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backs mandatory flu shots
Egg allergy may not be a contraindication

Hospitals geared up for their annual influenza immunization cam-
paigns this fall with a greater emphasis on mandatory policies to 
achieve the highest possible coverage of employees. An advisory 

from the American Hospital Association gave a push toward mandatory 
vaccination of health care workers.

In contrast, the American Medical Association endorsed “universal vac-
cination” but stopped short of advocating mandatory policies, stating that 
the medical staff should determine the structure of the programs.

Meanwhile, exemptions to immunization may narrow as a federal advi-
sory panel said many people with egg allergy can still receive the influenza 
vaccine.1    

The panel listed trivalent inactivated vaccine (TIV) as a possible alter-
native for some people with mild reactions. (See algorithm, p. 110) 

In its advisory, the AHA stated: “To protect the lives and welfare of 
patients and hospital employees, the American Hospital Association’s 
Board of Trustees recently approved a policy supporting mandatory 
patient safety policies that require either influenza vaccination or wear-
ing a mask in the presence of patients across health care settings during 

As hospitals ramp up for their yearly influenza immunization cam-
paigns, mandates are gaining greater attention as a quick route to 

near-universal vaccination. Yet questions remain, whether about the 
technical details (are egg allergies a medical contraindication?) or the 
ethics (does this vaccine warrant taking a punitive approach?). In this 
issue of HEH, we explore the trend toward mandatory polices — and the 
arguments for and against them.  n
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flu season. This policy aims to achieve the highest 
possible level of protection.”

The AHA responded to recommendations from 
major infection control organizations, including 
the Infectious Diseases Society of America and the 
Society for Healthcare Epidemiology of America, 
says Nancy Foster, AHA’s vice president for qual-
ity and patient safety.

“While the resources needed to implement a 
mandatory policy are significant, especially in 
terms of financial and personnel resources, the 
benefits of protecting vulnerable patients and 
reducing employee illness and absenteeism far 

outweigh the costs,” the AHA advisory states. 
“Further, employee resistance can be overcome 
through careful education and open communica-
tion between hospital leadership and staff, as well 
as policies that permit certain reasonable exclu-
sions and allow employees who cannot receive 
influenza.”

Pushback from HCWs

Even as it becomes more common, mandatory 
influenza immunization remains controversial. 
The American College of Occupational and Envi-
ronmental Medicine advocates comprehensive 
voluntary programs, and unions representing 
health care workers have successfully challenged 
the mandates as an imposition of a condition of 
employment without collective bargaining.

Even vaccinated employees sometimes bristle 
at the “vaccinate or be fired” approach. At St. 
Jude Children’s Research Hospital in Memphis, 
TN, where more than 90% of health care workers 
receive the seasonal flu vaccine without a man-
datory program, a survey of employees showed 
ambivalence about a mandate. A third (33.5%) 
of health care workers who reported receiving the 
vaccine over the past five years said they opposed 
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Almost three in four (71%) of hospital-
based health care workers received their 

flu vaccine last year, showing a sustained com-
mitment to vaccination even after the pandemic 
subsided, according to a survey conducted by 
the Centers for Disease Control and Prevention.

About 13% of health care workers reported 
being required to have the vaccine as a condi-
tion of employment. That was a slight increase 
from the 2009-2010 season when 11% of 
health care workers reported having a flu vac-
cine mandate.

For those without mandatory policies, conve-
nience was the greatest determinant of vaccina-
tion. Health care workers were more likely to 
have the vaccine if they the vaccine was offered 
onsite, if they received a personal reminder to 
be vaccinated, and if the vaccine was offered 
for more than one day and at no cost, the sur-
vey found.

“Making vaccination convenient for health-
care personnel is a key strategy for raising 
vaccination rates,” says Carolyn Bridges, MD, 
associate director for adult immunization in 
CDC’s Immunization Services Division.

When health care workers were offered the 

vaccine at their workplace, 66% received it, 
compared with a 38.5% vaccination rate when 
the vaccine wasn’t offered at the workplace. 
This has implications for home health services, 
notes Carla Black, PhD, a CDC epidemiolo-
gist who helped coordinate the survey, which 
was conducted by the RAND Corp. of Santa 
Monica, CA. Only about half (53.6%) of home 
health workers received the flu vaccine last 
year, according to the survey.

“The settings that have the highest coverage 
are those that have vaccine more available,” 
says Black. “And those who work in, say, home 
health-care who don't go to an office every day 
[and] have to get vaccine on their own have 
lower coverage [rates].”

