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Hospitals must address risk  
of violence at the workplace
Incidents trigger OSHA citation, Joint Commission alert

Hospitals have been placed on notice: They must address the haz-
ards of workplace violence.

In a Sentinel Event Alert, The Joint Commission accrediting 
body reminds hospitals of the requirements to maintain a written security 
plan, conduct risk assessments, develop prevention strategies, and maintain 
a response plan that would be implemented if there is a violent incident. 
Although the alert relates to violence against patients, the preventive mea-
sures would encompass risks to health care workers as well. (See related 
article on p. 111.)

In response to complaints from nurses — and a shooting that seriously 
injured a nurse — the U.S. Occupational Safety and Health Administration 
(OSHA) issued a rare “general-duty clause” citation to Danbury (CT) Hos-
pital related to workplace violence. 

Although OSHA does not have a standard related to workplace vio-
lence, the agency said, “The employer did not furnish employment and a 
place of employment which were free from recognized hazards that were 
causing or likely to cause death or serious physical harm to employees in 
that employees were exposed to fatal or serious physical injuries from vio-
lent patients.” Employers have a “general duty” to maintain a workplace 
that has no serious hazards to workers.

“I think it should be a wake-up call to hospitals and other health 
care organizations that they can’t deny the issue any longer,” says Jane 
Lipscomb, FAAN, PhD, RN, professor in the Schools of Nursing and 
Medicine and director of the Work and Health Research Center at the Uni-
versity of Maryland Baltimore.

In 2008, 2,250 hospital workers had injuries from assaults that were 
serious enough to require days away from work or restricted days, accord-
ing to the U.S. Bureau of Labor Statistics. That actually represents a slight 
increase from 2006 and 2007.
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Violence in hospitals also represents a hazard to 
patients and visitors, notes Lipscomb. “We really 
need to look at protecting everyone who is part of 
[the hospital] community,” she says.

Shooting follows other assaults

Violence isn’t just a problem for hospitals in 
urban settings or high-crime communities. Inci-
dents occur at community hospitals, in rural or 
medium-sized cities. Violence relates more to the 

stresses of the health care experience – such as 
long waits or inadequate communication – or with 
facility access and security than with the locale, 
says Russell Colling, MS, CPP, CHPA, a health 
care security consultant based in Salida, CO, who 
works with The Joint Commission.

Nurses at Danbury Hospital had expressed con-
cerns for many years about verbal and physical 
assaults from patients, says Mary Consoli, RN, BSN, 
president of the Danbury Nurses Union, Unit 47 (the 
American Federation of Teachers Local 5047).

One primary problem: the psychiatric unit is 
located on two floors, requiring employees to get 
into an elevator with mentally unstable and some-
times aggressive patients. The hospital, including 
treatment areas of the Emergency Department, 
was too accessible, says Consoli.

On the last day of December in 2008, a psychi-
atric patient lunged at a nurse, striking her. Less 
than a month later, a patient threatened to throw 
a nurse down the stairs. In May 2009, a security 
guard was beaten by a patient in the psych unit. In 
October, a psychiatric patient punched a nurse in 
the jaw, causing her to lose her balance, fall, and 
break a hip.

“That was the last straw,” says Consoli. The 
union filed a complaint with OSHA as well as the 
Connecticut Department of Public Health.

Typically, OSHA sends advisory letters if 
inspectors have concerns about how a hospital is 
addressing the hazard of workplace violence. The 
agency has voluntary guidelines but no standard 
that governs the issue.

But in March 2010, while OSHA was still inves-
tigating, an elderly cardiac patient pulled a hand-
gun from beneath his hospital gown and began 
firing. A nurse who was a former Marine saw 
the gun and was able to prevent him from harm-
ing others nearby. The nurse was shot three times 
before security guards wrestled the gun away.

The incident got OSHA’s attention. The citation 
notes that in the past five years, there have been 
25 cases of violence with injuries that involved lost 
workdays or restricted work. “OSHA felt in this 
case, [the overall situation at Danbury Hospital] 
did rise to the level of a violation and did warrant 
a citation,” says Ted Fitzgerald, spokesperson for 
OSHA Region 1, which encompasses New England 
and New York. OSHA fined the hospital $6,300.

The hospital did not appeal the citation. It 
conducted a security review and began to adopt 
changes, such as limiting hospital access, requiring 
visitor passes, and beefing up security. “We have 
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already begun to implement that [security] plan,” 
hospital spokesperson Andrea Rynn said in a writ-
ten statement. “We are fully committed to creat-
ing an even safer, more secure workplace for our 
employees, patients and visitors.”

Nurses fearful of violence

At the time of the shooting, the nurses’ union 
had already begun soliciting responses from nurses 
to a survey about workplace violence. One in four 
(27%) said they had experienced threats of assault 
in the past year. Almost half (47%) had been 
sworn at or otherwise verbally insulted (40%).  
About one in seven (15%) said they had experi-
enced physical assault in the past year.

Sixty-nine percent said they did not feel pro-

tected from violence at work. In comments, many 
written after the shooting incident, nurses cited 
concerns about staffing and security.

“People come in from all walks of life, and 
they’re very abusive,” says Consoli. “They may be 
under the influence of alcohol or drugs. They’re 
under stress. They react with violence.”

The shooting was unusual because it occurred 
on the cardiac floor and involved an 85-year-old 
patient — not a common or expected scenario. But 
perhaps it underscored that violence doesn’t neces-
sary follow stereotypical patterns.

