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CMS targets employee health
in new inspection program 
‘CMS [carries] a big stick. Their voice is going to be heard.’

The status of employee health is rising, but so are the expectations. 
As part of a heightened focus on reducing hospital infections, the 
Centers for Medicare and Medicaid Services (CMS) is developing a 

national survey program that will include interviews with employee health 
professionals.

When CMS surveyors arrive to ask about hospital infections, they may 
interview employee health professionals about needlesticks, tuberculosis 
screening, hepatitis B vaccination, respirator fit-testing and annual flu 
shots, according to the draft document “Acute Care Hospital Infection 
Control Tool for Surveyors.” (See questions, p. 14) CMS survey require-
ments also influence the surveys of accrediting bodies, such as The Joint 
Commission.

“This is a new era where infection prevention has really risen up the 
priority list,” says Daniel Schwartz, MD, MBA, chief medical officer of 
CMS’s Survey and Certification Group in Baltimore, MD.

In the past, infection control and employee health may not have 
received much attention or support from top hospital leadership, he says. 
But the new tool “does give the hospital leadership priority focus and lets 
them know what they need to do,” Schwartz says. “We hope they’re going 
to support [infection control and employee health] as they try to make the 
hospital a safe place for the patients.”

The Obama administration has targeted hospital infections as a way 
to reduce health care costs while improving patient care. The Partnership 
for Patients, a public-private initiative that is fueled by up to $1 billion 
in funding from the Affordable Care Act, set a goal of reducing hospital-
acquired conditions by 40% from 2010 to 2013.

“The goal is to reduce and eliminate healthcare acquired infections. 
Occupational health nurses play a role in that,” says Karen Hoffman, RN, 
MS, CIC, infection preventionist with the CMS Survey and Certification 
Group.
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‘Multi-faceted effort to improve care’

CMS created the infection control tool with 
assistance from the Centers for Disease Control 
and Prevention. It uses a “patient tracer” method 
similar to The Joint Commission surveys and 
emphasizes interviews and observing care rather 
that review of hospital policies and documents.

“Surveyors are looking at what’s going on at 
the bedside and trying to get a sense for how the 
hospital is dealing with these issues of infection 
control and prevention of transmission of infec-
tions,” says Schwartz.

Know the answers
to these questions

A new Centers for Medicare and Medicaid 
Services (CMS) hospital inspection ini-

tiative includes the following questions for 
employee health professionals regarding pre-
vention of transmission of infections to health 
care workers. The tool includes these interview 
questions:

Objective: Evaluate the infection prevention/
control program activities regarding prevention 
and control of infections and communicable 
disease related to health care personnel (HCP). 

1. Tell me how HCP are trained in infection 
control systems, processes, practices, strate-
gies? 

(How often? Competency assessments? 
Documentation? )

2. Tell me about the hospital system for 
identifying and addressing employee exposure 
events including blood�borne pathogen expo-
sure events, needle�sticks, and other sharps 
incidents. 

3. Tell me about the hospital system for 
addressing employee post exposure evaluation 
and follow up. 

4. Tell me about the hospital system for 
tracking and trending HCP infection exposure 
events. 

5. Tell me about the system in place for pro-
viding Hepatitis B vaccine to HCP? What HCP 
are excluded? Are non-paid HCP screened? 

6. Tell me about the system in place for 
screening and addressing TB. 

7. Tell me about the system in place for res-
pirator fit testing and storage/availability of 
respirator equipment. 

8 Are HCP offered annual influenza vaccine 
and does the hospital track success rates for 
HCP who get the vaccine? 

9 Tell me about infection prevention/control 
training process for non�paid staff, environ-
mental staff, and clinical staff, i.e. how often, 
how much is covered, and are competencies 
assessed and documented in personnel files or 
elsewhere? 

[Editor’s note: The draft CMS survey tool is 
available at http://go.cms.gov/AcGUWu]  n
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The infection control tool doesn’t add any new 
CMS requirements. In fact, some surveyors may 
already have been asking some of the questions. 
“This tool just adds some consistency and gives 
some structure to this particular part of the sur-
vey,” he says.

The draft tool has been used by 10 states, 
Puerto Rico and Washington, DC, and was being 
revised for a new version to be released in Janu-
ary. A final version is due in October 2012. CMS 
is encouraging hospitals to use the draft tool for 
self-assessment. 

“The survey and certification process and tool 
are part of a much larger, multi-faceted effort to 
improve quality of care and safety in hospitals,” 
says Schwartz.

This broad view of quality encompasses trans-
mission of infections that threaten the health of 
employees as well as patients. For example, the 
draft worksheet that is used by surveyors includes 
questions about the use of personal protective 
equipment. The surveyor would observe and 
indicate if employees were using the “appropriate 
mouth, nose, eye protection” for aerosol-generat-
ing procedures “and/or procedures/activities that 
are likely to generate splashes or sprays of blood 
or body fluids.”

