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FDA: Use blunt suture
needles to prevent sticks
Agency issues safety alert with OSHA, NIOSH

An alert from the U.S. Food and Drug Administration puts 
new clout behind the push for surgeons to use blunt suture 
needles to close fascia and muscle and to reduce sharps inju-

ries in the operating room.
In a joint publication, the FDA, U.S. Occupational Safety and 

Health Administration (OSHA) and the National Institute for 
Occupational Safety and Health (NIOSH) said they “strongly 
encourage health care professionals to use blunt-tip suture needles 
as an alternative to standard suture needles when suturing fascia 
and muscle to decrease the risk of needlestick injury.”1

The document echoes a joint safety bulletin issued by OSHA 
and NIOSH in 2008, urging the use of blunt suture needles. OSHA 
inspectors have been visiting ambulatory surgery centers, among 
other outpatient facilities, in Florida, Georgia, Alabama and Missis-
sippi as part of a special emphasis program.

The operating room has lagged behind the rest of the hospital 
in implementing safer practices, despite a 2005 statement from the 
American College of Surgeons advocating “universal adoption of 
blunt suture needles as the first choice for fascial suturing.”

In fact, an analysis of sharps injuries at 87 hospitals around the 
country showed that sharps injuries actually rose by 6.7% in the 
OR between 1993 and 2006 while they declined by 31.6% else-
where in the hospital.2

Blunt suture needles could reverse that trend. Using blunt suture 
needles cuts the risk of glove perforation and needlestick by more 
than half, according to a Cochrane review of 10 randomized con-
trolled trials.3

“We hope [the FDA alert] will bring refocused attention to the 
issue and we’ll start seeing an increase in uptake of blunt suture 
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needles,” says Jane Perry, MA, associate 
director of the International Healthcare 
Worker Safety Center at the University of 
Virginia in Charlottesville. “It will give not 
just safety advocates, but manufacturers of 
safety needles, a good tool to educate their 
customers.”

‘Change has to be mandated’

There’s already a mandate for hospitals 
to address sharps safety in the OR. It’s the 
Bloodborne Pathogen Standard, the same rule 

that governs the rest of the hospital. But sur-
geons have balked at using safety-engineered 
devices, and hospitals have been reluctant to 
push the issue.

Ramon Berguer, MD, FACS, chief of sur-
gery at Contra Costa Regional Medical Cen-
ter in Martinez, CA, has been a longtime 
advocate for sharps safety in the OR. The 
alert is a tool for awareness, but Berguer 
urges hospitals to follow it up with stronger 
policies.

“I think change has to be mandated, once 
it’s supported by data. Otherwise the speed of 
change is just too slow,” he says. “We’re talk-
ing about saving lives, saving money. There’s 
a human and a financial component to this.”

The alert notes that the cost of following 
up on a sharps injury ranges from $376 to 
$2,456. (See article on post-exposure prophy-
laxis on p.87.) An estimated 80,000 sharps 
injuries occur in the OR each year. “Numeri-
cally, suture needles account for the majority 
of sharps injuries in the operating room and 
the solution is quite simple,” Berguer says.

Surgeons need to try the newer blunt suture 
needles, which have improved greatly in 
recent years, he says. “The quality is exactly 
the same as any other suture needle you use. 
They’re called safety tip needles because 
they’re really not blunt, they’re just much less 
sharp,” he says. “You need to get used to the 
increased force. If there’s a lot of scarring, 
they won’t penetrate the scar, but by and 
large they can be used routinely.”

Sending a strong message

When Peter Lurie, MD, MPH, was deputy 
director of Public Citizen, a Washington, DC-
based advocacy group, he asked the FDA to 
label suture needles with a suggestion to use 
blunt suture needles, when possible. Now, as 
senior adviser in the FDA’s Office of Policy 
and Planning, he says the joint alert serves as 
a strong message.

The alert also was part of the Viral Hepa-
titis Action Plan issued by the U.S. Depart-
ment of Health and Human Services. “We’re 
hoping that hearing it from multiple sources 
will be mutually reinforcing and will lead to 
uptake in the market,” he says.

“Our attempt here is to be forward-looking 
and to remind hospitals and health care orga-
nizations of the existence of these products 
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Changes in post-exposure prophylaxis (PEP) 
are on the horizon. New, less toxic (but pos-

sibly more expensive) drugs are part of the regi-
men proposed in draft guidelines by the Centers 
for Disease Control and Prevention.

Improvements in HIV treatment will finally 
influence the follow-up of bloodborne pathogen 
exposures – but viral load will not be a determin-
ing factor.