“People [at other hospitals] are starting to look 
at their policies and procedures in light of what’s 
happened at Danbury,” says Consoli. “People are 
looking and saying if this can happen here, it can 
happen anywhere.”  ■

Joint Commission
steps to reduce threat

In a Sentinel Event Alert, The Joint Commission 
offered the following recommendations for reduc-

ing the risk of violence in hospitals:
1. Work with the security department to audit 

your facility’s risk of violence. Evaluate environ-
mental and administrative controls throughout the 
campus, review records and statistics of crime rates 
in the area surrounding the health care facility, and 
survey employees on their perceptions of risk. 

2. Identify strengths and weaknesses and make 
improvements to the facility’s violence-prevention 
program. 

3. Take extra security precautions in the Emer-
gency Department, especially if the facility is in an 
area with a high crime rate or gang activity. These 
precautions can include posting uniformed security 
officers, and limiting or screening visitors (for exam-
ple, wanding for weapons or conducting bag checks). 

4. Work with the HR department to make sure 
it thoroughly prescreens job applicants, and estab-
lishes and follows procedures for conducting back-
ground checks of prospective employees and staff. 
For clinical staff, the HR department also verifies 
the clinician’s record with appropriate boards of 
registration. If an organization has access to the 
National Practitioner Data Bank or the Healthcare 
Integrity and Protection Data Bank, check the clini-
cian’s information, which includes professional com-
petence and conduct. 

5. Confirm that the HR department ensures that 

procedures for disciplining and firing employees 
minimize the chance of provoking a violent reaction. 

6. Require appropriate staff members to undergo 
training in responding to patients’ family members 
who are agitated and potentially violent. Include 
education on procedures for notifying supervisors 
and security staff.

7. Ensure that procedures for responding to inci-
dents of workplace violence (e.g., notifying depart-
ment managers or security, activating codes) are 
in place and that employees receive instruction on 
these procedures. 

8. Encourage employees and other staff to report 
incidents of violent activity and any perceived 
threats of violence. 

9. Educate supervisors that all reports of suspi-
cious behavior or threats by another employee must 
be treated seriously and thoroughly investigated. 
Train supervisors to recognize when an employee 
or patient may be experiencing behaviors related to 
domestic violence issues. 

10. Ensure that counseling programs for employ-
ees who become victims of workplace crime or vio-
lence are in place.

Should an act of violence occur at your facility – 
whether assault, rape, homicide or a lesser offense – 
follow-up with appropriate response that includes:

-
ment officers. 

to patients and visitors to your facility who were 
affected by the violent act. 

-
vent future occurrences.  ■
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Violence threatens
patients, HCWs
Sentinel event alert urges action to reduce risk

Hospitals are not the “safe havens” they once 
were. That is the cautionary message of a 

recent Sentinel Event Alert by the Joint Commis-
sion accrediting body, which focuses on attacks on 
patients.

Hospitals report the assault, rape or homicide of 
patients as a sentinel event. Those reported events 
have increased significantly since 2004, with 36 
incidents in 2007, 41 in 2008 and 33 in 2009, 
according to the Joint Commission.

Violence actually occurs much more often 
against hospital employees — often by patients 
themselves. In 2008, 2,250 hospital workers had 
injuries from assaults that were serious enough to 
require days away from work or restricted days, 
according to the U.S. Bureau of Labor Statistics.

“What the Joint Commission is saying is that 
violence in health care is affecting quality of patient 
care. Hospitals need to be able to reduce this or miti-
gate it,” says Russell Colling, MS, CPP, CHPA, a 
health care security consultant based in Salida, CO.

The Joint Commission issued recommendations, 
including risk assessment and prevention strate-
gies. Already, the Sentinel Event Alert has led to 
an increased attention to security at hospitals, says 
Colling. And with the publication of the alert, 
surveyors are more likely to ask about actions hos-
pitals have taken to prevent or respond to violent 
events, he says.

“The standard of care in security is a reason-
able and prudent program to prevent events from 
occurring,” he says.

There are several forces — in health care and 
in the broader community — that are raising the 
risk of violence, says Colling. Hospitals, and espe-
cially emergency departments, are overwhelmed 
with patient volume. Staffing has not kept up, and 
the result is long waits. “It just breeds stress. And 
stress breeds violence,” Colling says.

Violence in the community also spills over into 
hospitals — especially the Emergency Department, 
which treats victims of violence as well as patients 
who are substance abusers or under the influence 
of alcohol. Meanwhile, fewer inpatient psychiatric 
beds and the lack of mental health services in the 
community means that unstable psychiatric patients 
often end up in acute care hospitals, says Colling.

There are many steps that hospitals can take to 
reduce the risk of violence. Better staffing is the 
single most important element, says Colling.

But hospitals also can make the health care 
experience more comfortable for patients. For 
example, they can provide waiting areas with good 
lighting, adequate seating, and access to food and 
drinks. “We’ve got to improve the environment 
and we’ll improve behaviors,” he says.

Meanwhile, the hospital needs a system for pro-
viding communication to the patients’ family and 
other visitors.

Security is one tool

For security reasons, hospitals need to manage 
access to the facility, especially late at night, and they 
need to restrict access to treatment areas, he says.

But while security is vital, it is just one tool in 
an overall effort to prevent workplace violence, 
says Jane Lipscomb, FAAN, PhD, RN, professor 
in the Schools of Nursing and Medicine and direc-
tor of the Work and Health Research Center at the 
University of Maryland Baltimore.

“If security is the only control measure, then 
we’re really talking about a prison kind of mental-
ity,” she says. “It takes a comprehensive ‘H and S’ 
program that focuses on violence.”

