
FOR OVER 30 YEARS

Financial Disclosure: Editor Michele Marill, 
Executive Editor Gary Evans, and Consulting 
Editor/Nurse Planner MaryAnn Gruden report 
no consultant, stockholder, speaker’s bureau, 
research, or other financial relationships with 
companies having ties to this field of study. 

February 2013: Vol. 32, No. 2 
Pages 13-24

NOW AVAILABLE ONLINE! Go to www.ahcmedia.com. 
 Call (800) 688-2421 for details.

IN THIS ISSUE
Joint Comission: Serious HCW 
injuries are now sentinel events
‘The climate of safety should be very proactive’

In a move that raises the profile of employee health, The Joint Commis-
sion accrediting agency is expanding its definition of a “sentinel event” 
to include serious injury to health care workers.

While once singularly focused on patient safety, The Joint Commission 
is now embracing the concept of “high-reliability,” in which organizations 
place a priority on all facets of safety. The new sentinel event policy, which 
becomes effective on July 1, 2013, also includes serious injuries or deaths 
of visitors and vendors while on hospital property.

“High reliability is at the core of our thinking,” says Ronald Wyatt, 
MD, MHA, medical director of the Division of Healthcare Improvement at 
the Oakbrook Terrace, IL-based organization.

Hospital leadership is responsible for creating a “culture of safety,” 
he says. “The overarching aim is to encourage health care organizations 
to become safer places, to encourage leadership to look to a high level of 
accountability toward safety in that organization,” he says.

When serious events occur, whether they involve patients or employees, 
The Joint Commission expects health care organizations to conduct a root 
cause analysis that is “robust” and non-punitive, Wyatt says. A culture 
of safety is “a blame-free environment, where staff, visitors, vendors are 
encouraged to report what may be considered a safety issue,” he says.

The Joint Commission action is a significant advance for hospital 
employee health, says Bill Borwegen, MPH, safety and health director of 
the Service Employees International Union (SEIU). “Research shows the 
linkage between worker safety and patient safety is no longer deniable,” he 
says. “Workers can provide the highest quality of patient care when they 
feel safe themselves in the workplace. This is a very positive evolution of 
the way The Joint Commission views their jurisdiction.”

High reliability: safety for all

The high-reliability concept that is gaining favor in health care has its 
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roots in nuclear power, the airline industry, and 
other industries that are highly attuned to safety. 
It calls for organizations to seek out vulnerabili-
ties, including near-misses, and to continually 
work to reduce risk of failure. (See related article 
on p.15.)

By promoting high reliability, The Joint Com-
mission challenges a paradigm that patient 
safety is distinct from employee health and 
safety.

“The principles of high reliability hold leader-
ship accountable to be uncompromising in its 
commitment to a culture of safety within the 

organization,” according to an article in the 
December issue of The Joint Commission Per-
spectives, the organization’s official newsletter.

“An organizational culture of safety would 
encompass all people within an organization and 
not just one group (that is, patients, residents, or 
individuals served). The revision to the Sentinel 
Event Policy supports this principle by not dif-
ferentiating in its processes and by ensuring a 
robust review, regardless of who the victim is, of 
any sentinel event,” it said.

Robyn Gershon, DrPH, an expert in safety cli-
mate, lauded The Joint Commission’s new direc-
tion. Hospitals are beginning to understand the 
importance of establishing an overall culture of 
safety, she says.

“You can’t just say we’re making it safe for 
patients and not make it safe for visitors and 
employees. It has to be a total commitment,” 
says Gershon, who is a professor of epidemiol-
ogy and biostatistics at the University of Califor-
nia, San Francisco.

Rape, assault are sentinel events

The Joint Commission defines a “sentinel 
event” as “an unexpected occurrence involv-
ing death or serious physical or psychological 
injury, or the risk thereof.” It signals the need 
for “immediate investigation and response,” The 
Joint Commission says.

The agency also encourages health care facili-
ties to report “reviewable” sentinel events, or 
those that involve “an unanticipated death or 
major permanent loss of function.” Facilities are 
expected to conduct a root cause analysis and 
implement a corrective action plan.

With the broader definition of sentinel events, 
The Joint Commission added an item to its 
list of examples of reviewable sentinel events: 
“Rape, assault (leading to death or permanent 
loss of function), or homicide of a staff member, 
licensed independent practitioner, visitor, or 
vendor while on site at the health care organiza-
tion.”