Although health care workers who sustain a 
sharps injury may feel relieved if the HIV-positive 
source patient has a low viral load, the guidelines 
will likely not recommend a different regimen in 
those cases, says David Kuhar, MD, medical offi-
cer with CDC’s Division of Healthcare Quality 
Promotion. “If you’re exposed to a patient with 
an undetectable viral load, HIV can still be trans-
mitted,” he told HEH.

Kuhar presented draft guidelines at the June 
meeting of the Healthcare Infection Control 
Practices Advisory Committee (HICPAC). Final 
guidelines are expected by late 2012 or early 
2013.

No confirmed cases of occupational transmis-
sion of HIV in health care workers have been 
reported since 1999. However, reporting of cases 
to CDC is not mandatory. There are two to three 
cases of possible occupational transmission each 
year, says Kuhar.

“We don’t have enough information to know 
if [they were] occupationally acquired or not,” he 

says. While safety devices and PEP have lowered 
the risk of transmission, “I think it would be a 
shame if the message taken from [the lack of con-
firmed cases] was that occupational transmission 
was not happening anymore,” he says.

Timeliness of PEP will be emphasized in the 
updated guidelines, Kuhar says. Based on animal 
studies, “there is some consistency that delaying 
post-exposure prophylaxis even by a number of 
hours increases the risk of transmission,” he says.

Hospitals could have the three drugs available 
in a starter pack to make it easy for health care 
workers to begin PEP, he says. The new drug 
regimen will include emtricitibine, tenofovir and 
raltegravir. They will likely cost about $1,500 to 
$2,000 for a month’s supply, he says.

At a 72-hour follow-up visit after the start 
of PEP, an occupational medicine or infectious 
diseases physician could check for side effects 
and reevaluate the PEP based on information 
about the source patient or exposure, Kuhar says. 
Because the newer drugs have lower toxicity, 
health care workers may be more compliant with 
the PEP regimen, he says.

If the source patient is known to be resistant to 
some HIV drugs, occupational health profession-
als should consult an HIV expert, he says. 

Editor’s note: PEPline (the National Clinicians’ 
Post-Exposure Prophylaxis Hotline) provides 
expert advice from 9 am to 2 am, EST, at 888-
448-4911. n

 Updated PEP will use new HIV drugs
Lower toxicity means better compliance

and to recommend their use whenever clini-
cally appropriate instead of the conventional 
product,” he says.

The alert also reminds “user facilities” and 
manufacturers to report “adverse events” to 
the FDA, such as needlesticks that involve 
possible bloodborne pathogen exposure. (See 
story page 88.)

Lurie hopes professional organizations 
will help spread the word for hospitals to 
switch to blunt suture needles. For example, 
the Association of periOperative Registered 
Nurses (AORN) has created a sharps safety 
tool kit (http://www.aorn.org/Secondary.
aspx?id=20852#axzz1xmbVAiRW).

“Back in 2002, I thought there was enough 

data to take some action [related to suture 
needles],” says Lurie. “The data now are con-
sistently stronger.”
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Do you need to report
needlesticks to the FDA?

According to the Food and Drug Admin-
istration, user facilities must submit a 

medical device adverse event report to the 
agency and the manufacturer if a device 
causes or contributes to a patient death or 
serious injury. Manufacturers and import-
ers must file an adverse event report if they 
become aware that one of their devices caused 
or contributed to a serious injury or death, or 
if a device malfunction occurred that “would 
be likely” to cause or contribute to a serious 
injury or death.

In its alert on blunt suture needles, the FDA 
said, “Prompt reporting of adverse events can 
help the FDA identify and better understand 
the risks associated with medical devices. If 
you suspect a problem with suture needles 
(sharp and blunt), we encourage you to file 
a voluntary report through MedWatch, the 
FDA Safety Information and Adverse Event 
Reporting program.”

Here is the previous FDA guidance on 
reporting of needlesticks:

“A needlestick-related event is reportable 
as a death, serious injury or malfunction as 
detailed below:

1. A death report should be submitted by a 
user facility, importer and manufacturer if the 
device may have caused or contributed to the 
death of the individual.

2. A serious injury report should be submit-
ted by a user facility, importer and manufac-
turer if the device resulted in an injury to an 
individual and the injury was life-threatening, 
resulted in permanent impairment of a body 
function or permanent damage to a body 
structure, or necessitated medical or surgical 
intervention to preclude permanent impair-
ment of a body function or permanent dam-
age to a body structure.