Training of health care workers is an important 
component of violence prevention. But, again, that 
can’t solve the problem alone, she says. “That’s 
a very, very important component, but until you 
reduce the waiting times in a very busy emergency 
room, all the training in the world isn’t going to 
make a difference,” she says.  ■

Will feds recommend 
mandatory flu vaccine?
NVAC takes steps to consider mandates

Federal health authorities are taking the first 
tentative steps toward considering a recom-

mendation on mandatory influenza immunization 
of health care workers.

Assistant Secretary of Health Howard Koh 
asked the National Vaccine Advisory Commit-
tee (NVAC), an advisory panel of public health 
experts, to look into the issue. Current federal 
vaccine guidelines don’t address vaccination man-
dates. Such requirements, even for school children, 
are typically set at the state or local level.
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“I think he’s interested in a range of issues 
related to influenza,” says Guthrie Birkhead, MD, 
MPH, deputy commissioner for public health in 
the New York State Department of Health and 
NVAC chairman, noting that Koh also asked the 
NVAC to review racial and ethnic disparities in 
influenza immunization and the impact of the 
recent recommendation for universal influenza 
vaccination.

“Health care worker [influenza immunization] 
is being discussed a lot more recently, nationally in 
professional circles and in the press,” says Birkhead.

NVAC was scheduled to discuss how it might 
address mandatory influenza vaccination at its 
September meeting. “It’s really the introduction 
of that concept to NVAC as to whether it’s some-
thing they would consider,” explains Bruce Gellin, 
MD, director of the National Vaccine Program 
Office in Washington, DC.

Infection prevention professional groups have 
not been as tentative. The Society for Healthcare 
Epidemiology of America (SHEA) called for flu 
vaccination to be a condition of employment for 
health care workers.

Such policies have been adopted by a growing 
number of hospitals and health systems. In a sur-
vey of about 1,500 health care workers conducted 
by the Rand Corp. for the Centers for Disease 
Control and Prevention, about one in 10 said they 
work for employers who require flu vaccination. 
(In some cases, employees who do not receive the 
vaccine must wear a mask when caring for patients 
but are not terminated.)

Among health care workers who reported 
employer mandates, 97% said they received the 
seasonal and H1N1 vaccines. If there was no man-
date, 71% received the seasonal vaccine and 50% 
reported receiving the H1N1 vaccine. 

“As a strategy to improve immunization of 
health care workers, it’s clearly effective,” says 
Tom Talbot, MD, MPH, assistant professor of 
medicine and preventive medicine at the Van-
derbilt University School of Medicine and Chief 
Hospital Epidemiologist at Vanderbilt University 
Medical Center in Nashville, TN. “I think we’ll 
see increasingly more professional groups moving 
toward a strong position on vaccination.”

Unnecessarily punitive?

Mandates certainly do lead health care work-
ers to get their vaccine. But critics say the tactic 
is unnecessarily punitive. Unions have success-
fully overturned mandates in some hospitals or 

health systems because they were not implemented 
through the collective bargaining process.

The American College of Occupational and 
Environmental Medicine (ACOEM) also has 
opposed mandatory influenza vaccination of 
health care workers, particularly since the effec-
tiveness of the vaccine varies significantly as the 
prevailing strains change from year to year. “Cur-
rent evidence regarding the benefit of influenza 
vaccination in health care workers as a tool to pro-
tect patients is inadequate to override the worker’s 
autonomy to refuse vaccination,” ACOEM said in 
its position statement.

To Bill Borwegen, MPH, health and safety 
director of the Service Employees International 
Union (SEIU), the recent push for mandatory 
vaccination policies represents skewed priorities. 
The Centers for Disease Control and Prevention 
recently proposed revised guidelines that recom-
mend the use of face masks rather than N95 respi-
rators for health care workers caring for patients 
with H1N1 influenza.

“The imbalance of protection is really star-
tling,” he says. “We won’t give a health care 
worker a 50-cent, fitted N95 respirator when they 
go into a room with a coughing patient with sus-
pected or confirmed H1N1.”

Yet the CDC has stated that the H1N1 vaccine 
was just 62% effective, he notes. “If the vaccine 
was effective, we could maybe make the argument 
that this [mandatory policy] made sense,” he says. 
“To fire people for not getting a vaccine that’s not 
all that effective, it’s just massive overreach.”

Talbot acknowledges that vaccination is just 
one strategy to prevent influenza transmission in 
hospitals. For example, hand hygiene is another 
important measure, he says.

But he and other infection preventionists assert 
that vaccination is a matter of patient safety. 
“There aren’t many vaccines that are 100 percent 
[effective],” he says. “Even a 62% reduction in 
risk is significant.”  ■

CDC seeks to clarify
TB test questions
Low-risk HCWs may have false positives

A hospital employee tests positive on a tubercu-
lin skin test. Should you retest with a blood 

test to confirm that? An employee tests positive on 
a TB blood test but works in a low-risk area and 
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has had no known exposures. Should you recom-
mend treatment for latent TB infection?

Such questions have been vexing for employee 
health professionals. Updated guidelines from the 
Centers for Disease Control and Prevention pro-
vide some answers, but until more research clari-
fies the interpretation of blood TB tests, clinical 
judgment still plays an important role. (For CDC’s 
recommendations, see story, right.) 

“You have to look at the context of testing 
— how much risk they had — and you have to 
look at the magnitude of the response [to the 
test],” says Gerald Mazurek, MD, captain in 
the U.S. Public Health Service and medical offi-
cer and epidemiologist in CDC’s Division of TB 
Elimination.