Unvaccinated health care workers were less 
likely to believe that they or “people around 
[them]” were at risk of getting influenza. They 
also may question the effectiveness of the flu 
vaccine. Only 54% of unvaccinated workers 
said they believe “influenza vaccination can 
protect me from getting influenza” and only 
44.6% agreed that “if I get an influenza vac-
cination, people around me will be better pro-
tected from influenza.”  n

Why HCWs get the flu vaccine — or don’t

mandating the vaccine.2

Further, requirements for unvaccinated health 
care workers to wear masks seem punitive rather 
than patient safety-oriented, says Bill Borwegen, 
MPH, health and safety director of the Service 
Employees International Union (SEIU). Health 
care workers were not required to wear masks 
during routine patient contact when there was no 
vaccine available in the early months of the H1N1 
pandemic, and some hospitals even failed to pro-
vide N95 respirators to protect health care work-
ers when they were recommended by the Centers 
for Disease Control and Prevention, he says.

“Their prioritization [of a vaccine mandate] 
seems to be based more on a power dynamic 
in the workplace than a true effort to make the 
workplace safer,” he says.

Yet Foster says the AHA position is based on 
unpublished data from hospitals that implemented 
mandatory policies and saw a reduction in influ-
enza cases.

“As we have learned about the evidence from 
our colleagues in infection control, the evidence 

now is pretty substantial that inadvertently our 
employees can transmit flu to our very vulnerable 
patients,” she says.

The patient safety goal is paramount, says 
Foster, though acknowledging that hospitals may 
need to work with employees or their unions 
to develop mandatory policies. “Every hospital 
has to work through the appropriate processes 
to adopt substantial changes in their employee 
policies,” she says. ”For some, it may involve a 
negotiation with a union, for some it may involve 
other steps. Our board is asking the hospital lead-
ership to begin to engage in that process.

While the influenza vaccine varies in effective-
ness, that’s not an ethical excuse for health care 
workers to decline vaccination, says Matthew 
Wynia, MD, MPH, director of the Institute for 
Ethics and the Center for Patient Safety at the 
American Medical Association in Chicago.

“It’s always more protective than not having 
the vaccine at all,” says Wynia. “It always pro-
vides some protection. The question is the degree 
of protection.”
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Egg allergy and vaccination

Fewer employees may receive exemptions 
from flu vaccine mandates, based on recent rec-
ommendations from the Advisory Committee on 
Immunization Practices (ACIP), a CDC advisory 
panel.

Some package inserts for the trivalent inac-
tivated vaccine no longer list hypersensitivity 
as a contraindication, although severe allergic 
reaction, such as anaphylaxis, remains a contra-
indication, says Lisa Grohskopf, MD, medical 
officer with CDC’s influenza division.

“We are recommending in these guidelines 
that essentially only individuals who have hives, 
specifically only hives, as a symptom as their 
allergy, [can] go ahead and receive vaccine with-
out some further risk stratification,” she says. 
“It's possible for a health-care worker to be 
stratified for the risk.”

People who experience only hives following 

The flu vaccine is very effective for older chil-
dren and adults, aged 10 to 49 years, but may 

be less effective than believed for the population 
overall, according to two recent studies.

A study of 6,757 patients seeking medical care 
for respiratory illness evaluated the pandemic vac-
cine effectiveness in communities in Michigan, 
Wisconsin, Tennessee and New York. Fifteen per-
cent of them tested positive for influenza.1

The study, funded by the Centers for Disease 
Control and Prevention, found that the inacti-
vated vaccine was 89% effective among people 
ages 10 to 49, but that few children 9 and under 
received the recommended two doses, the authors 
stated. Including children in the analysis lowered 
the overall effectiveness of the vaccine to 56%.

“Our results suggest that a single dose of a US 
licensed non-adjuvanted pandemic vaccine was 
capable of preventing over half of medical care 
visits associated with pandemic virus infection, 
and that inactivated vaccines were very effective 
for those aged 10 to 49 years,” the authors said.

Another study at the University of Michigan 
School of Public Health found that flu vaccine 
efficacy may be overestimated in some studies if 
they used cell culture rather than real-time PCR to 
identify influenza virus.2

In the study, all influenza A (H3N2) and B 
cases that were isolated in cell culture were also 
identified by rtPCR, but only 69% of the influ-
enza A cases identified by rtPCR were also iso-
lated in cell culture, the authors stated. 

The overall vaccine efficacy, based on rtPCR 
testing, was about 70%, they said. “That may 
suggest that we should lower the usual descrip-
tion of vaccine efficacy from 70%–90% in healthy 
adults to closer to 70%; however, further confir-
mation by other studies is desirable,” the authors 
said. “Given 70% efficacy in a population with 
50% vaccine coverage, approximately one-quarter 
of influenza cases may occur among vaccinated 
persons, regardless of attack rate in a given year.”

Interestingly, there was less viral shedding 
among people who were vaccinated but still devel-
oped influenza, the study found.

REFERENCES
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How effective is the flu vaccine?

exposure to egg should be monitored for at least 
30 minutes for signs of reaction. Other people 
with more severe reactions should be referred to 
a physician “with expertise in management of 
allergic reactions,” the guidelines state. The vac-
cine should be administered in a setting where 
there can be rapid recognition and treatment of 
anaphylaxis, CDC says. 