3. A device malfunction report should be 
submitted by an importer and manufacturer if 
the device failed to perform as intended and 

would be likely to cause or contribute to a 
death or serious injury if the needlestick event 
recurred.

If a person who is exposed to infectious 
materials via a needlestick that resulted 
from a device failure is subsequently treated 
medically or surgically to prevent permanent 
impairment, then the event becomes report-
able by the user facility, importer, and manu-
facturer as a serious injury report.

We do not consider first aid to constitute 
medical intervention, and this type of inter-
vention will not require an MDR report. 
Examples of first aid are the application of 
a bandage or simple cleaning of the site of a 
needlestick. In addition, we do not consider 
an in-vitro diagnostic test for blood-borne 
diseases to constitute medical intervention. 
However, administration of a tetanus shot, a 
gamma globulin shot or stitches is considered 
medical intervention. This type of interven-
tion triggers the submission of a mandatory 
serious injury adverse event report by a device 
user facility, importer, or manufacturer.”

What is a medical device malfunction?
“A malfunction is the failure of a device 

to meet its performance specifications or to 
perform as intended. If you are an importer 
or manufacturer of a device, you must report 
a malfunction when it is likely to cause or 
contribute to a death or serious injury if the 
malfunction were to recur.

Once a malfunction has caused or contrib-
uted to a death or serious injury, a presump-
tion that the malfunction is likely to cause 
or contribute to a death or serious injury 
has been established. This presumption will 
continue until the malfunction has caused or 
contributed to no further deaths or serious 
injuries for a period of two years, or valid 
data shows that the likelihood of another 
death or serious injury because of the mal-
function is remote.

A malfunction that is or can be corrected 
during routine service or device maintenance 
should be reported if the malfunction is likely 
to cause or contribute to a death or serious 
injury if it were to recur.

You do not need to report a malfunction if 
it is not likely to result in a death or serious 
injury.

If you are a user facility, you are not 
required to report any device malfunctions. 
However, we encourage you to report device 

3. Parantainen A, Verbeek JH, Lavoie MC, Pahwa M. Blunt 
versus sharp suture needles for preventing percutaneous 
exposure incidents in surgical staff. Cochrane Database of 
Systematic Reviews 2011, Issue 11. onlinelibrary.wiley.com/
doi/10.1002/14651858.CD009170.pub2/abstract  n
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The evidence is in: 
Safety really does pay
Study: Inspections lead to cost savings

The role of government is the political 
question of our time. Do we have too 

much or too little? Is it a force of good or 
an obstruction? At least when it comes to 
occupational health and safety, two studies 
provide an answer: OSHA inspections reduce 
injuries, save money and don’t hurt employ-
ment.

“One of the reasons it’s so political is that 
there’s a lack of solid evidence about the 
effects of [the U.S. Occupational Safety and 
Health Administration],” says Michael Toffel, 
PhD, associate professor of business adminis-
tration at Harvard University. “If some thinks 
it hurts jobs and others think it improves 
safety, there’s been little evidence to demon-
strate who’s right.”

Toffel and economists at Boston Univer-
sity and University of California, Berkeley, 
compared 409 businesses that had a random 
inspection in California between 1996 and 
2006 with 409 matched businesses that had 
no inspection. In the four years after their 
inspection, those businesses had 9.4% fewer 
injuries and 26% lower workers’ compen-
sation costs than the uninspected controls. 
There was no impact on employment, sales or 
survival of the inspected businesses.1

“Cal-OSHA inspections in California seem 
to add value to organizations,” says Toffel, 
who notes that they looked at high-hazard 
industries that were single-location firms. 
Their sample included hospitals.

A study in Washington state mirrors those 
findings. An analysis of 10 years of enforce-
ment and workers’ compensation data found 
that workers’ compensation claims declined 
by about 25% among businesses that had 
one or more citations compared with a 5% 
decline in businesses that did not have any 
enforcement activity. (That decline was for 
“fixed-site” businesses, which excluded con-
struction and trucking, and involved non-
musculoskeletal disorder injuries.)2

“The perception is that the [occupational 
health and safety] regulations are onerous and 
are inhibiting to businesses,” says Michael 

malfunctions to the device manufacturer and/
or to the FDA through the voluntary Med-
Watch program.”

Do I have to report a needlestick-related 
event that involves blood spillage or splatter-
ing?

“You do not need to report a device-related 
blood spillage or splattering event unless the 
incident is the result of a device malfunction. 
If you are a manufacturer or an importer, 
you should report any spillage or splatter-
ing malfunction event if a recurrence is likely 
to cause or contribute to a death or serious 
injury.

Do I have to report a needlestick-related 
event due solely to user error?