“We would hope that if an organization has 
one of those [reviewable sentinel] events that 
they would go through the root cause process,” 
says Wyatt.

Health care organizations also define sentinel 
events that will trigger root cause analysis within 
their facilities, he says. They might use the same 
process of root cause analysis for near-misses 
that reveal a serious safety vulnerability, he says.
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“In the world of safety, it’s really important 
to look at near misses,” says Gershon. “Minor 
events can often point the way to things that are 
much more [significant].”

Be proactive to reduce hazards

It’s also important to acknowledge the bar-
riers to safety. Too often, there is lack of lead-
ership commitment, which also translates to 
inadequate resources — too few safety and occu-
pational health professionals, too little invest-
ment in safety training and equipment, Gershon 
says.

Ideally, the culture of safety evolves from a 
strong commitment at the top of the organiza-
tion, she says.

And while The Joint Commission calls for a 
root cause analysis of serious events, an even 
better prevention strategy is to seek and address 
hazards through a hazard vulnerability assess-
ment, she says. Safety and occupational health 
professionals can then take steps to eliminate 
hazards or provide protective equipment before 
a serious event occurs, she says.

For example, a plan to prevent incidents of 
violence would include an assessment of crime 
and violence in the surrounding area, tools such 
as cameras, lighting and security, and staff train-
ing and awareness, she says.

“The climate of safety should be very proac-
tive, constantly looking for risks that are in the 
environment,” Gershon says.  n

‘High reliability’ hospital
obsessed with safety
Akin to airlines, nuclear power

When you get on an airplane, you expect 
layers of precautions to prevent any 

error that could lead to failure and injury. You 
demand the same or even greater care from the 
nearby nuclear power plant. And now, you can 
expect that serious attention to safety from a 
growing number of hospitals.

St. Vincent’s Medical Center in Bridgeport, 
CT, is an example of a “high-reliability organi-
zation,” a hospital that is “obsessively” focused 
on safety.

It has welcomed scrutiny from the U.S. Occu-
pational Safety and Health Administration 

(OSHA) to work toward the Voluntary Protec-
tion Program. It has attained recognition as a 
“magnet” hospital from the American Nurses 
Credentialing Center, a subsidiary of the Ameri-
can Nurses Association.

And it was profiled by The Joint Commission 
accrediting agency as a best practice for linking 
patient safety and worker safety. (See related 
article in HEH, January 2013, p.1.) “Safety at St. 
Vincent’s is not viewed as a ‘program’ but rather 
the core foundation of their work — a job that 
will never be completed,” The Joint Commission 
monograph said.

This focus on safety has translated into sav-
ings, both in dollars and human terms. For 
example, the hospital had a 22% decrease in 
needlesticks and a 30% decrease in serious 
employee falls in 2012 compared with 2011.

“[Our CEO and president, Susan Davis, 
EdD,] has made it very clear, and it has to be 
clear from the top down, that our number one 
pillar, our foundation, is safety,” says Karen J. 
Nefores, RN, BSN, MBA, executive director for 
quality, case management and patient safety.

To have a culture of safety, you have to take 
a broad view, says Joseph Lavenziana, executive 
director of safety and security. “Zero patient 
harm was where high-reliability started. We 
said, ‘Why not zero employee/associate harm?’” 
he says.

St. Vincent’s was one of three Ascension 
Health hospitals that began working toward 
high-reliability and comprehensive employee 
safety in 2008. The Connecticut Hospital Asso-
ciation has since launched a statewide collabora-
tive to promote a high-reliability culture.

Days begin with safety huddle

Every day at St. Vincent’s starts with safety — 
even the weekends. The hospital CEO or a vice 
president leads a hospital-wide “safety huddle,” 
which lasts from 15 to 30 minutes, depending on 
the issues being discussed.

Each huddle begins with a report on how 
many days it has been since a medical error or 
worker injury. If there has been an event — for 
example, a nurse who fell or a sharps injury in 
the OR — then there is a short synopsis and 
discussion of the root cause and what might be 
done to prevent future similar events.

Anyone in the hospital can come to the huddle 
and express a concern. “I attend hospital-wide 
huddle every day, and the room is so full some-
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times that there’s no standing room,” says 
Nefores. “It goes beyond our 15 minutes some-
times because so many people want to share 
concerns.”