 “For the protection of health care personnel, 
we want the hospitals to be monitoring needle-
sticks. We want to suggest to the hospitals that if 
somebody is at risk of picking up hepatitis B, that 
they are at least offered the vaccinations and fol-
low up testing,” Schwartz says.

CMS voice will be heard

To Bruce Cunha, RN, MS, COHN-S, manager 
of employee health and safety at the Marsh-
field (WI) Clinic, the CMS tool is an important 
acknowledgement of the importance of safety in 
hospitals – not patient safety versus employee 
safety, but overall safety. 

“If you have a good safety program in place, 
that’s going to incorporate all your processes,” 
says Cunha, who also surveys facilities for the 
Accreditation Association for Ambulatory Health 
Care (AAAHC) in Skokie, IL.

The CMS tool is likely to have an impact on 
the accrediting bodies, which certify hospitals for 
CMS. “If CMS is asking those questions, so will 
AAHC and The Joint Commission,” he says.

In the past, the level of concern about employee 
health has varied based on the surveyor, says 
MaryAnn Gruden, MSN, CRNP, NP-C, COHN-

S/CM, manager of Employee Health Services 
at Allegheny General Hospital and the Western 
Pennsylvania Hospital in Pittsburgh and asso-
ciation community liaison for the Association 
of Occupational Health Nurses in Healthcare 
(AOHP).

“There does seem to be a [new] willingness to 
acknowledge that employee and patient safety are 
tied together,” she says.

With the new survey tool, hospitals can’t help 
but take more notice of employee health issues, 
says Cunha. “CMS has got a big stick. There’s no 
doubt about it,” he says. “Their voice is going to 
be heard.”  n

HCW flu vaccine rate
hits record high
Most want to protect themselves 

 

More hospital employees than ever are receiv-
ing the influenza vaccine. A national survey 

shows that by mid-November, about 78% of them 
had been vaccinated — a rate that is almost double 
the rate of about five years ago.

Yet pressure continues to build for hospitals 
to boost their rates higher. A subgroup of the 
National Vaccine Advisory Committee issued draft 
recommendations in December that call for health 
care employers to “strongly consider a policy of 
employer requirement for influenza immuniza-
tion” if they have not achieved a 90% vaccination 
rate. NVAC, which advises the secretary of Health 
and Human Services, is scheduled to meet Feb. 7. 
(The draft report and recommendations are avail-
able at http://1.usa.gov/wL60wk) 

Influenza vaccination rates will be publicly 
reported as a quality measure by the Center for 
Medicare and Medicaid Services, starting in 
2013. And the Joint Commission accrediting 
agency revised its influenza vaccination standard 
to require hospitals to improve vaccination rates 
annually “with a goal of achieving the 90% rate 
established in the national influenza initiatives for 
2020.” (See HEH, June 2011, p.67.)

“We’re always pleased to see vaccination rates 
going up among all health care personnel,” says 
Megan Lindley, MPH, an epidemiologist with 
National Center for Immunization and Respira-
tory Diseases at the Centers for Disease Control 
and Prevention, which sponsored the survey. 
“We’d like the rates to continue to rise toward the 
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Beginning in July 2012, The Joint Com-
mission will require hospitals to improve 

influenza rates annually and to work toward a 
national goal of 90% flu vaccination of health 
care workers. 

However, the accrediting agency did not 
establish a mandate as a condition of accredi-
tation. The Joint Commission said, “The 
changes to the standard were made in response 
to increasing attention in the United States on 
improving patient safety by having health care 
personnel vaccinated against influenza. Both 
government and professional organizations have 
emphasized the need to increase patient safety 
by decreasing patients’ exposure to the influenza 
virus while receiving health care.”

A similar standard also will apply to ambu-
latory care, behavioral health care, long-term 
care, home care and laboratory services. This is 
the revised standard: 

Standard IC.02.04.01
Influenza Vaccination for Licensed Indepen-

dent Practitioners and Staff
The hospital offers vaccination against influ-

enza to licensed independent practitioners and 
staff.

Note: This standard is applicable to staff and 
licensed independent practitioners only when 
care, treatment, or services are provided on-site.

When care, treatment, or services are pro-
vided off-site, such as with telemedicine or 
telephone consultation, this standard is not 
applicable to off-site staff and licensed indepen-
dent practitioners

Elements of Performance
1. The hospital establishes an annual influ-

enza vaccination program that is offered to 
licensed independent practitioners and staff. 