If someone has previously had a severe reac-
tion to any component of the influenza vaccine, 
they should not receive the vaccine, the guide-
lines state.

REFERENCES
1. Centers for Disease Control and Prevention. Prevention 
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Is it an ethical duty 
to mandate flu shot?
Critic: A ‘disingenuous veneer of safety’ 

More and more hospitals are adopting a policy 
that mandates influenza immunization for 

their employees with patient safety as the primary 
rationale. But some ethical questions linger: What 
is the balance between the potential risk to patients 
from unvaccinated health care workers and the 
rights of health care workers to refuse a vaccine? 
How are the ethics of a mandate affected by the 
drawbacks of the vaccine — such as its variable 
effectiveness and occasional supply shortages?

Experts in bioethics and occupational health from 
the Mayo Clinic in Rochester, MN, recently wrote 
articles reflecting on the health care worker respon-
sibilities and rights. 

‘First, do no harm’

This maxim of medical ethics underlies the push 
for influenza vaccination. Complications from 
influenza can be life-threatening for some elderly or 
vulnerable patients. Since there is a vaccine that can 
reduce the risk of nosocomial transmission, health 
care workers should have it, says Abigale Ottenberg, 
MA, a medical bioethicist with the Mayo Clinic 
who was the lead author of a paper on “the ethical 
and legal rationale for a mandate” in the American 
Journal of Public Health.1

“I’m not sure I see it as [an ethical] balance but 
instead as two obligations that health care workers 
have that are in sync with one another,” Ottenberg 
told HEH. “Health care workers have an individual 
professional obligation to become vaccinated against 
influenza. They also have an obligation in the public 
health perspective — the organizational commit-
ment to their profession and to their patients.

“Health care workers freely choose their profes-
sion. They’re not required to become health care 
workers,” she says. “With the privilege of being a 
health care worker, they also have obligations to 
their patients and the public.”

Ottenberg and her colleagues conclude that states 
have the authority to mandate influenza immuniza-
tion of health care workers based on protection of 
the public health. Fifteen states require at least one 
immunization of health care workers, although none 
currently mandate influenza immunization.

Health care workers should be able to avoid 

immunization due to medical contraindications or 
religious or philosophic objections, but the employer 
can require alternative measures to protect patients, 
she says. Many hospitals require unvaccinated 
health care workers to wear surgical masks during 
patient care throughout the flu season. (Infectious 
disease societies do not endorse exemptions for per-
sonal belief, but some do allow for religious objec-
tions.)

Yet there are obligations that employers have 
to their employees, as well, Ottenberg says. For 
example, employers must provide information about 
influenza and the vaccine and answer questions that 
health care workers may have. The vaccine should 
be free of charge and employers should make vacci-
nation convenient, she says.

“An organization that implements a mandate 
does have a responsibility to their workforce to 
make it as easy as possible to fulfill those obliga-
tions,” she says.

Flaws in the logic

Everyone agrees that the influenza vaccine is 
an imperfect vaccine. It has to be produced every 
year, grown in chicken eggs in a cumbersome pro-
cess. Glitches in the manufacturing process have 
occasionally led to delays or shortages. Because the 
effectiveness varies significantly, even people who 
are vaccinated sometimes get influenza and can 
transmit the virus. And when a new strain emerges, 
as with H1N1, a vaccine is not available for about 
six months.

The drawbacks of this particular vaccine makes 
it hard to justify a vaccination mandate, says Bill 
Buchta, MD, MPH, medical director of the Occu-
pational Health Service at the Mayo Clinic, in an 
online opinion piece on the Pediatric Supersite.

“It’s a simple strategy for giving the veneer of 
safety,” says Buchta, who advocates strong but vol-
untary health care worker vaccination programs. 
“You can measure it. You can crow about it to the 
public, saying 100% of our staff are vaccinated 
against influenza, without telling them what that 
means and what it doesn’t mean. To me that is dis-
ingenuous.”

Most of the respiratory disease circulating in the 
winter is actually “influenza-like illness,” (ILI) but 
not influenza, says Buchta. The vaccine has no effect 
on non-influenza viruses. Meanwhile, hospitals 
rarely require patients or visitors to be vaccinated, 
leaving patients vulnerable even if health care work-
ers have been vaccinated.

“The implication is that if you get this vaccine 
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you are protecting your patients from ILI. It’s a false 
sense of security. It also sends the message that if 
you get this vaccine, you will not shed vaccine,” he 
says.

The Centers for Disease Control and Prevention 
recommends vaccination of health care workers 
as one part of a comprehensive strategy to prevent 
health care-associated transmission. But Buchta 
worries that the push for mandatory vaccination 
overshadows the importance of the other infection 
control precautions, such as encouraging health care 
workers to stay home if they’re sick and isolating 
patients or placing a mask on coughing patients, if 
possible.