“It depends on the severity of the event. 
Events involving a death or a serious injury 
where user error may have caused or con-
tributed to a needlestick-related event are 
reportable by a user facility, importer, and 
manufacturer.”

How and what to report:
In the FDA blunt suture needle alert, the 

agency asks for the following information on 
adverse events associated with suture needles:

Manufacturer’s name
Device name (needle brand name)
Type of needle (blunt or sharp)
Type of suture
Date device was manufactured
Distributor’s name
Details of adverse event and medical and/or 

surgical interventions (if required)
Date the event occurred
Location of the event
Nature of the injury and associated health 

outcome
Status of the device
Can the FDA contact the reporter for fur-

ther follow-up?

SOURCE 

Food and Drug Administration, Needlesticks - Medical 
Device Reporting Guidance for User Facilities, Manu-
facturers, and Importers, November 12, 2002 (www.fda.
gov/MedicalDevices/DeviceRegulationandGuidance/
GuidanceDocuments/ucm071588.htm) and FDA, NIOSH 
and OSHA Joint Safety Communication: Blunt-Tip Surgi-
cal Suture Needles Reduce Needlestick Injuries and the 
Risk of Subsequent Bloodborne Pathogen Transmission 
to Surgical Personnel, May 30, 2012 (www.fda.gov/
MedicalDevices/Safety/AlertsandNotices/ucm305757.
htm).  n
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Foley, MA, epidemiologist and economist 
with the Safety Health Assessment and 
Research for Prevention (SHARP) program 
in the Washington Department of Labor and 
Industries in Olympia.

“What we’re saying is that, in fact, even 
from the standpoint of businesses themselves, 
that’s actually not the case,” he says.

‘OSHA saves lives and jobs’

OSHA Administrator David Michaels, 
MD, MPH, touted the Toffel study gleefully 
on an online posting: “The findings should 
finally put an end to the criticisms that OSHA 
inspections make running a business more 
expensive without adding value. The results 
are in: OSHA saves lives and jobs!”

By how much? Toffel and colleagues found 
that the average employer saved $355,000 in 
reduced medical costs and lost earnings, in 
2011 dollars.

Inspections may have an effect that is 
similar to the police officer who catches a 
speeder. The experience inspires a greater 
focus on safety and following the rules. But 
the effect isn’t only from the cost of a cita-
tion, notes Foley.

“From an economist’s background, this 
enforcement effect is surprisingly strong given 
how weak OSHA penalties are,” he says, not-
ing that the average OSHA penalty is about 
$500 or $600. The maximum OSHA penalty 
is $7,000.

OSHA inspections also provide education 
and awareness. “In the subsequent conversa-
tions we’ve had with Cal-OSHA inspectors, 
they’ve told us that part of the enforcement 
process … they’re identifying concerns and 
highlighting them to management,” says Tof-
fel. “Management has an obligation to fix 
them. But also they’re talking about how 
companies have resolved these issues in other 
locations.”

Yet consultation and compliance assistance 
does not seem to be as effective as enforce-
ment. In the Washington study, consultation 
was not consistently associated with reduc-
tions in costs.

Toffel didn’t include consultation because 
it is not random, as inspections often are. 
“Firms that seek consultations may be differ-
ent from firms that don’t seek consultations,” 
he says.

New safety rules take years

Creating a new safety regulation is notori-
ously difficult, as detailed in a 2012 report 
from the Government Accounting Office 
(GAO).3 It takes OSHA an average of seven 
years — and as long as 19 years — to create a 
new regulation, the GAO found.

Opposition often builds even before a draft 
standard is released. For example, the U.S. 
Chamber of Commerce and the National 
Federation of Independent Business have 
expressed concerns about an Injury and Ill-
ness Prevention Program (I2P2) rule. OSHA 
announced that it would release a draft rule 
for review in June 2011, but it now seems 
unlikely that a proposed rule will be issued 
before the presidential election.

In a position paper, the U.S. Chamber of 
Commerce said that “the current regulatory 
process allows agencies to craft regulations 
based more on ideology than on substantial 
factual and scientific evidence and leaves 
agencies effectively unaccountable to the pub-
lic.”

One result of the recent study may be an 
evidence-based methodology to assess regula-
tions, says Toffel.

“In a vacuum of evidence, there’s nothing 
to do but debate philosophy rather than effec-
tiveness,” he says. “I would hope that effec-
tiveness plays a bigger role than it is today in 
deciding what it is that government should 
do.”

Regulators could conduct a pilot test by 
randomly selecting companies and matched 
controls, and measuring the impact after six 
months or a year, Toffel says.

