, some 
smokers switch to chewing tobacco, Okun says. 
That means the users will be spitting the residue. 
“It’s disgusting. No hospital wants that,” she says. 
While chewing tobacco doesn’t contaminate the 
air with smoke, it is associated with increased 
cancer risks of its own, she says.

• Provide assistance with smoking cessation.
“It is a very, very serious addiction,” says 

Okun. “The first thing I would ask hospitals to 
do is to look at your benefit structure as to how 
you support employees in quitting. I would like 
all financial barriers to be removed.” Offering free 
medications and ongoing cessation coaching can 
improve the quit rate, says Ripley-Moffitt.

• Create incentives for being tobacco-free.
As of July, state employees who use tobacco 

will not be eligible for the less expensive of two 
medical insurance options. However, the state has 
eliminated the copay for certain smoking cessation 
medications and provides free nicotine patches 
and free access to the NC Quitline telephone coun-
seling service. Some private employers also give 
nontobacco users a discount on their insurance 
premiums, Okun says.

• Target subgroups of employees.
Smoking use varies considerably among the dif-

ferent occupations in a hospital. For example, a 
national survey by the Substance Abuse and Men-
tal Health Services Administration (SAMHSA) 
found that food service workers had the highest 
rate of smoking (44.7%) among 22 major occu-
pations. The average rate for full-time workers 
was 28%. Younger workers had higher rates than 
older workers. Employers may want to target 
some of their interventions on high-risk groups, 
Okun says.

REFERENCE
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tion of 100% smoke-free acute non-federal hospital campus 
policies. Int J Environ Res Public Health 2009; 6:2,793-
2,799.  ■

TN hospital: No jobs 
for smokers
Policy promotes ‘healthy behaviors’

Smokers need not apply. That is the new policy 
of Memorial Health Care System in Chatta-

nooga, TN.
Everyone who applies for a job at Memo-

rial Health Care will be tested for nicotine, and 
employment offers will be rescinded for those 
who test positive. The policy mirrors that of sev-
eral other health systems, including the Cleveland 
Clinic and Akron Children’s Hospital in Ohio and 
Phoebe Putney Memorial Hospital in Albany, GA.

It is the natural next step after implementing a 
tobacco-free campus, Brad Pope, vice president of 
human resources, explained in emailed comments 
to Hospital Employee Health.

“As a hospital, our work force and the commu-
nities we serve should expect us to set the example 
for improving healthy behaviors and lifestyles,” he 
said. “We realize this will not happen overnight 
and there will be difficult decisions to make, but 
that should not stop us from making the decisions 
that will keep us on our journey to creating health-
ier communities.”

The hospital also offers programs for current 
employees who are smokers, including Freedom 
from Smoking, the cessation program proven suc-
cessful by the American Lung Association. “Smok-
ing doubles a person’s risk for stroke and heart 
disease; it increases by 10 times your risk of dying 
from chronic obstructive lung disease, and it drives 
up the cost of health care,” a Memorial employee 
newsletter reminds.  ■
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SIGN UP FOR FREE INFECTION 
CONTROL WEEKLY E-MAIL

Subscribers to Hospital Employee Health can join the 
Hospital Infection Control & Prevention Weekly Alert 

e-mail list now. This alert is designed to update you 
weekly on current infection control issues that you may 
deal with on a daily basis. To sign up for the free weekly 
update, go to www.ahcmedia.com and click on “Free 
Newsletters” for information and a sample. Then click 
on “Join,” send the e-mail that appears, and your e-mail 
address will be added to the list. If you have any ques-
tions, please contact customer service at (800) 688-2421.  

& Prevention 
For 36 Years The Leading Source Of News And Comment On Infection Prevention

W E E K L Y  A L E R T

Consulting Editor
MaryAnn Gruden

MSN, CRNP, NP-C, COHN-S/CM
Association Community 

Liaison
Association of Occupational 

Health 
Professionals in Healthcare

Coordinator
Employee Health Services

West Penn Allegheny Health 
System

Western Pennsylvania Hospital
Pittsburgh

Kay Ball, RN, PhD, CNOR, FAAN 
Perioperative Consultant/ 

Educator, K&D Medical
Lewis Center, OH

William G. Buchta, MD, MPH
Medical Director, Employee 
Occupational Health Service

Mayo Clinic 
Rochester, MN

Cynthia Fine, RN, MSN,CIC
Infection Control/
Employee Health

San Ramon (CA) Regional 
Medical Center

June Fisher, MD
Director

Training for Development of 
Innovative Control Technology

The Trauma Foundation
San Francisco General Hospital

Guy Fragala, PhD, PE, CSP
Consultant/

Health Care Safety
Environmental Health 

and Engineering
Newton, MA

Janine Jagger, PhD, MPH
Director

International Health Care 
Worker Safety Center 

Becton Dickinson Professor of 
Health Care Worker Safety

University of Virginia 
Health Sciences Center

Charlottesville

Gabor Lantos
MD, PEng, MBA

President
Occupational Health 

Management Services 
Toronto

JoAnn Shea
MSN, ARNP

Director 
Employee Health & Wellness
Tampa (FL) General Hospital

Sandra Domeracki Prickitt
RN, FNP, COHN-S

Employee Health Coordinator
Marin General Hospital/Novato 

(CA) Community Hospital
Executive President, Associa-
tion of Occupational Health 
Professionals in Healthcare

San Rafael, CA

EDITORIAL ADVISORY BOARDCNE OBJECTIVES

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 employ-
ees;

• describe how the clinical, administrative and 
regulatory issues particular to the care of hospital 
employees affect health care workers, hospitals, or 
the health care industry at large;

•  cite solutions to the problems faced in the care of 
hospital employees based on expert guidelines 
from relevant regulatory bodies, or the indepen-
dent recommendations of other employee health 
professionals.  
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