Yet Buchta does see room for compromise. “If we 
chose specific units in the hospital with patients who 
are at high-risk, [a vaccine mandate] makes sense 
and it’s ethical. You do everything reasonable to 
protect those patients,” he says.

The mandatory programs put employee health 
professionals in a difficult position of becoming 
“enforcers,” rather than protectors of employees, 
he says. “These kinds of policies could change the 
nature of occupational health,” he says. “This trend 
of placing patient safety over employee rights and 
safety portends a negative perception of occupa-
tional health amongst our employees.”

Policies that require employees to wear a mask 
during patient care activities if they’re not vacci-
nated also are problematic, he says. After all, even 
vaccinated employees are not 100% protected from 
influenza, and they still can transmit other respira-
tory viruses.

“If I end up in a system that requires mandatory 
vaccination or wearing a mask, I will get vaccinated 
and wear the mask as a civil protest,” he says. 
“Those are not mutually exclusive alternatives. If the 
protection of patients is that important, we should 
all be wearing masks. The vaccine is not a sufficient 
alternative to being masked.”

A bright spot for the future: The development of 
an effective, one-time-only influenza vaccine would 
change the conversation and make mandatory vacci-
nation an easy decision, says Buchta. “The problem 
is the product we are mandating isn’t worthy of that 
status,” he says.
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The power of persuasion 
takes you only so far
Hospital turns to mandate for higher rate

If the goal is universal influenza vaccination, the 
answer is mandatory vaccination.
That was the conclusion at Dartmouth-Hitch-

cock Medical Center in Lebanon, NH, where 
about 75% of employees voluntarily received the 
influenza vaccine. That seemed to be a plateau, 
and efforts to further expand coverage of the vac-
cine weren’t successful, says Robert McLellan, 
MD, MPH, chief of Occupational and Environ-
mental Medicine.

The hospital used the usual strategies, providing 
lots of reminders and education about influenza 
and the vaccine, offering it on all shifts, making it 
as convenient as possible. Meanwhile, the patient 
representative on the hospital’s quality committee 
was insistent that all health care workers should 
be vaccinated, says McLellan.

“Wouldn’t you want your health care worker to 
do everything possible to reduce the risk of trans-
mitting the flu?” he asked committee members.

So the hospital took a new tack. There was a 
new goal for influenza immunization of 90%. “If 
we didn’t reach that goal there might be a need 
to have a more stringent policy,” McLellan says 
employees were told.

Meanwhile, the hospital also added an incen-
tive. Anyone who had the vaccine would receive 
a one-time $50 discount on their health insurance 
premium — essentially a tax-free $50. “We didn’t 
require proof [for the incentive],” he says. “At the 
time of benefit enrollment, we asked on the honor 
system to attest you either have or will get the flu 
shot.”

“Somewhat to our surprise, it really didn’t do 
anything,” he says. The vaccination rate stayed at 
about 75%.

The hospital’s leadership decided that persua-
sion alone wasn’t going to push the rate higher. 
This fall, for the first time, Dartmouth-Hitchcock 
is implementing a mandatory vaccination policy. 
Exemptions are provided for people with medical 
contraindications or “sincere religious beliefs,” 
although people with exemptions must wear a 
surgical mask during patient contact. The policy 
includes contract employees and students.

“It’s critical that it be understood that this is not 
an employee health policy, it is an institution pol-
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icy driven by a concern for patient safety,” McLel-
lan says. “Employee health is not responsible for 
any of the enforcement or disciplinary action asso-
ciated with this. Employee health is simply execut-
ing a policy the institution has enacted.”

McLellan is past president of the American Col-
lege of Occupational and Environmental Medicine, 
which has a position statement supporting influ-
enza immunization but not mandatory policies, 
which is says are unnecessarily punitive. 

Dartmouth-Hitchcock simply decided that it 
couldn’t reach its influenza immunization goals 
without a mandatory policy, he says. And while 
there’s been some pushback from employees, oth-
ers have praised the decision, he says.

“I think there’s little doubt that the flu vaccine 
is safe and effective,” says McLellan. “It’s not 
100% effective, but little that we do in medicine is 
100%.”  n

Flu outbreak points to
risk from ill co-workers
Working while sick led to H1N1 outbreak

In the first weeks of the H1N1 pandemic, a 
physician became ill at a Chicago hospital and 

tested positive for the virus. Then other health 
care workers became ill and tested positive — an 
outbreak that began at a time when the virus was 
not widespread in the community.

An investigation, reported in Infection Control 
and Hospital Epidemiology, revealed an inter-
esting pattern: The transmission was occurring 
among co-workers, not from or to patients. Even 
if health care workers took precautions to pro-
tect patients, they were getting each other sick.1

Prevention of influenza transmission “is not 
about patient to provider, it’s about transmission 
from person to person. You really need to take a 
comprehensive approach to preventing the trans-
mission of influenza,” says David Kuhar, MD, 
medical officer with the Division of Healthcare 
Quality Promotion at the Centers for Disease 
Control and Prevention, who was not an author 
of the paper.