The introduction of blood tests for TB — inter-
feron gamma release assays (IGRAs) — in 2001 
offered a promising new way to identify tubercu-
losis infection. The blood tests measure interferon 
gamma release in response to antigens that repre-
sent M. tuberculosis.

Three IGRAs are currently available: Quan-
tiFERON-TB Gold and QuantiFERON-TB Gold 
In Tube, which measure the interferon gamma 
concentration, and T-Spot TB, which measures 
the number of interferon gamma-producing 
cells.

The blood tests do have some advantages over 
the tuberculin skin test. They require only one visit 
— to have a blood sample drawn. They don’t react 
to BCG vaccination and are recommended for use 
in people who have had the BCG vaccine.

But some uncertainties remain about interpret-
ing the blood tests, acknowledges Mazurek. Here 
are a few key considerations when using either the 
skin test or blood test for TB screening of health 
care workers:

Do not test people at low risk of exposure. The 
likelihood of false positive results either with the 
TST or IGRAs increases among people who are at 
low risk. In its 2005 updated Guidelines for Pre-
venting the Transmission of Mycobacterium tuber-
culosis in Health-Care Setting, CDC recommends 
annual TB screening for health care workers at 
medium risk and baseline screening upon hire for 
those at low risk.

“Even if a test is 99% specific, when the risk [of 
infection] is less than 1%, you’ll have more false 
positives than true positives,” says Mazurek. “In 
any of the health care settings where they screen 
people and they’re only following people who 
have been negative in the past, their risk is less 

than 1%. You have a significant number of false 
positives with both tests.”

If someone at low risk has a positive test result, 
“it’s reasonable to repeat it,” he says. “If you 
make the judgment that it was a false positive, it’s 
reasonable not to exclude them from the serial 
testing.”

More research is needed to clarify the cut-off 
points for IGRAs. The T-Spot can produce a bor-
derline or indeterminate result and the QuantiF-
ERON tests can produce indeterminate results. 
And while the skin test has different interpretation 
criteria based on risk, the blood tests have a single 
cut-off point.

“You can have very little change and be a con-
verter,” says Mazurek. It’s reasonable to use clini-
cal judgment, including considering the person’s 
risk of exposure, if their result is near the cut-off, 
he says. You also may want to consider the exper-
tise of the laboratory performing the tests, he says. 
Errors in handling the blood specimens, for exam-
ple, can affect the results.

The tests can produce false-negative results. You 
should not rely on any TB test alone to rule out 
tuberculosis in someone with symptoms, Mazurek 
says.”If I have someone with symptoms of tuber-
culosis, I don’t care how many skin tests or Quan-
tiFERONs or T-Spots I have that are negative. The 
sensitivity isn’t 100%,” he says.  ■

CDC: Use judgment 
when interpreting IGRAs

In new guidelines for Interferon Gamma Release 
Assays (IGRAs), the Centers for Disease Control 

and Prevention offers these recommendations.

General recommendations for use of IGRAs

(QFT-G, QFT-GIT, and T-Spot) should be used as 
aids in diagnosing infection with M. tuberculosis. 
These tests may be used for surveillance purposes 
or to identify persons likely to benefit from treat-
ment, including persons who are or will be at 
increased risk for M. tuberculosis infection or for 
progression to active tuberculosis if infected. 

according to established protocols using FDA-
approved test formats. They should be performed 
in compliance with Clinical Laboratory Improve-
ment Amendment (CLIA) standards. 
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-
tion and the quantitative assay measurements 
should be reported together with the criteria used 
for test interpretation. This will permit more 
refined assessment of results and promote under-
standing of the tests. 

made prior to blood collection to ensure that the 
blood specimen is collected in the proper tubes, 
and that testing can be performed within the 
required timeframe. 

and tuberculosis-control program should evaluate 
the availability, overall cost, and benefits of IGRAs 
for their own setting. In addition, programs should 
consider the characteristics of the population to be 
tested. 

be used for testing persons who have a low risk 
for both infection and progression to active tuber-
culosis if infected (except for those likely to be at 
increased risk in the future). Screening such per-
sons diverts resources from higher priority activi-
ties and increases the number of false-positive 
results. Even with a test specificity approaching 
99%, when the prevalence of M. tuberculosis 
infection is �1%, the majority of positive results 
will be false positives. If persons at low risk for 
both infection and progression are to be tested, 
selection of the test with the greatest specificity 
will minimize false-positive results, reduce unnec-
essary evaluation and treatment, and minimize 
the potential for adverse events from unnecessary 
treatment. 

Test selection
-

nation of tests for detection of M. tuberculosis 
infection should be made on the basis of the rea-
sons and the context for testing, test availability, 
and overall cost effectiveness of testing. Results 
of studies examining sensitivity, specificity, and 
agreement for IGRAs and TST vary with respect to 
which test is better. Although data on the accuracy 
of IGRAs and their ability to predict subsequent 
active tuberculosis are limited, to date, no major 
deficiencies have been reported in studies involving 
various populations. As use of these tests increases, 
greater understanding of their value and limita-
tions will be gained. 

in addition to) a TST in all situations in which 
CDC recommends tuberculin skin testing as an 

aid in diagnosing M. tuberculosis infection, with 
preferences and special considerations noted 
below. Despite the indication of a preference in 
these instances, use of the alternative test (FDA-
approved IGRA or TST) is acceptable medical and 
public health practice. 