2. The hospital educates licensed independent 
practitioners and staff about, at a minimum, 
the influenza vaccine; nonvaccine control and 
prevention measures; and the diagnosis, trans-
mission, and impact of influenza. (See also 
HR.01.04.01, EP 4)

3. The hospital provides influenza vaccination 
at sites and times accessible to licensed indepen-

dent practitioners and staff.
4. The hospital includes in its infection con-

trol plan the goal of improving influenza vac-
cination rates. (For more information, refer to 
Standard IC.01.04.01).

5. The hospital sets incremental influenza 
vaccination goals, consistent with achieving the 
90% rate established in the national influenza 
initiatives for 2020.

Note: The U.S. Department of Health and 
Human Services’ Action Plan to Prevent Health-
care-Associated Infections is located at: http://
www.hhs.gov/ash/initiatives/hai/tier2_flu.html.

6. The hospital has a written description of 
the methodology used to determine influenza 
vaccination rates. (See IC.02.04.01, EP 1)

Note: The National Quality Forum (NQF) 
Measure Submission and Evaluation Worksheet 
5.0 provides recommendations for the numera-
tor and denominator on the performance mea-
sure for NQF #0431 

The Joint Commission recommends that orga-
nizations use the Centers for Disease Control 
and Prevention (CDC) and the NQF proposed 
performance measure to calculate influenza vac-
cination rates for staff and licensed independent 
practitioners. The CDC/NQF measure, however, 
does not include all contracted staff. Therefore, 
The Joint Commission recommends that organi-
zations also track influenza vaccination rates for 
all individuals providing care, treatment, and 
services through a contract, since contracted 
individuals also transmit influenza.

7. The hospital evaluates the reasons given by 
staff and licensed independent practitioners for 
declining the influenza vaccination. This evalua-
tion occurs at least annually.

8. The hospital improves its vaccination rates 
according to its established goals at least annu-
ally. (For more information, refer to Standards 
PI.02.01.01 and PI.03.01.01)

9. The hospital provides influenza vaccina-
tion rate data to key stakeholders which may 
include leaders, licensed independent practitio-
ners, nursing staff, and other staff at least annu-
ally.  n

Joint Commission pushes 90% flu goal
Standard calls for yearly improvement



February 2012 / Hospital EmployEE HEaltH ® 17

Chemotherapy drugs pose 
hazard — but not for MS
CDC:  Emphasize training, protection

When three of the 13 nurses on an inpatient 
oncology unit in Wisconsin were diag-

nosed with multiple sclerosis, the employees were 
alarmed: Was something in the workplace trigger-
ing MS? An investigation found no relationship 
between the workplace and MS, but it did result 
in recommendations about handling hazardous 
drugs.

With more than 150 hazardous drugs in use 
in hospitals and other health care settings, ensur-
ing that employees are using the proper handling, 
disposal and protection is a difficult but important 
task, says Thomas Connor, PhD, a research biolo-
gist with the National Institute for Occupational 
Safety and Health (NIOSH) in Cincinnati and an 
expert on hazardous drugs.

“The MS is just a red herring that brought 
attention to this unit,” says Elena Page, MD, 
MPH, supervisory medical officer in the Hazard 
Evaluations and Technical Assistance branch of 
NIOSH. “In reality they were doing a pretty good 
job [of handling hazardous drugs]. They were very 
conscientious and very concerned about doing a 
good job.”

Chemotherapy agents are usually not associated 

Healthy People 2020 goal [of 90%] and to be 
higher in other health care settings.”

The highest vaccination rates were among 
physicians and dentists (77.6%), nurse practitio-
ners and physician assistants (76.8%) and nurses 
(58.7%). Long-term care facilities had the lowest 
flu vaccination rates, at 45.1%. The online survey 
of about 2,500 health care workers took place 
in early to mid-November, so the numbers could 
climb slightly by the end of the influenza season, 
Lindley says.

“I do think this is an encouraging report 
card,” says William Schaffner, MD, chair of the 
Department of Preventive Medicine at Vanderbilt 
University in Nashville, TN, and president of the 
National Foundation for Infectious Diseases.

“We are doing better in having health care 
workers accept the vaccine,” he says. “We’re 
doing better in having the [health] systems offer-
ing and providing the vaccine in a way that’s per-
suasive and [easily accessible]. That said, it’s clear 
that we still have a substantial challenge ahead of 
us.”

One in six HCWs face mandate

The push for a 90% flu vaccination rate has 
led a growing number of hospitals to implement 
mandatory policies. About one in six (17.3%) 
of all health care workers said their employers 
required them to receive the vaccine — but the 
proportion may be significantly higher in hospi-
tals.

Meanwhile, the H1N1 pandemic may have 
convinced health care workers that influenza can 
be a serious — and even deadly — illness. When 
asked why they received the flu vaccine, 81.5% 
of the health care workers responding to the sur-
vey said they wanted to protect themselves. Only 
42.6% said they received the vaccine to protect 
their patients.