That is a huge shift from the days when 
people were reluctant to speak up because they 
feared being blamed for an error or accident, she 
says. “That is absolutely a change in culture,” 
she says.

In fact, that openness is rewarded. Employees 
who took steps to prevent injury or who identi-
fied a potential hazard are recognized with a 
safety pin. Employees who shared an idea that 
improved safety or quality can receive a quar-
terly reward of up to $100.

There are also safety huddles every day in 
every unit, and monthly “culture of safety” 
meetings geared toward frontline workers.  The 
safety huddles encompass patient, environmental 
or worker safety.

“There’s always an accountable person who 
has to come back to the meeting with either a 
resolution or why there hasn’t been a resolution 
to the problem,” says Kathleen Ventura, RN, 
coordinator of employee health.

Serious safety events aren’t the only items on 
the agenda. They also target “precursor safety 
events,” which result in minimal or no harm, 
and near-misses. Safety coaches on the units help 
spread information and train other employees to 
use safety techniques or devices.

Employees learn to ‘CUSS’

“High reliability” has a lingo all its own. The 
hospital’s 2,400 employees have been trained in 
high-reliability concepts, as have all physicians 
with privileges. 

For example, an S-BAR might be communi-
cated in an email or reviewed at a safety meet-
ing. That stands for “situation, background, 
assessment, recommendation.” Employees are 
reminded to STAR — stop, think, act, review.

Everyone has “200% accountability,” which 
means they are 100% accountable for their own 
safety practices and also 100% accountable for 
making sure others are working safely. That 
gives employees permission to CUSS — or speak 
up when they see someone doing something 
unsafe by saying, “I’m concerned, I’m uncom-
fortable, this is a safety concern. Stop.”

“If they see someone who is not in compliance 
or they feel it’s a safety issue, they are able to 
approach that person and say ‘Do you know we 

Reliability in
three steps 

Reliability is “failure-free operation over 
time,” according to the Institute for 

Healthcare Improvement. IHI identifies these 
basic steps toward reliability:

1. Prevent failure (a breakdown in opera-
tions or functions). This includes tools to 
implement guidelines, feedback on compli-
ance and awareness training.

2. Identify and mitigate failure. Identify 
failure when it occurs and intercede before 
harm is caused or mitigate the harm caused 
by failures that are not detected and inter-
cepted. Use strategies to “error-proof” the 
system, such as color-coded reminders, com-
puter alarms, and decision aids.

3. Redesign the process based on the criti-
cal failures identified. Analyze processes to 
determine where they could fail and how 
that failure could be prevented.

Source: Adapted from: Nolan T, Resar R, Haraden C, Griffin FA. 
Improving the reliability of health care. IHI Innovation Series White 
Paper. Boston: Institute for Healthcare Improvement; 2004. Avail-
able at www.IHI.org.  n

do it this way now?’ or offer an intervention or 
device,” says Ventura.

The hospital uses “dashboards” to moni-
tor safety metrics, from hand hygiene audits 
to needlesticks. The dashboards keep people 
focused on goals, says Ventura. “Our dash-
boards are a good way to maintain our sustain-
ability,” she says.

Task forces address injuries

With this intense focus on safety, St. Vincent’s 
has systematically addressed some of the major 
causes of injury among hospital employees.

A workplace violence task force is imple-
menting a comprehensive prevention program, 
including training employees to recognize risks 
and respond to patient agitation or aggression. 
Employees can call for assistance from a behav-
ioral health emergency response team. And 
medical records may be flagged if patients have 
a pattern of repeated aggressive behavior.
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Most hospital shootings
are not preventable
Shooters have a specific target

The day after the horrific Dec. 14, 2012 
shootings at an elementary school in New-

town, CT, a visitor — who was reportedly upset 
over the cardiac care his wife received — shot 
two employees and a police officer at St. Vin-
cent’s Hospital in Birmingham, AL before he 
was killed by another officer on the scene. 

National grief over the Newtown massacre 
overshadowed the hospital shooting, but it 
underscored a reality: Every year, hospitals are 
the site of several shootings or other violent out-
bursts. 

Yet preventing hospital shootings is diffi-

From Jan. 1 to Nov. 30, 2012, St. Vincent’s 
had 9 lost work days related to workplace vio-
lence, compared to 42 lost work days in the 
same period of 2011.