The transmission may have stemmed in part 
from a misguided sense of devotion to their jobs. 
More than half (55%) of the infected health care 
workers reported coming to work one or more 
days after developing flu-like symptoms.

“This paper serves as a reminder as to what 

we should be doing for infection control for 
influenza,” says Kuhar. “There need to be insti-
tutional strategies to prevent transmission of 
influenza.

Showing up to work sick is not good for your 
coworkers and your patients.”

The study’s authors note that health care 
workers had “multiple exposure opportuni-
ties” to their ill co-workers. “For example, some 
[health care worker] cases reported traveling 
to a clinic together by car prior to illness onset. 
In addition, resident physicians attended daily 
morning reports and noon conferences,” the 
authors said.

In fact, two health care workers who devel-
oped H1N1 reported always wearing an N95 res-
pirator or surgical mask when entering a patient 
room with a patient with respiratory illness.

The hospital ultimately controlled the out-
break with some strict infection control mea-
sures. Access to the hospital was restricted to a 
single entrance near the Emergency Department. 
Health care workers were required to wear sur-
gical masks in most clinical areas. The hospital 
also cancelled all non-essential meetings and 
asked employees to report to Employee Health 
for screening for influenza-like illness.

By mid-May, 83% of the hospital’s 1,721 
employees had been screened for symptoms. 
About 95% of those received prescriptions for 
oseltamivir for prophylaxis. The outbreak then 
subsided.

At this early stage of the H1N1 pandemic, no 
vaccine was available. But the CDC recommends 
vaccination as the primary method of preventing 
transmission of influenza. However, CDC also 
emphasizes other measures, such as ensuring that 
health care workers do not report to work while 
sick. (See related story, p.116.)

“All health care personnel should be getting 
their vaccine, but there is more to do,” says 
Kuhar. “Identifying patients who are ill, prac-
ticing appropriate hand hygiene, taking sick 
leave when appropriate. All of these things are 
important in reducing the transmission of influ-
enza. Ultimately, you need a comprehensive 
approach.”
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CDC: Managing  
flu infected HCWs

In its Prevention Strategies for Seasonal Influ-
enza in Healthcare Settings, the Centers for 

Disease Control and Prevention recommends the 
following measures to avoid transmission from 
ill health care workers:

Health care personnel who develop fever and 
respiratory symptoms should be: 

• Instructed not to report to work, or if at 
work, to stop patient-care activities, don a face-
mask, and promptly notify their supervisor and 
infection control personnel/occupational health 
before leaving work. 

• Reminded that adherence to respiratory 
hygiene and cough etiquette after returning to 
work is always important. If symptoms such as 
cough and sneezing are still present, HCP should 
wear a facemask during patient-care activities. 
The importance of performing frequent hand 
hygiene (especially before and after each patient 
contact and contact with respiratory secretions) 
should be reinforced. 

• Excluded from work until at least 24 hours 
after they no longer have a fever (without the use 
of fever-reducing medicines such as acetamino-
phen). Those with ongoing respiratory symptoms 
should be considered for evaluation by occupa-
tional health to determine appropriateness of 
contact with patients. 

• Considered for temporary reassignment or 
exclusion from work for 7 days from symptom 
onset or until the resolution of symptoms, which-
ever is longer, if returning to care for patients in 
a protective environment, such as hematopoietic 
stem cell transplant patients (HSCT). 

Patients in these environments are severely 
immunocompromised, and infection with influ-
enza virus can lead to severe disease. Further-
more, once infected, these patients can have 
prolonged viral shedding despite antiviral treat-
ment and expose other patients to influenza virus 
infection. Prolonged shedding also increases the 
chance of developing and spreading antiviral-
resistant influenza strains; clusters of influenza 
antiviral resistance cases have been found among 
severely immunocompromised persons exposed 
to a common source or healthcare setting. 

• HCP with influenza or many other infections 
may not have fever or may have fever alone as 
an initial symptom or sign. Thus, it can be very 

difficult to distinguish influenza from many other 
causes, especially early in a person’s illness. HCP 
with fever alone should follow workplace policy 
for HCP with fever until a more specific cause of 
fever is identified or until fever resolves. 

Health care personnel who develop acute 
respiratory symptoms without fever may still 
have influenza infection and should be:

• Considered for evaluation by occupational 
health to determine appropriateness of contact 
with patients. HCP suspected of having influenza 
may benefit from influenza antiviral treatment. 

• Reminded that adherence to respiratory 
hygiene and cough etiquette after returning to 
work is always important. If symptoms such as 
cough and sneezing are still present, HCP should 
wear a facemask during patient care activities. 
The importance of performing frequent hand 
hygiene (especially before and after each patient 
contact) should be reinforced. 