CDC recommends universal vaccination — 
that everyone six months and older to get the flu 
vaccine. Flu shots are now widely available in 
grocery stores and pharmacies and the flu shot 
reminders are ubiquitous. “The message is getting 
out there about the importance of everybody get-
ting the influenza vaccine to protect themselves,” 
says Lindley.

Yet health care workers are also aware of the 
shortcomings of the flu vaccine. Of those who 
said they “will definitely not” get the flu vaccine, 
about a third (31.6%) said they “don’t think flu 
shots work.” CDC has recently acknowledged 

that, on average, the flu vaccine has an efficacy 
rate of about 59%. (See related article in HEH, 
January 2011, p. 5.)

Employee health professionals should be 
candid when health care workers ask about the 
vaccine’s effectiveness, advises Schaffner. But 
they also should emphasize that the vaccine can 
prevent many cases of influenza and that it’s the 
best way to protect yourself from flu, he says. “It 
prevents illness. It prevents complications such as 
pneumonia and hospitalization, and deaths,” he 
says.

To boost vaccination rates, employee health 
professionals should check the vaccination status 
of employees they see for other reasons, and they 
should continue to offer the vaccine throughout 
the flu season, Schaffner says. “If you are indus-
trious, I would wager you could improve your 
institutional immunization rate by at least 10% 
by that mechanism alone,” he says.  n
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with MS, says Page. In fact, “severe refractory 
MS is often treated with high dose cyclophospha-
mide,” she says. Exposure carries reproductive 
risks and can lead to cancer, though with a latency 
of 10 to 40 years, she says.

In the health hazard evaluation, Page and col-
leagues observed work practices, reviewed poli-
cies, took surface wipe samples and interviewed 
employees. In that regard, the workers were con-
cerned about helicopter exhaust from a nearby 
landing area.

Investigators found some evidence of contami-
nation from the chemotherapy drugs cyclophos-
phamide and ifosfamide and the potential for 

Just how clean are your pharmacies and 
oncology units of contamination from che-

motherapy agents and other hazardous drugs? 
That has been a vexing question, but now sev-
eral companies are offering testing.

Environmental testing provides a way to 
monitor the effectiveness of safety procedures, 
says Bruce Cunha, RN, MS, COHN-S, manager 
of employee health and safety at the Marshfield 
(WI) Clinic. “We’ve been implementing per-
sonal protective equipment and protective pro-
cesses and we think we do a very good job,” he 
says. “[But] without being able to monitor the 
environment, it’s hard to say if employees are 
being exposed.”

In recent years, testing has been available 
from Exposure Control, a company based in 
the Netherlands (www.exposurecontrol.nl.) 
Hospitals and other health care facilities could 
use a wipe sample kit to test for cyclophospha-
mide, ifosfamide,  5-fluorouracil, methotrex-
ate, etoposide, mitomycine C,  and platinum 
compounds. The wipe samples must be frozen 
and shipped to the Netherlands, where they are 
analyzed.

Now a similar service is available in the 
United States. For example, R.J. Lee Group in 
Monroeville, PA, will provide consulting ser-
vices that include sampling, full evaluation of 
drug handling processes, testing results and rec-
ommendations on minimizing the potential for 

exposures (www.rjlg.com). Health care facili-
ties also could use a wipe kit to collect samples 
and use only the testing service, says industrial 
hygienist Matthew Zock, CIH.

“Commonly, we do see levels of the drugs 
we’re testing for on environmental surfaces in 
hospitals,” says Zock.

There are no minimum exposure levels for 
chemotherapy agents and other hazardous 
drugs. Zock recommends taking initial samples, 
then implementing a safe handling program. 
“You can use the environmental sampling and 
analysis as a tool to evaluate how those pro-
grams are working,” he says.

ChemoGLO, a testing lab based in Chapel 
Hill, NC, provides sampling kits for five chemo-
therapy agents (docetaxel, paclitaxel, 5-Flouro-
uracil, cyclophosphamide, and ifosfamide). The 
company suggests surface wipe sampling of the 
working area of the biological safety cabinet 
and compounding aseptic containment isola-
tor, counter tops, the floor directly under the 
working area and patient administration areas 
(www.chemoglo.com).  

While hospitals are most concerned about 
reducing their levels of contamination, they also 
can compare their results with the ChemoGLO 
database of findings from other facilities, says 
Bill Zamboni, founder and scientific adviser 
and an associate professor at the University of 
North Carolina at Chapel Hill.  n

 Surface sampling tests your safety
No exposure levels set for drugs

helicopter exhaust to enter the ventilation system. 
Some of the findings illustrate important concerns 
related to the use of hazardous drugs, including:

Crushing pills on the unit can create a hazard.
As hazardous drugs change, it’s important to keep 
on top of the training in use and cleanup, says Con-
nor. For example, chemotherapy agents are now 
available in oral form. Crushing the pills to make 
them easier for patients to ingest can produce a fine 
dust that can be inhaled, he says.