To reduce back injuries, St. Vincent’s con-
ducted a comprehensive review of patient han-
dling and added ceiling lifts and other devices.

While injury rates dropped, needlesticks 
persisted. A needle safety task force met for 
four months and discovered that some nurses 
were not activating the retractable devices. The 
needles and syringes were a single unit, so some 
nurses had stashed conventional needles that 
could be removed from the syringe.

St. Vincent’s switched to a product that 
sheathes the needle with a one-handed action. 
A blunt needle is used to draw medication, and 
then it is removed and replaced with the safety 
needle. All other needles have been removed 
from the hospital, so nurses can’t revert to a 
conventional needle. Needlesticks declined to 25 
in the first 11 months of 2012 from 32 in 2011, 
and St. Vincent’s hopes to reduce that even fur-
ther.

The cycle of identifying safety concerns and 
seeking solutions never ends, says Nefores. 
“[We’re] keeping it alive, constantly, every day, 
being relentless,” she says. “If we have a huddle 
where it’s quiet, the leader will be prompting and 
encouraging people to speak up and share.”

As serious events decline, the hospital will focus 
on precursor events and near-misses, so there will 
always be a safety goal, she says.  n

cult because most cases involve “a determined 
shooter with a specific target,” according to an 
analysis of 154 shootings in the past 11 years.1

Johns Hopkins University researchers 
launched the study in hopes of developing pre-
vention strategies in the wake of a 2010 shoot-
ing of a surgeon at the Baltimore, MD, hospital. 
The gunman was the distraught son of a cancer 
patient who blamed the surgeon for leaving his 
mother paralyzed. The surgeon survived, but the 
gunman shot and killed his mother and himself.

Lead author Gabor Kelen, MD, chair of emer-
gency medicine, and his colleagues emphasized 
that although hospital shootings have become 
more frequent in the last six years, they remain 
rare events. About 3% of the nation’s hospitals 
experienced a shooting incident in the 12-year 
study period (2000-2011), which amounts to 
.2% per year. Put in a different perspective, the 
likelihood of encountering a hospital shooting 
is about the same as a death from lightning, the 
authors said.

The findings do shed some light onto where 
and how the events occur:

• One-third of the shootings that were inside 
hospitals occurred in the emergency department. 
Two in five of the incidents happened on hospi-
tal grounds, including the parking area (23%) or 
the ramp to the emergency department.

• Shootings happened in hospitals of all size, 
but they were more common in large hospitals 
(400 beds or more) than small hospitals.

• Incidents occurred in all regions of the coun-
try, although more happened in the South and 
fewer in the Northeast. Being in an inner-city or 
dangerous neighborhood did not appear to be a 
factor, the authors said.

Great fear, low risk

The burning question of the study was “Can 
hospital shootings be prevented?” The authors 
concluded that a magnetometer — or gun detec-
tion technology — would have prevented only 
about one-third of the shootings.

In fact, in about one in four ED shootings, the 
perpetrator took the gun from a hospital security 
officer, the authors found.

Most cases involved a “determined shooter” 
who had one of four motives: A grudge or revenge, 
suicide, ending the life of an ill relative, or a patient 
trying to escape police custody.

Yet shootings create stress and fear, and 
employees may demand more security measures, 
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Vaccination rates continued to rise among 
health care workers this fall, a bright spot 

as public health authorities warned that this flu 
season could be worse than usual.

“What we’re seeing in health care workers 
is encouraging,” Thomas Frieden, MD, MPH, 
director of the Centers for Disease Control and 
Prevention told reporters in a conference call. 
“We’ve got 80% to 90% of health care work-
ers…vaccinated this season.”

The high vaccination rates are among phar-
macists, physicians and nurses, Frieden said. 
“We need to do much better among allied 
health workers, aides and [in] other health care 
systems as well as in nursing homes,” he said.

CDC reported a high level of influenza-like 
illness in five states in December and moderate 
levels of illness in two other states.

“This is the earliest regular flu season we’ve 
had in nearly a decade, since the 2003-2004 flu 

season, [not including the 2009 pandemic],” 
Frieden said. “That was an early and severe flu 
year, and while flu is always unpredictable, the 
early nature of the cases as well as the specific 
strains we’re seeing suggest that this could be a 
bad flu year.”

The prevailing strain in December was 
H3N2, which is associated with more severe ill-
ness, he said.