• Allowed to continue or return to work unless 
assigned to care for patients requiring a pro-
tective environment such as HSCT; these HCP 
should be considered for temporary reassignment 
or considered for exclusion from work for 7 days 
from symptom onset or until the resolution of all 
non-cough symptoms, whichever is longer. 

Facilities and organizations providing health-
care services should:

• Develop sick leave policies for HCP that are 
non-punitive, flexible and consistent with public 
health guidance to allow and encourage HCP 
with suspected or confirmed influenza to stay 
home. 

• Policies and procedures should enhance 
exclusion of HCPs who develop a fever and 
respiratory symptoms from work for at least 24 
hours after they no longer have a fever, without 
the use of fever-reducing medicines. 

• Ensure that all HCP, including staff who are 
not directly employed by the healthcare facility 
but provide essential daily services, are aware of 
the sick leave policies. 

Employee health services should 
• Establish procedures for tracking absences, 

reviewing job tasks and ensuring that personnel 
known to be at higher risk for exposure to those 
with suspected or confirmed influenza are given 
priority for vaccination

• Ensure that employees have prompt access, 
including via telephone, to medical consultation 
and, if necessary, early treatment; and promptly 
identifying individuals with possible influenza. 
HCP should self-assess for symptoms of febrile 
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respiratory illness.
• In most cases, decisions about work restric-

tions and assignments for personnel with respira-
tory illness should be guided by clinical signs and 
symptoms rather than by laboratory testing for 
influenza because laboratory testing may result 
in delays in diagnosis, false negative test results, 
or both. 

[Editor’s note: The CDC’s Prevention Strate-
gies for Seasonal Influenza in Healthcare Settings 
are available at http://1.usa.gov/cDIJYb ]  n

Sharps come into
focus outside hospitals
BBP under scrutiny in outpatient care

The push for sharps safety has moved out of 
the hospital into outpatient facilities. Safety 

experts are urging physician offices, urgent care 
clinics, ambulatory surgery centers and others 
to boost their compliance with the Bloodborne 
Pathogens Standard. And in some states, the U.S. 
Occupational Safety and Health Administration is 
backing that up with random inspections.

“There is really a disconnect between the level 
of safety that’s provided in hospital settings versus 
non-hospital settings,” says Janine Jagger, PhD, 
director of the International Healthcare Worker 
Safety Center at the University of Virginia in 
Charlottesville, who spoke at a recent webinar 
sponsored by the center and Becton Dickinson and 
Company in Franklin Lakes, NJ.

“These settings are very difficult to reach in 
terms of enforcement, documentation and surveil-
lance. It’s a situation we refer to as ‘no data, no 
problem,’” she says. While non-hospital facilities 
may say, ‘We don’t have a problem here,’ they 
may not know much about the injuries occurring, 
she says. “It’s difficult to define and document 
what’s going on in these settings.”

Yet market data reveals higher use of safety 
devices in hospitals compared with alternate set-
tings, says Jagger. The gap in safety is especially 
apparent in syringe use, which overall has a lower 
adoption rate of safety-engineered devices, she 
says. Alternate settings include private doctors’ 
offices, primary care physicians, urgent care clin-
ics, long-term care, dental clinics, dialysis, ambula-
tory surgery centers, and freestanding laboratories.

“The devices are what determine risk level,” 

says Jagger. “We really need to have the same level 
of compliance and the same level of safety [at non-
hospital facilities].”

Random inspections in some states

Typically, it’s uncommon for an inspector from 
the U.S. Occupational Safety and Health Admin-
istration to visit a doctor’s office or urgent care 
clinic. But with a regional emphasis program that 
began in Florida, Georgia, Alabama and Missis-
sippi in June, even small employers will be part 
of the random inspection program. It also will 
include outpatient facilities that are owned by hos-
pitals or health care systems.

Although employers with fewer than 10 employ-
ees do not need to maintain an OSHA 300 log, 
they are still subject to the Bloodborne Pathogens 
Standard, notes Benjamin Ross, assistant regional 
administrator for enforcement programs in OSHA 
Region 4 in Atlanta.

That means they must involve frontline workers 
in evaluating safer sharps devices, update exposure 
control plans annually, and maintain a needlestick 
log, he says. Employers can get compliance assis-
tance from OSHA, he says.

It is too early to know how outpatient facilities 
will fare in the inspections. “Hopefully because 
of this and the outreach we will be doing in this 
region, we believe people will become more mind-
ful of their duties and responsibilities and become 
more compliant,” he says.

OSHA’s enforcement efforts complement the 
recent attention on safe injection practices. The 
Centers for Disease Control and Prevention and 
the Safe Injection Practices Coalition launched the 
One & Only Campaign to emphasize the impor-
tance of using needles only one time. Outbreaks of 
hepatitis B or C in ambulatory care centers have 
been linked to the reuse of needles with multiple 
patients or the insertion of a contaminated needle 
into a multi-dose vial.