“They have a small pharmacy on the floor and 
they had a pill crusher on the counter. It wasn’t 
done under a hood,” he says. Even before the 
NIOSH investigators arrived, the hospital changed 
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that process.
Residue can spread from dirty gloves or contami-

nated packaging. Investigators found small amounts 
of the chemotherapy agents on surfaces, includ-
ing in the family area. “This suggests breaches in 
hospital controls when handling these drugs,” the 
report said. “This is important because even small 
amounts of these drugs can cause serious adverse 
effects, including cancer and adverse reproductive 
outcomes.”

Preventive measures include double-bagging con-
tainers when they leave the pharmacy. Employees 
often aren’t aware of the surface contamination, 
says Connor.

“We’ve found the drugs tracked outside the phar-
macy area, people walking out with dirty gloves, 
having it on their shoes. It does spread around to 
other areas,” he says. “We were able to track [the 
residue from] a broken drug vial for six months 
when it was dropped on a floor in a pharmacy.”

The hospital in the health hazard evaluation 
decided to review its cleaning; different drugs 
require different cleaning protocols, notes Connor. 
Removing upholstered furniture and carpeting also 
may make it easier to clean, Page says.

All personnel with potential exposure need train-
ing, not just nurses. Nurses took a three-day certifi-
cation course, one-day practicum and an assessment 
before administering chemotherapeutic agents. Their 
annual training did not include a refresher on safe 
handling. Other employees, such as housekeeping 
staff, didn’t receive training in handling these haz-
ardous drugs and there was no medical surveillance, 
the NIOSH investigators found.

Gaps in training about handling hazardous drugs 
are not uncommon, says Connor. “People in oncol-
ogy wards and oncology pharmacies have extensive 
training. People in other specialties may get minimal 
training,” he says.

The Hazard Communication Standard of the U.S. 
Occupational Safety and Health Administration 
requires employers to provide training about how to 
properly handle hazardous chemicals.

Protective equipment must be used consistently. 
Personal protective equipment is the last defense 
against exposure. In the evaluation, most nurses 
reported wearing double gloves and gowns when 
they handled the drugs. Nursing assistants were less 
likely to wear gowns and face shields when handling 
excreta from patients on cytotoxic precautions, as 
recommended. In fact, five of nine nursing assistants 
said they never wore face shields.

Training is important, but so is the expectation of 
supervisors, says Connor. “The safety culture in the 

Candid camera boosts
HCW hand hygiene rates
Real-time feedback spurs dramatic change

Cameras nab you if you run a red light. They 
keep watch over ATMs, parking lots and 

airport travelers. And now they are being used to 
make sure health care workers wash their hands.

At North Shore University Hospital in Manhas-
set, NY, cameras in the surgical and medical ICUs 
record whether employees wash their hands within 
10 seconds of entering or exiting a patient room. 
The results appear on electronic boards in the hall-
way, and if they hit a high goal — such as 90% 
— they flash kudos to the staff: Great shift!! Keep 
it up!!

The electronic monitoring and real-time feed-
back has produced dramatic results. When the 
cameras were initially installed, they revealed 
that proper hand hygiene occurred only 10% of 
the time. That was much lower than recorded by 
occasional observers, the traditional method of 
monitoring hand hygiene (although the electronic 
monitoring uses stricter criteria).

“It wasn’t a secret that the cameras were in 
place. We just didn’t advertise the results,” Bruce 
Farber, MD, chief of infectious diseases at North 
Shore, says of the baseline data. “People knew 
they were being videoed. There were signs up.”

But when the staff received immediate feedback, 
hand hygiene compliance shot up to 82%. In the 
following weeks, it rose even higher, to about 
88%.1 Now the units’ lowest rates are higher than 
their previous highest rates.

“It wasn’t until we began giving feedback and 
posting the scores that the rates dramatically 

workplace plays a big role,” he says. The investiga-
tors recommended the creation of  a hazardous drug 
safety and health committee, which would include 
at least one frontline worker and a safety and health 
professional.

Medical surveillance is difficult. NIOSH recom-
mends medical surveillance for workers handling 
hazardous drugs, including periodic questionnaires 
about reproductive and general health and lab work 
including a complete blood count and urinalysis. Yet 
there’s still no good biomarker of exposure and it’s 
not clear how to interpret laboratory results, says 
Connor. NIOSH is currently reviewing its medical 
surveillance recommendations, he says.  n
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improved,” he says. “I think people probably have 
to understand … how they’re doing, to get the 
feedback, before they really change their behav-
ior.”