“Imagine if we used politics to decide 
which medicines were effective and you 
just based it on philosophy,” he says. “We 
decided that’s not an acceptable approach. 
We use controlled randomized trials and 
learn what works. There’s similar logic to be 
applied to a whole host of regulatory mea-
sures.”

Will politics change?

But will research on OSHA’s effectiveness 
change the political paradigm? That is yet to 
be seen.

“The idea that [occupational safety and 
health] regulations kill jobs is pretty silly 
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Proposed requirement
for staff nap rooms

A draft version of 2014 Guidelines for 
Construction and Renovation for 

Healthcare Facilities, released by the Facil-
ities Guidelines Institute for public com-
ment, includes these requirements for staff 
nap rooms:

A2.2-2.2.7.4 Staff rest areas. Staff rest 
areas should be provided for every unit 
that has overnight patient care activi-
ties. These rest areas should be indepen-
dent from staff on-call rooms, located 
proximate to the work unit, and meet the 
requirements in paragraphs a-g below.

a. Staff rest areas should be quiet areas. 
Any audible background noise should be 
of a constant tone and pitch.

b. Staff rest areas should be free of 
vibrations.

c. Light levels in staff rest areas should 
be capable of being controlled by the occu-
pant.

d. Staff rest areas should be provided 
with independent temperature controls.

e. Staff rest areas should be single-occu-
pancy rooms.

f. Doors to staff rest areas should be 
capable of being locked from the inside 
using hardware that does not require the 
use of a special key or tool to exit the 
space.

g. Staff rest areas should be provided 
with a telephone (hard wire or cellular) 
or other suitable means for summoning 
the occupant. A speaker connected into 
the overhead paging system should not be 
installed.  nWill new hospitals

have nap rooms?
Draft guidelines give space for rest

The hospital of the future may have small 
rooms on each floor for night shift staff 

to take energizing naps. With an eye on 
fatigue as a major safety concern, the new 
draft version of hospital construction guide-
lines includes a requirement for “staff rest 

when we have this research that documents 
exactly the opposite,” says Bill Borwegen, 
MPH, occupational health and safety director 
of the Service Employees International Union 
(SEIU) in Washington, DC. “We need more 
OSHA inspections, not less. If we had more, 
employers would save more workers comp 
costs.”

The studies reveal that employers who do 
not face enforcement action from OSHA are 
not as compliant or as vigilant about prevent-
ing injuries, Borwegen notes.

But to Brad Hammock, an attorney with 
Jackson Lewis, a Washington, DC law firm 
that represents employers, the studies are 
not a game-changer. It’s not surprising that 
OSHA enforcement leads to fewer injuries, 
he says. After all, that’s the point of enforce-
ment.

“OSHA has been enforcing its rules now 
for 42 years. The bigger story would be if it 
wasn’t having an effect in the workplace,” he 
says.
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areas,” or nap rooms.
According to the proposed 2014 Guidelines 

for Design and Construction of Hospitals and 
Outpatient Facilities, released by the Facil-
ity Guidelines Institute for public comment, 
single-occupancy staff rest areas would need 
to be convenient for every unit and separate 
from on-call rooms. (See box, above.)

The proposed guidelines cite research stud-
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ies that show the impact of fatigue on worker 
and patient safety:

“There are confirmed relationships among 
fatigue, impaired attention and cognition, 
psycho-motor and clinical performance. 
Results of laboratory and field studies, mul-
tiple clinical trials, and meta-analysis sup-
port use of napping to increase alertness 
during extended periods of night-work and 
prolonged periods of wakefulness. On-unit 
dedicated space for strategic napping sup-
ports the health and safety of nurses as well 
as improved clinical performance.”

To become part of the final construc-
tion guidelines, the nap room requirement 
must be approved by two-thirds of the FGI 
Health Guidelines Revision Committee, 
which includes clinicians, architects, builders, 
designers, safety engineers, and representa-
tives from the Joint Commission and Centers 
for Disease Control and Prevention.

Even if it is not a requirement in this ver-
sion, it may remain as a suggestion in the 
appendix. Guidelines are revised every four 
years. More than 40 states and the Joint 
Commission accrediting body rely on the 
guidelines, many of them using it as the mini-
mum standard for design, construction and 
renovation of hospitals.

Other changes in the draft document 
include updated guidance for emergency 
department security, environmental surfaces, 
operating room design, and pre- and post-
operative patient care areas.