Patients aren’t the only ones at risk from unsafe 
injection practices, says Ross. “We in OSHA 
believe that a focus on employee and patient safety 
should go hand-in-hand. It is paramount that the 
workers be protected also,” he says.

Train employees every year

When outpatient facilities fail to comply with 
the Bloodborne Pathogens Standard, often it’s 
because they misinterpret the standard or they 
aren’t knowledgeable about it, says Pamela Demb-
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ski Hart, CHSP BS MT (ASCP), principal with 
Healthcare Accreditation Resources, a consulting 
firm based in Holliston, MA.

“The first barrier to compliance has to do with 
a misconception about the annual training require-
ment,” Hart said in the webinar. “Annual training 
really does mean annual. Every year. 

Credentials do not absolve anyone from attend-
ing the training. This applies to all the nurses, doc-
tors, medical technologists, [and others who are at 
risk of blood or body fluid exposure].”

The training may include a video, but there still 
needs to be a “live” instructor who can answer 
questions, she says.

Employers also often fail to comply with 
requirements related to evaluations of sharps 
devices, Hart says. If a vendor comes by and 
shows some samples, that is not a formal evalua-
tion, she says. Instead, you need to look at lists of 
safety devices available for a specific use, deter-
mine what features you need, and use a standard-
ized evaluation form to document your review.

“The evaluation of available devices must be 
conducted with frontline workers,” she says. “It 
doesn’t mean the nurse manager can be the only 
one involved.”

The greatest barrier to compliance with the 
Bloodborne Pathogens Standard, especially for 
small employers, is cost, says Hart. Yet cost is not 
a justification for failing to use safety devices, she 
says. And it’s a misconception that safety is cost-
prohibitive, she says.

Post-exposure follow-up and lost workdays 
due to post-exposure prophylaxis can be costly, 
she says. And that pales in comparison to the cost 
of treating a seroconversion. “Prevention is cost-
effective,” she says.  n

Go local: Hospital farm 
serves up healthy eating
Pledge calls for local, healthy food

Even in the dead of winter, St. Joseph Mercy 
Hospital in Ann Arbor, MI, serves up freshly 

picked vegetables and sells produce in a hospital-
based farmer’s market. It is locally grown — in a 
“hoop house” on the hospital’s own farm.

This is an unusual example of bringing fresh 
fruits and vegetables to the employees, patients, vis-
itors and community of a hospital. But it emerged 

out of a movement to make hospitals a place not 
just for healing, but for health.

Out of 140 hospitals in Michigan, at least 75 
have signed a Healthy Food Hospitals pledge to 
provide a “multi-faceted healthy eating experi-
ence,” which includes nutritional and locally 
grown food, healthy food and beverages for chil-
dren, and labeling of nutritional content in the 
cafeteria.

“Michigan needs a healthy food environment. 
Why not ask hospitals to be a model?” says Paige 
Hathaway, MPA, member relations representative 
with the Michigan Health and Hospital Associa-
tion in Lansing. “Our current food system favors 
highly refined, calorie-dense foods, rather than 
fresh foods and vegetables with high fiber. The 
hospital is leading by example.”

Michigan hospitals have already taken the lead 
in other health issues. Almost all (93%) of the 
hospitals have smoke-free campuses and 89% 
eliminated trans fats in the patient menus, vending 
machines and cafeterias.

In fact, more than 350 hospitals nationwide 
have signed onto the Healthy Food in Health Care 
Pledge of Health Care Without Harm, a coali-
tion that supports environmentally sound health 
care practices. (The pledge can be found at www.
noharm.org/us_canada/issues/food/pledge.php) The 
pledge includes an emphasis on “sustainability,” 
such as food grown without synthetic pesticides or 
hormones and food grown by local farmers.

In many places, it’s much easier to find fast food 
or convenience store items than fresh produce, 
says Hillary Bisnett, Healthy Food in Health Care 
coordinator with the Ecology Center in Ann Arbor, 
a non-profit that is working with the Michigan 
Health and Hospital Association.

“Fifty-two communities across Michigan still 
don’t have adequate access to healthy food. We 
want to change that,” she says.

Employees raised the hoop house

When it comes to sustainability, you can’t get 
any more local than the food at St. Joseph Mercy 
Hospital. The hospital sits on 364 acres that once 
was farmland. So in 2010, the hospital hired a 
farmer, reclaimed 15 acres as farmland and built 
a “hoop house,” a greenhouse with a plastic roof 
over flexible piping.