Beyond YouTube

Farber reported his results in Clinical Infec-
tious Diseases and received attention not just from 
infection control colleagues, but from reporters 
from The New York Times, Reuters and else-
where. The North Shore success story may presage 
a greater use of video monitoring in health care.

“There’s been no resentment or pushback,” 
says Farber, noting that with YouTube, Skype and 
ubiquitous security cameras, “People are much 
more used to cameras being in their lives.”

In fact, health care lags behind other industries 
in using cameras for monitoring behavior. Adam 
Aronson, chief executive officer of Arrowsight 
in Mount Kisco, NY, began by monitoring food 
safety, animal welfare and productivity in the meat 

If you want to boost hand hygiene, the right 
sign can help. Health care workers are more 

likely to wash up out of concern for patient 
safety, researchers report. 

In a study slated for publication in an upcom-
ing issue of Psychological Science, organizational 
behavioralists at the University of North Carolina 
in Chapel Hill hung different signs above alcohol 
gel dispensers and measured the frequency of 
hand hygiene.

One sign said, “Hand hygiene prevents you 
from catching diseases.” Another said, “Hand 
hygiene prevents patients from catching diseases.” 
A neutral sign said simply, “Gel in, wash out.”

Changing one word — and prodding health 
care workers to protect patients — led to a 33% 
improvement in hand hygiene, says co-author 
David Hofmann, PhD, professor of organiza-
tional behavior at the university’s Kenan-Flagler 
Business School.

The sign speaks to the core imperative in medi-
cine — “First do no harm,” says Hofmann. It 
also sidesteps another common perception, he 
says. Health care workers often think they have a 
better immunity and don’t get sick, he says.

“It’s difficult for them to think about an 
instance when they didn’t wash hands and that 
led them to get sick,” he says. “There are factors 
that would lead them to be overconfident.”

Simply putting up a new sign won’t solve the 
problem of hand hygiene compliance, Hofmann 
notes.

“Encouraging and improving hand hygiene 
is a complex problem to solve, as has been well 
shown in health care,” he says. “We don’t expect, 
and our results don’t demonstrate, that if you 
change to patient-focused signs the problem will 
miraculously go away.

“We do find that changing to a patient-focused 
sign does have a significant effect on hand 
hygiene,” he says. “For an organization trying to 
address this problem, this could be one aspect of 
that systematic approach.”

So while you’re working on improving hand 
hygiene, consider putting some new signs above 
your dispensers.

“I would encourage hospitals to think about 
using this as one of a number of different levers 
they pull to try to address the hand hygiene prob-
lem,” Hofmann says.  n

 A sign of change for hand hygiene

industry.
At a ham plant in Council Bluff, IA, Arrowsight 

placed cameras in a hallway outside the bathroom. 
Workers were supposed to squirt alcohol-based gel 
on their hands after leaving the bathroom.

“What we found was that the workers basically 
ignored the protocol despite the fact that there was 
a sign,” he says. “Within two weeks of providing 
feedback, the number was 95%.”

Aronson shared the information with his father, 
vice chair of quality at Beth Israel Deaconness 
Medical Center in Boston, who urged him to tailor 
the technology for hospitals. Aronson tried, but 
the hospitals he approached weren’t interested. 
“We hired some consultants and met with 10 hos-
pitals, none of whom would even trial it for free,” 
he says.

Then Aronson had a personal experience that 
pushed him to do more. Both his mother and sister 
acquired serious infections during hospital stays. 
Aronson decided to try again. He was able to use 
the technology in an outpatient surgery center in 
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Macon, GA, and show its value.

Cost is a factor

Video monitoring requires a significant financial 
investment, and that can be daunting for hospitals 
in challenging economic times. But healthcare-
acquired infections (HAIs) are costly, too, says 
Farber — particularly since the Centers for Medi-
care and Medicaid (CMS) will no longer reimburse 
for certain HAIs.

North Shore received a $50,000 grant from the 
New York state health department to install the 
system. Monitoring costs $3,000 for an initial unit 
and $1,000 a month for each additional unit. The 
monitoring is actually conducted by an outsourc-
ing firm in India, with additional monitoring and 
quality assurance auditing by workers in Hunts-
ville, AL.

“We invest a lot in infection control,” says Far-
ber, noting that North Shore had been screening 
patients for MRSA on admission. “We’ve since 
abandoned some of the screening procedures feel-
ing we didn’t get our money’s worth.

“I think people need to pick and choose what 
they’re going to spend their money on,” he says, 
adding, “The important thing is to find out what 
works and what doesn’t work so we can spend our 
money effectively.”

Because of the cost, North Shore has not 
expanded the monitoring beyond the ICUs. 
But Farber notes that hand hygiene compliance 
improved in adjacent units, as well. “We’re hop-
ing the [safety] culture will change and people will 
carry on the behavior to other floors,” he says.