‘It’s really very tough’

Maurene Harvey, RN, a nurse educator 
and consultant from Lake Tahoe, NV, has 
been a critical care nurse for 45 years. She 
knows the stresses encountered by nurses and 
the toll of long work hours.

“It’s really very tough. It’s tough emotion-
ally, physically, mentally, sometimes spiritu-
ally,” says Harvey, who promoted the nap 
rooms as a member of the guidelines revision 
committee. “Oftentimes you see nurses who 
are so busy they don’t even take time for 
meal time or a break. They struggle to stay 
awake. The night nurses seem to have learned 
that a power nap helps them feel and func-
tion a lot better.”

Harvey pushed for the nap rooms to create 
a space for fatigued nurses — and to promote 

Nurses push for halt
to workplace bullying
Old saying: ‘Nurses eat their young’ 

Bullying is in the headlines: Kids are stand-
ing up against bullies, schools are setting 

tougher rules, and documentary films reveal 
the pain caused by the ongoing acts of a tor-
mentor. Now, even the “caring profession” is 
acknowledging that bullying exists among its 
ranks — and needs to be stopped.

Bullying creates stress, increases the risk of 
injury, and causes nurses to leave their jobs, 
says Joy Longo, PhD, RN, assistant professor 
in the Christine E. Lynn College of Nursing at 
Florida Atlantic University in Boca Raton, FL, 
and author of a new booklet published by the 
American Nurses Association. It also affects 
patients, she says. “We have to pay attention 
to how we behave and how that’s going to 
affect our patients,” she says.

acceptance of naps as an effective fatigue 
management strategy. The American College 
of Occupational and Environmental Medicine 
(ACOEM) recently issued guidance on estab-
lishing a fatigue management system. (See 
HEH, May 2012, p. 51.)

“But when I bring this up in many facili-
ties, I get huge pushback from supervision 
and administration,” she says. “In a lot of 
units, nurses get written up if they’re found 
sleeping, so they kind of protect each other. 
Instead of being against the rules, it should 
be something they encourage. What is the 
harm in taking part of your one-hour meal 
break for a 20-minute nap?”

Harvey knows that change often comes 
slowly. The body of scientific evidence is 
building on the need for better fatigue man-
agement in health care, she says. And she’s 
confident that the nap rooms will eventually 
be a standard part of hospital design.

“It’s a group that really wants to do the 
right thing,” she says of FGI. “It wants to 
build facilities that are safe and this is really 
a safety issue.”

Editor’s note: A copy of the draft revisions 
is available at www.fgiguidelines.net/com-
ments. Comments are being accepted through 
November 22.  n
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Bullying in the Workplace raises aware-
ness and provides nurses with advice about 
handling bullying situations. Bullying is “epi-
demic in healthcare settings” and constitutes 
a form of workplace violence that involves 
emotional and verbal abuse, it says.

The ANA also points out that hospitals 
have mandate to address bullying. The Joint 
Commission accrediting body acknowledged 
the “intimidating and disruptive behaviors” 
that “undermine a culture of safety” in a Sen-
tinel Event Alert in 2008. In 2009, elements 
of performance were added to the leadership 
standards that require hospitals to develop a 
code of conduct and a process for managing 
“disruptive and inappropriate behaviors.” 

That inappropriate behavior can include 
verbal outbursts, refusal to answer ques-
tions or return phone calls, or condescending 
language. “The presence of intimidating and 
disruptive behaviors in an organization…
erodes professional behavior and creates an 
unhealthy or even hostile work environment,” 
The Joint Commission said in its alert.

From hierarchy to team work

Hospitals have traditionally had a culture 
guided by hierarchy. There’s a saying that 
“nurses eat their young” – that instead of 
mentoring new recruits, older nurses humili-
ate them. Nurses also may take out their 
frustrations against each other because they 
can’t respond to intimidating behavior from 
physicians, managers or others higher in the 
hierarchy, says Longo.

Hospitals need to enforce their code of 
conduct across the board, says Longo. And 
they need a mechanism for addressing physi-
cian behavior, she says. “The physicians are 
the moneymakers for the hospital,” she says. 
“Does the hospital back down and say, ‘We 
know it’s a problem but we don’t want to say 
anything?’”

Taking a team approach to care and pro-
viding mentoring for newer nurses may help 
prevent bullying, she says. Hospitals also 
should give employees a safe, confidential 
way to report their concerns, she says.

“Oftentimes, [the bullies] are the most 
experienced nurses on the unit. They’re 
very competent, and they’re very good with 
patients. They’ve gotten away with these 
behaviors so long that people have learned 

Do you have firewalls
to protect EH records?
Occ med has to ‘break the glass’ for info

Failure to have the right firewalls on your 
hospital’s electronic medical record (EMR) 

to protect employees’ health information could 
be a violation of federal law.