Situations in which an IGRA is preferred but a TST 
is acceptable

groups that historically have low rates of returning 
to have TSTs read. For example, use of an IGRA 
might increase test completion rates for homeless 
persons and drug-users. The use of IGRAs for such 
persons can increase test completion rates, so con-
trol efforts can focus on those most likely to ben-
efit from further evaluation and treatment. 

have received BCG (as a vaccine or for cancer ther-
apy). Use of IGRAs in this population is expected 
to increase diagnostic specificity and improve 
acceptance of treatment for LTBI. 

Situations in which a TST is preferred but an IGRA 
is acceptable

<5 years. Use of an IGRA in conjunction with TST 
has been advocated by some experts to increase 
diagnostic sensitivity in this age group. Recom-
mendations regarding use of IGRAs in children 
have also been published by the American Acad-
emy of Pediatrics. 

Situations in which either a TST or an IGRA may 
be used without preference

preference to test recent contacts of persons know 
or suspected to have active tuberculosis with spe-
cial considerations for follow-up testing. IGRAs 
offer the possibility of detecting M. tuberculosis 
infection with greater specificity than with a TST. 
Also, unlike TSTs, IGRAs do not boost subse-
quent test results and can be completed following 
a single patient visit. However, data on the ability 
of IGRAs to predict subsequent active tuberculo-
sis are limited. If IGRAs are to be used in contact 
investigations, negative results obtained prior 
to 8 weeks after the end of exposure typically 
should be confirmed by repeat testing 8-10 weeks 
after the end of exposure. This recommendation 
is similar to one used for TST, because data on 
the timing of IGRA conversion after a new infec-
tion are not currently available. Use of the same 
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test format for repeat testing will minimize the 
number of conversions that occur as a result of 
test differences. 

preference for periodic screening of persons 
who might have occupational exposure to M. 
tuberculosis (e.g., surveillance programs for 
health-care workers) with special considerations 
regarding conversions and reversions. For serial 
and periodic screening, IGRAs offer techni-
cal, logistic, and possible economic advantages 
compared with TSTs but also have potential 
disadvantages. Advantages include the ability 
to get results following a single visit. Two-step 
testing is not required for IGRAs, because IGRA 
testing does not boost subsequent test results. 
Disadvantages of IGRAs in this setting include 
a greater risk of test conversion due to false-
positive IGRA results with follow-up testing of 
low-risk health-care workers who have tested 
negative at prior screening. CDC has published 
criteria for identifying conversions for TSTs and 
IGRAs. TST conversion is defined as a change 
from negative to positive with an increase of 
�10 mm in induration within two years. TST 
conversion is associated with an increased risk 
for active tuberculosis. An IGRA conversion is 
defined as a change from negative to positive 
within two years without any consideration of 
the magnitude of the change in TB Response. 
Using this lenient criterion to define IGRA con-
version might produce more conversions than 
are observed with the more stringent criteria 
applied to TSTs. Furthermore, an association 
between an IGRA conversion and subsequent 
disease risk has not been demonstrated. The cri-
teria for interpreting changes in an IGRA that 
identify new infections remain uncertain. CDC 
encourages institutions and programs in which 
IGRAs are used to publish their experiences, 
particularly in regard to rates of conversion, 
reversion, and progression to active tuberculosis 
over time. 

Situations in which testing with both an IGRA and 
a TST may be considered

an IGRA is not generally recommended, results 
from both tests might be useful when the initial 
test (TST or IGRA) is negative in the following 
situations: 1) when the risk for infection, the risk 
for progression, and the risk for a poor outcome 
are increased (e.g., when persons with HIV infec-

tion or children aged <5 years are at increased risk 
for M. tuberculosis infection) or 2) when clinical 
suspicion exists for active tuberculosis (such as in 
persons with symptoms, signs, and/or radiographic 
evidence suggestive of active tuberculosis) and con-
firmation of M. tuberculosis infection is desired. In 
such patients with an initial test that is negative, 
taking a positive result from a second test as evi-
dence of infection increases detection sensitivity. 
However, multiple negative results from any com-
bination of these tests cannot exclude M. tubercu-
losis infection. 

be useful when the initial test is positive in the 
following situations: 1) when additional evidence 
of infection is required to encourage compliance 
(e.g., in foreign-born health-care workers who 
believe their positive TST result is attributable to 
BCG) or 2) in healthy persons who have a low 
risk for both infection and progression. In the 
first situation, a positive IGRA might prompt 
greater acceptance of treatment for LTBI as com-
pared with a positive TST alone. In the latter situ-
ation, requiring a positive result from the second 
test as evidence of infection increases the likeli-
hood that the test result reflects infection. For 
the second situation, an alternative is to assume, 
without additional testing, that the initial result 
is a false positive or that the risk for disease does 
not warrant additional evaluation or treatment, 
regardless of test results. Steps should be taken to 
minimize unnecessary and misleading testing of 
persons at low risk. 

[Editor’s note: The CDC guideline on IGRAs 
is available at www.cdc.gov/mmwr/preview/
mmwrhtml/rr5905a1.htm?s_cid=rr5905a1_w.]  ■

Sharps safety starts 
with safety climate
Managers influence safety practices

If you want employees to comply with sharps 
safety, then their supervisors have to require it. 

That is a strong message that emerged from a sur-
vey of paramedics related to bloodborne pathogen 
exposures.

Paramedics whose supervisors made safety a 
priority and enforced safety regulations had less 
than half the risk of bloodborne pathogen expo-
sures as those who didn’t have safety-oriented 
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supervisors, according to a national survey of 
2,664 paramedics sponsored by the National 
Institute for Occupational Safety and Health 
(NIOSH).1

“You have to provide [safety devices], but that’s 
not enough,” says lead author Jack K. Leiss, PhD, 
head of the Epidemiology Research Program at the 
Cedar Grove Institute for Sustainable Communi-
ties, a non-profit research organization in Mebane, 
NC. “Management has to create an environment 
where the equipment will be used properly and 
safety practices will be followed.”