REFEREnCE
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ing employers even more? That is the argument 
that is propelling safe patient handling legislation 
in New York.

A “zero lift” law is backed by an unusual alli-
ance between unions, government, patient advo-
cates and health care employers.

“When facilities start implementing [safe 
patient handing], they become major champi-
ons. Not only do they champion it within their 
own facility, but they’re on our task force,” says 
Roger Cook, MA, co-chair of the New York 
State Zero Lift Task Force in Buffalo and former 
director of the Western New York Council on 
Occupational Safety and Health.

“This is for the fiscal health of the hospital. It’s 
also for the physical health of the worker,” says 
co-chair Janet Foley, director of occupational 
safety and health for CSEA, a labor union that 
represents state and local workers.

The New York law would create a task force 
within the New York state Department of Health, 
which would then draft standards for safe patient 
handling programs in health care facilities. The 
law would require health care facilities to pur-
chase patient handling equipment, draft polices, 
provide training and develop patient assessments 
by 2015. Safe patient handling committees would 
include frontline, non-managerial employees.

“One of the most significant [aspects] is to 
make sure the workers are participating in the 
purchase of the equipment,” says Cook. “Let the 
workers work with the equipment and see what 
they prefer. If they don’t buy into it, it’s just not 
going to get used.”

The legislation passed the New York assembly 
in 2011 and at presstime was under consideration 
in the state senate. Meanwhile, the Zero Lift Task 
Force is promoting safe patient handling, provid-
ing training, and sharing success stories.

Return on investment

Some health care employers assert that they 
can’t afford to buy patient handling equipment. 
Kaleida Health in Buffalo, which has two long-
term care centers, five hospitals and 10,000 
employees, says they can’t afford not to. 

For example, work-related musculoskeletal 
disorder injuries declined by about 70% when 
Kaleida implemented a safe patient handling 
program. In addition to new lifts and transfer 
devices, Kaleida spent roughly $2 million on new 
beds across the entire system. Employees were 
paid to attend a three-hour safe patient/resident 

Task force pushes for
‘zero lift’ law in NY
‘Spend money to save money’ 

In tough economic times, it’s hard to promote 
laws or regulations that will cost employers 

money. But what if the money spent ends up sav-
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handling training session with both lecture and 
lab.

The health system saw a return on investment 
within two years, says Paula Pless, EES, director 
of safe patient handling. 

With an $83,000 grant from the New York 
state Department of Health, Kaleida bought ceil-
ing lifts and ambulating lifts that could be used 
for the heaviest patients — 800 to 1000 pounds. 
Becoming mobile more quickly has improved the 
patients’ recovery and reduced their length of 
stay, Pless says.

Kaleida tells its story to spread awareness 
about the benefits of safe patient handling. While 
advocating for safe patient handling legislation, 
Kaleida acknowledges that some employers will 
not always act on their own and that safe patient 
handling legislation is needed.

“Some facilities and organizations will be pro-
active and understand the return on investment 
and evidence-based information that’s out there,” 
says Pless. “They’ll understand completely the tie 
between quality and safety. They’re smart and 
they run their facilities like a business.”

Others don’t realize the cost-savings will out-
weigh the upfront costs, she says. With legisla-
tion, she says, “Let them see [that] they can do 
the right thing and save money.”

In fact, even the debate on safe patient han-
dling legislation influences hospitals and other 
health care employers, says Foley.

“More and more facilities are moving towards 
this on their own,” she says. “I think they feel the 
heat of the bill coming. Someday we’ll get this 
passed. But I think people are recognizing that 
this is something that’s inevitable.”

Training center on SPH

Changing the paradigm isn’t easy. Employees 
who were trained to use body mechanics often 
still believe that they can handle patients safely 
without equipment, says Pless.

Kaleida is constantly educating employees; 
they’re required to have annual training. Pless 
and her program coordinator, Robert Guest, con-
duct walk-through audits in the various care envi-
ronments, solving safe patient handling problems, 
observing employees and providing support.

Meanwhile, the Western New York Council on 
Occupational Safety and Health teamed up with 
the University of Buffalo to create a safe patient 
handling training center. It contains a variety of 
equipment, including sit-to-stand lifts, reposition-

ing devices, ceiling lifts, and different types of 
slings.

Nurses, physical therapists and occupa-
tional therapists receive hands-on training in 
safe patient handling, and employers can send 
employees for training, says Cook. “We hope to 
make this a regional center,” he says.

A Susan Harwood grant from the U.S. Depart-
ment of Occupational Safety and Health also 
funded seven modules for training in safe patient 
handling — materials that will eventually be 
posted on the OSHA website (www.osha.gov), 
says Cook.

Employers need help creating a safe patient 
handling program even if they have safe patient 
handling equipment, he says. “Even when they 
have the equipment they don’t have good poli-
cies, procedures and training to implement the 
program,” he says. “Oftentimes it remains idle 
and people still handle patients manually.”