CDC is promoting universal vaccination — of 
everyone except babies 6 months or younger. 
By December, 123 million doses of vaccine were 
available. Frieden said the vaccine was well-
matched with the prevailing strains.

While sounding the warning about the poten-
tial for a bad flu season, Frieden also noted that 
it is impossible to foresee the trajectory of influ-
enza outbreaks.

“Flu is unpredictable,” he said. “That’s prob-
ably the most predictable thing about it.”  n

HCWs seek flu vaccine as season starts early

such as screening devices, the authors said.
“[T]he perception of workplace violence risk 

in health care settings is often heightened. For 
example, surveys reveal that the perceived risk of 
an active shooter on campus was three times the 
actual risk, whether the campus experienced a pre-
vious event or not.

One reassuring finding for health care work-
ers: Only one in five of the shooting victims was 
an employee, and few of those were physicians or 
nurses.

ReFeReNce

1. Kelen GD, Catlett CL, Kubit JG, et al. Hospital-based 
shootings in the United States: 2000-2011. Ann Emerg Med 
2012;60:790-798.e1.  n

SEIU sues to stop 
RI flu shot mandate
Vaccine or mask — or pay $100 fine

The toughest flu vaccine mandate in the coun-
try faces a legal challenge from the nation’s 

largest union representing health care workers.

The Rhode Island Department of Health issued 
a rule in October 2012 that requires all health 
care workers who are not vaccinated against influ-
enza to wear a surgical mask during all patient 
contact when the Director of Health declares that 
influenza is widespread. Michael Fine, MD, made 
the first such declaration on December 5.

Health care workers who do not comply can be 
fined $100 for each violation and sanctioned by 
the licensing board for “unprofessional conduct.”

In a lawsuit filed on December 6, the Service 
Employees International Union (SEIU) called the 
rule “arbitrary, capricious and irrational” and 
asserted that the rule violates the U.S. and state 
constitutions as well as labor, privacy and equal 
protection laws.

There’s no scientific evidence that flu vaccina-
tion of health care workers results in fewer cases 
of influenza or that wearing a mask during flu 
season protects patients, the SEIU said. Masks 
interfere with communication and might even 
increase the risk of transmission when health care 
workers touch their face to adjust the masks, the 
SEIU said.

“The first edict of medicine is, ‘First do no 
harm.’ Masking is harming the ability of health 
care workers to provide quality patient care,” 
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says Bill Borwegen, MPH, SEIU safety and health 
director.

The Department of Health does not comment 
on pending legal matters, spokesperson Dara 
chadwick told HEH.

Hospitals support mandate

The rule drew support from the hospital and 
long-term care industries in Rhode Island.

“All of our members are in support of the 
policy,” says Amanda Barney, vice president of 
communications and administration at the Hospi-
tal Association of Rhode Island in Cranston. “By 
having a uniform policy, employees who work at 
multiple organizations know what the rules are 
no matter what.

“We applaud the director of the Department of 
Health for taking the lead on this issue,” she says.

The 13 hospitals in Rhode Island had a health 
care worker vaccination rate of 73% in 2011-
2012; the national rate for hospitals was 77%, 
according to the Centers for Disease Control and 
Prevention.

The long-term care industry also has adapted 
well to the new regulation, says Virginia Burke, 
president and CEO of the Rhode Island Health-
care Association in Warwick. “They asked us 
basically for 100 percent compliance immedi-
ately,” she says. “I had advocated for moving a 
little more slowly and phasing it in.”

Although some employees were unhappy about 
the new rule, the long-term care facilities did not 
see a spike in job turnover, Burke says. “A lot of 
people had said they would rather lose their jobs 
than accept a vaccine that they didn’t believe in,” 
she says. “But when it finally came down to it, 
they went ahead and got vaccinated.”

Burke says she became convinced of the 
benefits of vaccination after reading some 
peer-reviewed articles that showed an effect in 
long-term care. For example, a randomized, con-
trolled study in the United Kingdom compared 22 
care homes in which about 48% of workers were 
immunized and 22 care homes with a vaccination 
rate of about 6%.1 There was lower mortality and 
fewer hospitalizations in the homes with higher 
vaccination rates in one study year (2003-2004) 
but not the next (2004-2005). (Influenza activity 
was low in 2004-2005.)1

Burke says she does have concerns about the 
impact of mask-wearing on patient care, particu-
larly among patients with dementia. “But the fact 
that so many of our nurses and nurses’ aides have 

been vaccinated has mitigated that concern,” she 
says.