Unfortunately, many employers continue 
to lag in their responsibility to provide proper 
safety equipment. The survey, conducted in 
2002 and 2003, more than two years after the 
passage of the Needlestick Safety and Prevention 
Act, found that only one-quarter of paramed-
ics were provided with more than three types of 
sharps safety devices, such as sharps containers 

or safety-engineered syringes, butterfly needles, 
IV catheters, or lancets. 

About three-quarters of paramedics (77%) 
said they were always provided safety IV cath-
eters but only 27% said they always had access 
to winged steel needles. It’s not clear how that 
may have changed in recent years because no 
further surveys have been conducted. However, 
in her travels to fire rescue departments, emer-
gency medical services, and hospitals around the 
country, infection control consultant Katherine 
West, MSEd, CIC, BSN, finds many instances of 
lax compliance.

“I’m absolutely shocked and appalled by this,” 
says West, who is a consultant with Infection 
Control/Emerging Concepts in Manassas, VA. 
“People are saying, ‘These cost more, we’re not 
going to do it.’”

That is faulty logic, says West, because the fol-
low-up and management of needlesticks more than 

Preventing sharps injuries
to emergency workers

The National Institute for Occupational Safety 
and Health offers the following recommenda-

tions for employers and employees to prevent blood-
borne pathogen exposures among paramedics and 
other emergency workers:

Employers 

your organization. Require workers to follow all 
safety procedures and include this in their job per-
formance evaluations.

safe work practices, the proper use of safety devices 
and PPE, and other topics required by the Blood-
borne Pathogens standard. Include the opportunity 
for questions and answers with the trainer. 

update it annually. 

involve frontline workers in their selection. 

PPE includes gloves; impermeable clothing; face 
shields or surgical face masks and eye protection; 
and mouth¬pieces, resuscitation bags, pocket masks, 
or other ventilation devices. 

patients from enclosed places, handling combative 
or uncooperative patients, and avoiding vomitus. 

fluid exposures. Identify and address any barriers or 
attitudes that discourage reporting. 

-
tunities for prevention. Inform workers of the find-
ings. 

-
ation and follow-up. 

encourage workers to get vaccinated. 

Paramedics 

other safety procedures (see www.cdc.gov/ncidod/
dhqp/bp_universal_ precautions.html). 

training. 

employer. 

employer. 

arms. 

soap and water. 

is not visibly soiled, use antimicrobial soap and 
water or alcohol-based sanitizer. 

-
tially infectious materials to management. 

■
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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 December issue, you 
must complete the evaluation form provided in that 
issue and return it in the reply envelope provided to 
receive a credit letter.  

wipes out any “savings.”
“My experience — on a national scale — is that 

most hospitals are not supplying [emergency medi-
cal services] with needle-safe devices, and most 
of them don’t challenge it because they’re afraid 
the hospitals will say ‘You’re on your own to buy 
your own,’” West says.

High rates of exposure

Emergency medical personnel remain at high 
risk of bloodborne pathogen exposure. The sur-
vey found that 6.7% of the paramedics had had 
a blood exposure in the past year. Only health 
care workers in correctional facilities, surgical 
techs, and first-year residents had higher rates of 
exposure, according to a comparison of published 
surveys.2

“[Putting] their exposures in perspective with 
other health care workers, it does seem like there 
are opportunities for improvement,” says Winifred 
L. Boal, MPH, research epidemiologist with the 
Surveillance Branch of NIOSH’s Division of Sur-
veillance, Hazard Evaluations, and Field Studies in 
Cincinnati. 

NIOSH issued a “Workplace Solutions” docu-
ment last spring, urging employers and paramedics 
themselves to focus on sharps safety. 

Emergency medical services and transports 
were the second most-cited workplace by the 
U.S. Occupational Safety and Health Administra-
tion (OSHA) under the Bloodborne Pathogens 
Standard, after skilled nursing facilities. Still, that 
involved only 54 workplaces, 140 citations, and 
fines totaling $25,000.

Inadequate training is widespread, says West. 
While the survey of paramedics indicated sig-
nificant under-reporting (72% of needlesticks 
and 29% of exposures to non-intact skin were 
reported), West says she also finds confusion 
among paramedics about what constitutes an 
exposure. Some paramedics report blood on intact 
skin as an exposure or sticks from sterile needles, 
she says.

“From my experience, fear is rampant. There 
has been a lot of fear-mongering training done,” 
she says. Emergency personnel often have an 
inflated sense of risk of developing HIV or another 
bloodborne pathogen, she says. “We don’t have 
one documented case of a fire rescue worker 
acquiring HIV from a contaminated needlestick 
injury,” she says.

OSHA requires annual bloodborne pathogen 

training with a knowledgeable trainer. That should 
include hands-on training with the devices, says 
West, and employees should have input into the 
selection of safety devices.

Emergency personnel also need to know how to 
report needlesticks and receive prompt post-expo-
sure follow-up, she says.  ■

REFERENCES

1. Leiss JK. Management Practices and Risk of Occupational 
Blood Exposure in U.S. Paramedics: Needlesticks. Am J Ind 
Med. 2010; 53:866-874.
2. Boal WL, Leiss JK, Ratclive JM, et al. The national 
study to prevent blood exposure in paramedics: Rates 
of exposure to blood. Int Arch Occup Environ Health. 
2010;83:191–199.  ■

H1N1 influeza A in
post-pandemic period
WHO makes it official, but advises vigilance

Like a hurricane downgraded to a tropical 
depression, H1N1 influenza A has lost its pan-

demic status and is now just another troublesome 
flu bug, the World Health Organization reports. 