With a push toward EMRs, some hospitals 
may be tempted to streamline by including their 
occupational health records with employees’ 
personal health records. (See HEH, June 2012, 
p.66.) But the Americans With Disabilities Act 
(ADA) and Genetic Information Nondiscrimi-

to work around those behaviors,” she says. 
“Because people are so afraid of them, they 
really empower them to continue that behav-
ior.”

Inappropriate behavior is most likely to 
happen in the most stressful units, such as the 
operating room, emergency department, and 
intensive care unit, says Rebecca M. Patton, 
MSN, RN, CNOR, FAAN, Atkinson Scholar 
in Perioperative Nursing at Case Western 
Reserve University in Cleveland and past 
president of ANA. Lack of adequate staffing 
also makes it more prevalent, she says.

To some people, eye-rolling or a sharp tone 
of voice is just a matter of incivility. But even 
minor actions can escalate, notes Patton. “We 
need to call it what it is. It’s bullying. That 
will help people identify it,” she says. “We all 
know that bullying is wrong. Don’t be afraid 
to label it correctly.”

Having strong policies on bullying and 
inappropriate behavior can help with recruit-
ment and retention, says Patton. Current 
nursing students have high standards for their 
future workplace, she says.

“I think this generation of students is going 
to be the greatest generation of nurses,” she 
says. “They have zero tolerance for some of 
the things us older nurses tolerated. That will 
help change behavior.”

[Editor’s note: The publication, Bullying in 
the Workplace: Reversing a Culture, is avail-
able from the ANA at www.nursesbooks.org/
Homepage/Featured-Items/Bullying-in-the-
Workplace.aspx.]  n
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nation Act (GINA) strictly limit an employer’s 
access to personal health information.

“[M]aintaining personal health information 
and occupational health information in a single 
EMR, particularly one that allows someone 
with access to the EMR to view any informa-
tion contained therein, presents a real pos-
sibility that the ADA, GINA, or both will be 
violated,” Peggy R. Mastroianni, legal counsel 
to the Equal Employment Opportunity Com-
mission (EEOC) wrote to the American College 
of Occupational and Environmental Medicine.1 
ACOEM had requested clarification of the use 
of EMRs to collect both personal health infor-
mation and employee health records.

Electronic records can improve the flow 
of information and the practice of medicine, 
while protecting privacy with firewalls and 
protections, says ACOEM president T. War-
ner Hudson, MD, FACOEM, FAAFP, medical 
director of Occupational and Employee Health 
at the UCLA Health System and Campus in Los 
Angeles, CA.

As EMRs evolve, occupational health profes-
sionals need to advocate for the proper balance 
of information sharing and privacy protection, 
he says. For example, occupational medicine 
physicians sometimes need to access personal 
health information — to “break the glass” of 
the firewall — to treat an employee, he says.

“I worry that administrators, politicians, 
[and] lawyers may, for all the best of intentions 
regarding patient privacy, create bulletproof 
glass that really harms the health of health 
care workers as an unintended consequence,” 
he says. “In the course of trying to protect pri-
vacy, if we can’t get access to the records we 
need, it will harm health care workers.”

Fast access after exposures

One of the most sensitive situations involves 
follow-up to a needlestick. At Ronald Reagan 
UCLA Medical Center, for example, about one-
quarter of exposures involves a patient with a 
bloodborne pathogen, Hudson says. One in 10 
is HIV-positive, he says.

Being able to find out the bloodborne patho-
gen status of patients from the EMR enables 
occupational health to start post-exposure pro-
phylaxis quickly — and not to start it unnec-
essarily. Most hospitals provide a release for 
patients to sign in the event of a bloodborne 
pathogen exposure. But hospitals also may act 

to protect health care workers if the patient 
was brought in unconscious, says Bill Buchta, 
MD, MPH, medical director of the Occupa-
tional Health Service at the Mayo Clinic in 
Rochester, MN.

“It’s a public health initiative,” says Buchta. 
“The threat to the employee is a higher priority 
than the breach of the patient’s confidential-
ity.”

Time is of the essence. “I have two hours to 
put the person on medication before that virus 
inserts in that employee’s DNA for life,” says 
Hudson. “I need to know what medications the 
[HIV-positive] source patient was on because it 
impacts what I give the exposed employee.”