Unions win legal challenges

Other legal challenges to mandatory flu vac-
cination policies have succeeded. In Washington 
state, home of the first hospital to implement a 
flu vaccine mandate, the nurses’ union prevailed 
in a labor grievance. The SEIU prevailed in an 
arbitration ruling against the University of Iowa 
Hospitals and Clinics, which then switched to a 
voluntary program. The University of Iowa Hos-
pitals still attained an 86% vaccination rate.

The British Columbia Health Ministry in 
Canada recently backed down at least temporar-
ily from a vaccine-or-mask mandate after three 
unions filed grievances. The British Columbia 
Nurses Union questioned the ties between a major 
proponent of the BC mandate and Novartis Phar-
maceuticals, a manufacturer of flu vaccine.

The SEIU has been seeking to convince employ-
ers to boost vaccination through voluntary pro-
grams that emphasize education, Borwegen says. 
“Until we have clinical evidence that the vaccine 
is necessary to protect patients, we should be edu-
cating people to get the vaccine but we shouldn’t 
be taking disciplinary action,” he says.

REFERENCE

1. Hayward AC, Harling R, Wetten S, et al. Effectiveness of 
an influenza vaccine programme for care home staff to pre-
vent death, morbidity, and health service use among residents: 
cluster randomised controlled trial. BMJ 2006; 333:1241-
1244.  n

NIOSH: Track HCWs who 
handle hazardous drugs
Get baseline, post-exposure lab work

Hospitals should identify which employees 
could be exposed to hazardous drugs and 

should track their medical history in a surveil-
lance program, the National Institute for Occupa-
tional Safety and Health (NIOSH) said in a recent 
notice.

NIOSH stopped short of recommending annual 
clinical testing of employees, but did advise 
employers to obtain baseline laboratory testing 
and health history and to track employees with 
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the potential for exposure with periodic repro-
ductive and general health questionnaires.

Regular medical testing has been controver-
sial because changes in results can occur as part 
of normal variation, notes Thomas H. connor, 
PhD, research biologist with NIOSH’s Divi-
sion of Applied Research and Technology and 
an expert on hazardous drugs and occupational 
safety. With a wide range of hazardous drugs, it 
isn’t clear what clinical markers are significant, he 
says. (For more information, see HEH, November 
2012, p.125.)

Some hospitals may have halted their medical 
surveillance because of uncertainty about the lab 
testing, says Martha Polovich, PhD, RN, AOCN, 
director of clinical practice at the Duke Oncology 
Network in Durham, NC, who helped develop 
the NIOSH “Workplace Solutions” document. 
(The document is available at www.cdc.gov/
niosh/docs/wp-solutions/2013-103/pdfs/2013-
103.pdf.)

The NIOSH guidance makes it clear that hospi-
tals should have ongoing medical surveillance, she 
notes. “This serves to encourage organizations to 
begin — or resume — some kind of health moni-
toring of employees, even if it’s only the question-
naire,” she says.

The medical surveillance should be part of 
a broader program to reduce the hazards to 
employees who may come into contact with anti-
neoplastic agents and other hazardous drugs, 
NIOSH says.

“An effective surveillance program begins with 
a hazard identification program that is integrated 
with surveillance for disease or illness,” the docu-
ment says.

Baseline monitoring is essential, Polovich notes. 
“If you monitor following an [exposure] acute 
event and you don’t know what the person’s 
baseline values are, then what you find after a 
known exposure means nothing,” she says.

Health questionnaires, including any history of 
reproductive problems, can be revealing, she says. 
“People should have their health evaluated over 
the lifetime of handling [hazardous drugs],” she 
says.

According to NIOSH, health care employers 
should:

1. Identify health care workers who may be 
exposed to hazardous drugs. In addition to phar-
macy employees who handle the drugs and nurses 
who administer them, this may include OR per-
sonnel, housekeepers, and workers who receive or 
transport the shipments of drugs.

2. Use various methods to reduce the hazards, 
including work practice and engineering con-
trols and personal protective equipment. Educate 
workers about the hazards.