The WHO based its assessment on the global 
situation, as well as reports from several coun-
tries that are now experiencing influenza. “As 
we enter the post-pandemic period, this does 
not mean that the H1N1 virus has gone away,” 
says Margaret Chan, MD, director general of the 
WHO. “Based on experience with past pandem-
ics, we expect the H1N1 virus to take on the 
behavior of a seasonal influenza virus and con-
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COMING IN FUTURE MONTHS

CNE QUESTIONS

13. According to Russell Colling, MS, CPP, CHPA, a 
health care security consultant based in Salida, CO, 
what trend in health care leads to a greater risk of 
violence?

A. Inadequate staffing for high patient volumes.
B. Inadequate visibility of security personnel.
C. Increase in outpatient services.
D. Safe patient handling programs.

14. The American College of Occupational and Environ-
mental Medicine (ACOEM) opposes mandatory in-
fluenza vaccination of health care workers because:

A. there is no evidence of hospital-based influenza 
transmission.

B. flu vaccines vary in effectiveness and the benefit 
doesn’t outweigh the worker’s right to refuse vac-
cination.

C. there is often inadequate vaccine supply.
D. it is difficult to administer mandatory programs.

15. According to Gerald Mazurek, MD, captain in the 
U.S. Public Health Service and medical officer and 
epidemiologist in CDC’s Division of TB Elimination, 
what is a reasonable action if you have a positive 
TB test result on an employee who is at low risk and 
has had no known exposure?

A. Offer treatment for latent TB infection.
B. Ignore the result.
C. Take a chest X-ray.
D. Repeat the TB test.

16. According to a survey of paramedics, what is an 
important determining factor in the use of sharps 
safety devices?

A. Online training
B. The type of device
C. Supervisors who enforced safety regulations
D. Local or state laws

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

■ 10 years of needle 
safety: A success story

■ Gaps remain in 
needlestick prevention

■ Mandatory pertussis 
vaccination of HCWs?

■ Safe patient handling 
pays

■ Injured nurses seek 
relief

tinue to circulate for some years to come.” 
In the post-pandemic period, localized out-

breaks of different magnitude may show sig-
nificant levels of H1N1 transmission. “This 
is the situation we are observing right now in 
New Zealand, and may see elsewhere,” she 
says. “In fact, the actions of health authorities 
in New Zealand, and also in India, in terms of 
vigilance, quick detection and treatment, and 
recommended vaccination, provide a model of 
how other countries may need to respond in the 
immediate post-pandemic period.” 

Globally, the levels and patterns of H1N1 
transmission now being seen differ significantly 
from what was observed during the pandemic, 
Chan says. Out-of-season outbreaks are no 
longer being reported in either the northern 
or southern hemisphere. Influenza outbreaks, 
including those primarily caused by the H1N1 
virus, show an intensity similar to that seen dur-
ing seasonal epidemics.

“During the pandemic, the H1N1 virus 
crowded out other influenza viruses to become the 
dominant virus,” Chan says. “This is no longer 
the case. Many countries are reporting a mix of 
influenza viruses, again as is typically seen during 
seasonal epidemics.”

Recently published studies indicate that 
20–40% of populations in some areas have been 
infected by the H1N1 virus and thus have some 
level of protective immunity. Many countries 
report good vaccination coverage, especially 
in high-risk groups, and this coverage further 
increases community-wide immunity, Chan 
reported.

“Based on available evidence and experience 
from past pandemics, it is likely that the virus will 
continue to cause serious disease in younger age 
groups, at least in the immediate post-pandemic 
period,” she warned. “Groups identified during 
the pandemic as at higher risk of severe or fatal 
illness will probably remain at heightened risk, 
though hopefully the number of such cases will 
diminish.”

In addition, a small proportion of people 
infected during the pandemic, including young 
and healthy people, developed a severe form of 
primary viral pneumonia that is not typically 
seen during seasonal epidemics and is especially 
difficult and demanding to treat. It is not known 
whether this pattern will change during the post-
pandemic period, further emphasizing the need 
for vigilance, Chan noted.  ■
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News 'flash': JC, key groups get on same page
on ‘immediate-use steam sterilization’

Dropping flash sterilization name as confusion reigns

Meeting with key stakeholders and steriliza-
tion groups, the Joint Commission is near-
ing a landmark consensus position on the 

long-confusing issue of “flash” sterilization. With 
various groups already offering slightly differing 
definitions and interpretations, the Joint 
Commission tried to clarify its stance last year with 
a position statement that apparently caused as 
much confusion as it allayed.1 

However, the Joint Commission is getting on the 
same page with all the other key players now, meeting 
August 3, 2010, as part of an ongoing series of confer-
ence calls with stakeholders on the issue. 

“It was a pretty fruitful meeting,” said Rose 
Seavey, RN, BS, MBA, CNOR, CRCST, CSPDT, 
President/CEO of Seavey Healthcare Consulting, 
Inc, in Arvada, CO. “We are trying to reach consen-
sus on exactly what we want to put out as a multi-
society position statement.”

A former director of the sterile processing depart-
ment at The Children’s Hospital of Denver, Seavey 
is a member of several leading organizations in the 
field and a participant in the ongoing multi-organi-
zation discussions. “The group is now being called 
the Immediate-Use Steam Sterilization Task Group. 
The title may give you a hint on the direction we are 
heading,” she said.