At the same time, the employee’s privacy 
should be protected. Employees should not be 
able to look up a co-worker’s medical record 
and see that they had an exposure, Hudson 
says. Firewalls exist to prevent nosy co-workers 
from looking at medical records and managers 
from accessing employee health information 
that they are not entitled to.

EH benefits from EMRs

Often, it is the occupational health physi-
cian or nurse who needs to “break the glass” of 
the firewall and access the employee’s personal 
medical information. A pop-up box may ask 
for authorization. For example, the UCLA sys-
tem tracks everyone who accesses a record (and 
employees have been fired for unauthorized 
access, such as perusing a celebrity’s record).

“Twenty times a day, we have to access a 
personal health record,” says Hudson. “An 
employee we’re seeing was seen last night in the 
emergency department. We’ll look in the medi-
cal record to see what happened. The X-ray I 
order goes into the personal medical record, the 
lab test I order goes into the personal medical 
record.”

In fact, employees expect occupational health 
physicians to have access to their medical 
records, says Buchta.  “If it’s a doctor-patient 
relationship, the provider should have free 
reign with the EMR, just as a cardiologist 
would have access to the record to see why the 
person is having palpitations,” he says. “We’re 
looking for reasons why a person is not healing 
as fast as they should or why they responded to 
a certain medication. That’s what the record is 
there for.”

Yet in their relationship as employees, 
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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 collec-
tively 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

CNE OBJECTIVES

After reading each issue of Hospital Employee 
Health, the nurse will be able to do the following:

•	 identify	particular	clinical,	administrative,	or	
regulatory issues related to the care of hospital 
employees;

•	 describe	how	the	clinical,	administrative	and	
regulatory issues particular to the care of hospi-
tal employees affect health care workers, hospi-
tals, or the healthcare 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 recommendations of other 
employee health professionals.  

AOHP achieves 
accreditation status

Continuing education programs from the 
Association of Occupational Health Pro-

fessionals in Healthcare (AOHP) received a 
boost with accreditation from the American 
Nurses Credentialing Center’s Commission 
on Accreditation (ANCC).  The accredita-
tion recognizes that AOHP’s programs meet 
criteria for effective curriculum design and 
delivery.

AOHP’s annual conference will take place 
October 3-6 in Las Vegas. More information 
is available at www.aohp.org.  n

health care workers have the same privacy 
rights as other workers. Just because they visit 
physicians in the hospital system or have a 
procedure at the hospital does not make that 
information available to their managers, says 
Joe Fanucchi, MD, FACOEM, president of 
Meditrax, a vendor of occupational health soft-
ware and electronic medical records.

If you want to view employee medical infor-
mation, you need to obtain consent, he says. 
“Hospital employees should have no fewer 
protections than any other of the hospital’s 
patients. Anybody who accesses their record 
needs to have authorization,” he says.

If handled correctly, electronic records can 
provide greater privacy than paper records, 
notes Fanucchi. An electronic system can track 
every user who accesses a record. With paper 
records, no one would ever know if a curious 
but unauthorized person opened a file.

ReFeRence

1. U.S. Equal Employment Opportunity Commission. ADA & 
GINA: Confidentiality Requirements (letter), May 31, 2011. 
Available at www.eeoc.gov/eeoc/foia/letters/2011/ada_gina_
confidentrequre.html. Accessed on June 21, 2012.  n
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1. According to Ramon Berguer, MD, FACS, chief 
of surgery at Contra Costa Regional Medical 
Center in Martinez, CA, in order for the recent 
FDA/OSHA/NIOSH alert on blunt suture 
needles to be effective, hospitals must:
A. have better surveillance of suture-related 
exposures
B. provide better training of OR staff
C. remove all conventional suture needles
D. create strong policies regarding the use of 
blunt suture needles.

2. According to a study that compared compa-
nies in California that had random occupa-
tional safety and health inspections between 
1996 and 2006 and those that did not, what 
was the effect of the inspections on workers’ 
compensation costs?
A. Inspected businesses had 9% higher costs.
B. Inspected businesses had 9% lower costs.
C. Inspected businesses had 26% lower costs.
D. Costs did not significantly differ.

3. According to proposed hospital construc-
tion guidelines from the Facilities Guidelines 
Institute, staff nap rooms would be required:
A. For every unit that provides overnight 
patient care.
B. For every unit that provides critical care.
C. For every unit that schedules mandatory 
overtime.
D. In lieu of on-call rooms.

4. According to The Joint Commission’s Sentinel 
Event Alert No. 40, which of the following is 
an example of “intimidating and disruptive 
behavior”:
A. Verbal outbursts
B. Refusal to answer phone calls
C. Condescending language
D. All of the above