3. Establish a medical surveillance program 
that gathers information on medical and occu-
pational history. The program also may gather 
information from physical examination, labo-
ratory studies and biological monitoring. The 
monitoring should be adapted to the specific 
characteristics of the drugs the employees could 
be exposed to. For example, if a drug has liver 
toxicity, monitoring may include a measure of 
liver enzymes.

4. Gather information on reproductive prob-
lems or events. “Unless information about rel-
evant symptoms and medical events such as 
spontaneous abortions is deliberately sought, 
their occurrence is likely to go unreported,” 
NIOSH says.

5. Be alert for trends. The surveillance should 
detect any patterns in the health events or repro-
ductive health of workers who could be exposed 
to hazardous drugs.

6. Conduct baseline laboratory testing and 
follow up with workers who have had an acute 
exposure. An acute exposure would include skin 
contact or inhalation due to spill or leak, such as 
a leaking IV bag.  n

Poor PPE use linked
to weak training
Even OHNs lacked formal education

Nurses often don’t know when or how to use 
respirators, and the fault may lie with their 

education — or the lack of it.
Basic nursing education contains little informa-

tion on respiratory protection, other personal pro-
tective equipment (PPE), or occupational safety, an 
Institute of Medicine panel reported.1 Even occu-
pational health nurses reported that they learned 
about respirators on the job, at professional con-
ferences or from a special course rather than in 
their formal nursing education, according to a sur-
vey conducted through professional organizations.2

When health care workers have a lack of knowl-
edge and a poor perception of risk of infection, 
they are more likely to have poor compliance with 
respiratory protection, says Debra Novak, RN, 
senior service fellow with the National Personal 
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Protective Technology Laboratory (NPPTL) of 
the National Institute for Occupational Safety and 
Health (NIOSH).

“We’ve finding the infection control preparation 
is pretty weak in their educational programs,” says 
Novak.

Respiratory protection will get a much-needed 
boost later this year when The Joint Commission 
accrediting agency issues a monograph on best 
practices. Novak advises employee health profes-
sionals to seize the limelight by creating a working 
group with infection preventionists, safety officers 
and risk managers to discuss how to improve the 
proper use of PPE.

“Daily PPE compliance is probably the best 
practice for emergency preparedness,” says Novak. 
The challenge is “increasing awareness of proper 
use of respiratory PPE, working with health care 
workers in upgrading their knowledge base and 
risk perception, and teaching them about infection 
prevention practices,” she says.

Gaps in knowledge add to risk

Health care workers are notoriously unprepared 
to use respirators. The Respirator Use Evaluation 
in Acute Care Hospitals (REACH) project, spon-
sored by NIOSH, revealed the gaps:

They receive little instruction during their 
annual fit-testing (40% of California nurses said 
their training lasted one minute to 15 minutes). 
They don’t don or doff them properly (38% of 
North Carolina health care workers failed to 
remove the respirator properly and 32% failed to 
perform hand hygiene after removing them). They 
often didn’t even know they were supposed to be 
fit-tested (15% of health care workers in Minne-
sota said they didn’t need fit-testing before wearing 
an N95 respirator).3

A survey of 1,074 nurses in the Toronto area 
found that fewer than half regularly use the recom-
mended PPE – despite the city’s experience with 
SARS, in which 54 health care workers became ill 
and two nurses and a doctor died.

A culture of safety makes a difference. Nurses 
were twice as likely to wear the recommended PPE 
if they “perceived their organization supported 
the health and safety of employees,” the authors 
found. Nurses who had received training and fit-
testing in the last two years reported greater adher-
ence to PPE use, and emergency department nurses 
reported less compliance.4

Too often, nurses and other health care workers 
don’t understand why they need to wear respira-

Take steps to 
improve PPE use

Employee health professionals play an 
important role in promoting proper use of 

personal protective equipment (PPE) by health 
care workers. Here are some steps hospitals 
can take to improve respirator use, says Debra 
Novak, RN, senior service fellow with the 
National Personal Protective Technology Labo-
ratory (NPPTL) of the National Institute for 
Occupational Safety and Health (NIOSH):

• Make a commitment to organizational 
safety. PPE use is higher when the facility has 
an overall culture of safety, studies show. Seek 
best practices through collaboration between 
employee health, infection control, risk man-
agement and safety, Novak advises.

• Place signs in a timely way to alert staff 
about the need for respiratory protection.