Indeed, the “flash” sterilization term will likely 
be phased out as part of a consensus process that 
includes the Centers for Disease Control and 
Prevention (CDC), the Food and Drug 
Administration, the Centers for Medicare and 
Medicaid Services (CMS), the Association of 
Operating Room Nurses (AORN), the Association 
for the Advancement of Medical Instrumentation 
(AAMI), and the Association for Professionals in 

Infection Control and Epidemiology (APIC). 
A principal goal of all the groups is to prevent 

patient infections amid the current pressure to rap-
idly clean and sterilize medical instruments. “There 
is potential for increase of infections [with flash ster-
ilization] because we are in a hurry to turn things 
over,” Seavey said. “If steps are skipped or they are 
not done correctly — not done according to the man-
ufacturer’s recommendations — then there is a very 
good possibility that the item did not get sterilized.”

Consensus statement expected soon

In an update on flash sterilization in 2009, the 
Joint Commission primarily emphasized the issues 
of cleaning and decontamination, sterilization and 
return of instruments to the sterile field.

“If you are a Joint Commission accredited facility 
you may be cited for sterilizing or flashing the same 
items frequently [or] for failure to follow the manu-
facturer’s written recommendations,” Seavey said. 
Device manufacturer’s instructions must be fol-
lowed, she emphasized. Specialty instruments 
could require extended exposure time and  some 
manufacturers of such devices do not recommend 
flash sterilization.

“The [Joint Commission] is going to come in and 
ask you to show them the manufacturer’s written rec-
ommendations and you have to produce those,” 
Seavey said. “You may [also] be cited for a failure to 
adequately clean instruments according to those man-
ufacturer’s recommendations or lack of appropriate 
use of chemical or biological indicators.” 

However, in drawing attention to flash steriliza-
tion in the 2009 statement, the Joint Commission 
cited an old CDC definition of the practice that did 
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not necessarily cover the gamut of current use, 
Seavey said recently in New Orleans at the annual 
APIC conference. “They used an old CDC definition 
that says `flash sterilization is a steam sterilization 
cycle at three minutes at 270° F at 27 to 28 pounds of 
pressure,’” Seavey told APIC attendees.  

That left a lot of issues unresolved, including non-
porous instruments and whether they were wrapped 
or unwrapped, she added. There was also no mention 
of cycle types, dry times or implants, Seavey said.  

“The result — when they put that statement out 
there — was very confusing,” she added.

Some key groups not included in the initial discus-
sions were brought in to hammer out a consensus, she 
said. The result was the ongoing task force meetings, 
which were expected to soon result in consensus rec-
ommendations as this issue went to press. 

“Every Joint Commission surveyor now has access 
to the AORN recommended practices and they are 
getting information from AAMI regarding flash ster-
ilization,” Seavey said. “We are looking at working 
with them to create some programs to help train the 
surveyors so they are learning the same way we — 
the users — are learning.”

The use of flash sterilization in healthcare facili-
ties has been under scrutiny for many years, she 
noted. Technological advancements, new surgical 
instrumentation, the increasing focus on safe patient 
care and the need to follow evidence-based prac-
tices have resulted in many recommended changes. 
Some of the definitions vary by shades and degrees, 
but there is one underlying factor — if you flash 
sterilize an instrument, you must immediately use 
it. “All [organizations] say it is for immediate use, 
so there is absolutely no shelf life,” she told APIC 
attendees. 

In addition, the AORN recommends the practice 
should be restricted to selected clinical circum-
stances. ”It should be kept to a bare minimum — it 
shouldn’t be routinely used,” Seavey said.

Items must be disassembled and thoroughly 
cleaned with detergent and water, with lumens 
brushed and flushed under water with a cleaning 
solution and rinsed thoroughly. Instruments must 
be placed in a closed, validated rigid sterilization 
container, but again, must be designated for imme-
diate use and not stored for later use.

“[Flash sterilization] should never be used as a 
substitute for sufficient instrument inventory,” she 
said. “Convenience or economics should never ever 
trump patient safety.”

Moreover, flash sterilization ideally should be 
reserved for single items — not batches of instru-

ments. “But we know in the real world, large and 
multiple sets are being flash sterilized, especially 
with 'loaner' [instruments],” she said. “For one hip, 
knee or a big spine case, you might get 10 or 15 sets 
of instruments the 'day of' to sterilize. So you wind 
up flashing them.”

Using an audit checklist 

While there remains confusion about the issue, 
Seavey has created an audit tool that covers the 
basics for patient safety based on the most recent 
science. “It is a checklist that [infection prevention-
ists] can customize to their facility,” she said. “These 
are the kind of questions you want to be asking in 
your facility.” (See audit tool, p. 3-4.) 

In using the tool to assess your facilities practices 
and policies, Seavey emphasizes key points that 
include the following:

Four phases: The steam sterilization process has 
four phases that are significantly dependant on each 
other to produce and maintain a sterile product:

1. Decreasing and limiting bioburden before ster-
ilization.

2. Appropriately preparing devices for steriliza-
tion.

3. Using validated sterilization parameters for 
each device.

4. Establishing and implementing controls to 
maintain the sterility of devices until used.

Definition: A process designed for the steam 
sterilization of patient care items for immediate use. 
(AAMI and AORN, 2009)

Clinical use: The use of flash sterilization:

implants;
-

tions to patients;

sufficient instrument inventory;

or more steps in the cleaning process;
-

cess (including decontamination, preparation and 
documentation) as packaged items;  

sterilizer to point of use.

Reference
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