If the New York legislation passes, hospitals 
and other health care employers will have a set 
of guidelines to follow. The bill allows nurses to 
refuse to lift patients if the hospital hasn’t com-
plied with the safe patient handling policy. And 
it won’t be under wraps. The bill directs the state 
departments of health and labor to “publish and 
make public which health care facilities are in 
compliance with the statewide safe patient han-
dling policy.  n

Safety tips: Building 
a better culture
Patient and employee safety on par

It takes a team to create a safe workplace – not 
just a committee, but an ongoing collaboration 

between employee health, safety, risk manage-
ment, and other professionals. That is the most 
important advice for reducing workers’ compen-
sation claims, says Lori Severson, MS, HEM, 
ASP, loss control consultant with Lockton Com-
panies of Denver.

When an injury happens, often each depart-
ment reacts within their “silo” of expertise, she 
says. Employee health has clinical knowledge 
that a safety officer may lack, but the safety 
officer or risk manager may be more focused on 
identifying hazards and the root cause of an acci-
dent.
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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 
references 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 num-
ber 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

CNE 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 employees;

• describe how the clinical, administrative and regula-
tory issues particular to the care of hospital employ-
ees 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 independent rec-
ommendations of other employee health profession-
als.  

Together, they can support each other to 
build a culture of safety, says Severson.  “I like 
to build a bridge between the employee health 
office and safety office,” she says. “Together, 
they can look for ways to build solutions.”

After years of working with health care cli-
ents to reduce injuries, Severson has developed 
some advice. (“Ten Steps to Enhance Health-
care Employees’ Safety” is available athttp://
bit.ly/wY6NE1) An overriding priority: Make 
employee safety as important to your organiza-
tion as patient safety, she says.

“We can’t have patient safety without 
employee safety. It’s really a united front,” she 
says. “We won’t have a healthy workforce if we 
aren’t taking care of [employees] emotionally 
and physically. Their wellness is critical to the 
care on the frontline.”

How do you get there? Severson emphasizes 
data-driven safety initiatives and improved 
communication. For example, employee health 
professionals and safety officers can recruit peer 
leaders to promote safety, she says.

Those informal leaders need training in hazard 
identification, and they should have a way to 
address safety concerns, she says. “That’s how 
you empower and build a culture,” she says.

To improve the safety culture, hospitals also 
should:

Begin the shift with a safety message. “When 
we start talking about safety every day at the 
front end, [employees] start to believe and 
see that their safety is as important as patient 
safety,” Severson says. “I’m trying to equalize 
the importance of the two programs.”

Some of her tips include:
Monitor health and safety metrics, including 

incidents and claims. Create a “dashboard” that 
allows you to easily track trends. After all, she 
says, what is measured is what gets attention.

Conduct safety assessments. Perform unan-
nounced safety audits to review the effectiveness 
of your program and communicate your results 
to hospital leadership.

Cultivate champions of safety. You want 
your safety messages to resonate throughout the 
organization. Your response to incidents should 
avoid blame, and you should have someone with 
health and safety responsibilities available 24/7, 
she says.

The payoff of a better safety culture goes 
beyond cost — the reduction in workers’ com-
pensation claims and premiums. Ultimately, it 
will result in better patient care, she says.

n How to vaccinate 
12,850 in 8 hours

n Best practices for 
treating injured workers

n Streamlining pre-
placement exams

n Tracking data on 
needlesticks, flu shots

n Responding to the 
challenges of aging 
workers

“Employees will want to work in that envi-
ronment. They’ll be an employer of choice,” she 
says. “Patients will benefit because they have 
happy staff providing the care.”  n
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1. According to a draft document, which of 
the following areas are surveyors for the 
Centers for Medicaid and Medicare Services 
most likely to ask about in interviews with 
employee health professionals?
A. Safe patient handling injuries
B. Fall prevention
C. Handling of hazardous drugs
D. Needlesticks

2. According to a national survey by the Cen-
ters for Disease Control and Prevention, by 
mid-November, about how many hospital 
employees had received their flu vaccine?
A. 54%
B. 63%
C. 78%
D. 90%

3. Camera-based monitoring of hand hy-
giene at North Shore University Hospital 
in Manhasset, NY, improved compliance 
because:
A. employees knew they were being moni-
tored.
B. employees received feedback about the 
unit’s hand hygiene rates.
C. an alarm sounded if they didn’t use hand 
hygiene.
D. hand hygiene was more convenient.

4. A proposed New York state law on safe 
patient handling seeks to involve frontline 
workers by:
A. surveying them about hazards.
B. allowing them to decide when to use 
equipment.
C. requiring the use of peer leaders.
D. including them on safe patient handling 
committees.