Employees literally took a stake in the new proj-
ect as they helped clear the land and construct the 
hoop house. “We had a management team-building 
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COMING IN FUTURE MONTHS

Nurses participate in this CNE/ CME program and 
earn credit for this activity by following these 

instructions.
1. Read and study the activity, using the provided ref-
erences for further research.
2. Log on to www.cmecity.com to take a post-test; 
tests can be taken after each issue or collectively at 
the end of the semester. First-time users will have to 
register on the site using the 8-digit subscriber number 
printed on their mailing label, invoice or renewal notice. 
3. Pass the online tests with a score of 100%; you will 
be allowed to answer the questions as many times as 
needed to achieve a score of 100%. 
4. After successfully completing the last test of the 
semester, your browser will be automatically directed 
to the activity evaluation form, which you will submit 
online. 
5. Once the completed evaluation is received, a credit 
letter will be e-mailed to you instantly.  n

 Default non-select pediatric patient menus 
for children 2-18 to meet the American Heart 
Association guidelines. To be completed by Jan. 
1, 2013

 Transition to healthy beverages. The 
default choice on pediatric patient menus/trays 
should be milk. When juice is served, only 100% 
juice should be served. When serving milk, serve 
recombinant bovine growth hormone (rBGH) 
free milk and non fat (skim) milk or low-fat when 
deemed medically appropriate; use Bisphenol A 
(BPA) free containers and/or reusable cups. The 
healthy beverage transition should also be applied 
to adults when applicable. To be completed by 
Jan. 1, 2013

 Label nutritional content in cafeteria 

offerings. To be completed by Jan. 1, 2013
 Healthy eating starts with a healthy 

food system. In an effort to provide an ongoing 
evolving resource to hospitals to continue mod-
eling healthy food environments, the following 
commitment is recommended. Sign the resolution 
of support for the Michigan Good Food Charter 
challenging institutions, and thus hospitals, to 
commit to purchase at least 20 percent Michigan 
grown and produced or processed foods. It is also 
recommended that your hospital sign onto the 
Health Care Without Harm Healthy Food Pledge 
if it has not done so already. To be completed by 
Jan. 1, 2020

Source: MHA Healthy Food Hospitals, www.
healthyfoodhospitals.org.  n

exercise and invited all managers to come out and 
throw rocks [from the field],” says Lisa McDowell, 
MS, RD, CNSD, manager of clinical nutrition.

Employees helped construct the hoop houses – a 
second one was built in September 2010. They also 
can volunteer to help plant, weed, and harvest.

The first plantings were modest — spinach, kale, 
cherry tomatoes. But now the pickings include 
garlic, tomatoes, peppers, eggplant, carrots, herbs, 
kale, spinach, different kinds of lettuce, collard 
greens, swiss chard, winter squash and pumpkins.

The hospital’s first farmer’s market last summer 
sold out in 20 minutes. Food from the farm is used 
in hospital menu items, and employees can buy 
from the weekly market or pick up produce in a 
small Grab N Go store.

The hospital also hired a new chef for One 
North Market, a new restaurant for employees 
and visitors that will emphasize fresh produce. The 
tomatoes in the sandwiches, Tuscan kale in the 
soup and the spinach in the salads will come from 
the farm.

The offerings fit in well with the hospital’s well-
ness program, which promotes eating more fruits 
and vegetables as well as lowering the body-mass 
index and increasing physical activity.

McDowell hopes the farm will expand with 
more hoop houses and even fruit orchards, educa-
tion programs and community partnerships. “We 
were dreaming big when we pitched the idea [of 
the farm],” she says. “With the successes we’ve 
realized in a little over a year, it’s been a whirl-
wind.”  n

Michigan Hospitals’ Four-star Program

n Are you using the 
safest sharps devices?

n Rounding to assess EH 
outcomes

n Do HCWs need a 
primer on donning PPE?

n Language barriers and 
employee health

n Nursing homes face 
scrutiny over injury rates
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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	regula-
tory 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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1. According to the Centers for Disease Control 
and Prevention, people with egg allergy may 
be able to have the flu vaccine if: 
A. they haven’t had an allergic reaction in the 
past three years.
B. they aren’t allergic to cooked eggs.
C. they have only ever had hives as their al-
lergic reaction.
D. No one with egg allergy can receive the flu 
vaccine.
 

2. A survey by the Centers for Disease Control and 
Prevention found that less than half of unvac-
cinated health care workers believe:
A. their vaccination could help protect people 
around them.
B. the vaccine reduces the risk of influenza.
C. vaccination is safe.
D. they are susceptible to influenza.
 

3. In a study of an outbreak of pandemic H1N1 in 
2009 at a Chicago hospital, the hospital-based 
transmission was mostly:
A. from patients to health care workers.
B. from health care workers to patients.
C. from health care workers to their coworkers.
D. from visitors to patients.
 

4. Michigan hospitals have signed onto a Healthy 
Food Hospitals pledge, which includes a 
promise to:
A. only serve low-calorie items in the cafeteria.
B. purchase locally grown food.
C. stop serving fried foods.
D. talk to patients about a healthy diet.