• Update PPE education annually, including 
when to use PPE, what to use based on infec-
tion precautions, how to properly don and doff 
respiratory PPE and why PPE is an important 
last line of defense.

• Develop a targeted, annual competency 
program on proper PPE use that reinforces 
infection control and occupational safety 
and health practices.  CDC has developed an 
instructional program for the selection and 
use of PPE in healthcare settings that can be 
accessed at www.cdc.gov/HAI/prevent/ppe.
html.

• Monitor PPE compliance with unit-based 
routine observations and reinforce proper 
donning and doffing practices. An evaluation 
checklist and other resources are available from 
the toolkit provided by the California Depart-
ment of Public Health at www.cdph.ca.gov/
programs/ohb/Pages/RespToolkit.aspx.  n

tors, says Novak. “Health care workers think you 
only wear respirators for TB,” says Novak, who 
notes that NIOSH recently released an updated list 
of potentially life-threatening infectious diseases. 
(See box, above.)

She cites the case of an unconscious patient 
who was treated in the emergency department of 
Alta Bates Summit Medical Center in Oakland, 
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CA, and later was determined to have meningitis. 
The EMTs who responded wore protection, but 
the police officer who first found the patient and 
a respiratory technician in the emergency depart-
ment did not wear respirators and became severely 
ill. (See HEH, October 2012, p.112.)

A study of an early outbreak of 2009 H1N1 
in New York City found almost five unprotected 
exposures by health care workers for every patient 
who presented with influenza-like symptoms. The 
authors noted “suboptimal adherence to recom-
mended PPE” as one of the factors in the expo-
sures.5

OHNs can boost respirator use

Occupational health nurses play an impor-
tant role in educating health care workers about 
respiratory protection, according to an Institute 
of Medicine panel. The panel focused on how to 
improve the education and training of occupa-
tional health nurses so they can boost compliance.

“The goal is to look at how we educate nurses 
from the time they enter nursing up to and 
including when they would become an occupa-
tional health nurse,” 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 association community liaison for 
the Association of Occupational Health Nurses in 
Healthcare (AOHP). “What competencies do they 
need to have? What are the best ways to enhance 
the knowledge?”

A survey of more than 2,000 occupational 
health nurses found that 83% said they were 
“competent, proficient or expert” in respiratory 
protection. Most (68%) had learned about respira-
tory protection on the job and about half (55%) 
had taken a spirometry class that was sponsored 
by the National Institute for Occupational Safety 
and Health.2

Occupational health nurses were more likely to 
feel competent if they had more experience, had 
certification (COHN), or if they were the person 
primarily responsible for the respiratory protection 
program.

The survey revealed one area of uncertainty: 
About one in four (28%) occupational health 
nurses said they weren’t comfortable explaining 
the difference between a mask and a respirator, 
says Barbara J. Burgel, RN, PhD, FAAN, clini-
cal professor and adult nurse practitioner in the 
University of California, San Francisco School of 

Nursing and an author of the study.
Employee health professionals need to help 

health care workers feel confident in using a res-
pirator when they are potentially at risk, says 
Gruden. “We’re constantly being proactive to 
teach staff they don’t need to wait until there’s a 
sign on the door that says ‘airborne protections,’” 
she says.

Some occupational health nurses reinforce respi-
ratory protection by including it in other wellness 
and safety initiatives, such as discussing respiratory 
health during a smoking cessation class, Burgel 
says.

“We take special pride in health coaching and 
tailoring programs for behavior change,” she says. 
“We’re trying to get individuals to change their 
behavior and wear respiratory protection cor-
rectly.”
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An ‘unfinished agenda’
on sharps safety
Includes raising student awareness

There’s more work to do to keep health care 
workers safe from needlesticks. That was the 

primary message of an online awareness event 



February 2013 / Hospital EmployEE HEaltH ® 23

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 pro-
vided 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 hos-
pital employees affect health care workers, 
hospitals, 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.  

by Safe in Common, an organization promoting 
sharps safety.

About 600 people in 15 countries tuned into 
the conference in November; about 78% of them 
said needlesticks persist in their workplace. Safe in 
Common plans another online conference for Feb. 
5 at 1 p.m. to discuss “the unfinished agenda.” 
(More information is available at www.safeincom-
mon.org.)

“Tremendous improvements have been made. 
It’s a much safer climate for most of our health 
care workers. And yet we know there are seg-
ments of workers and settings that continue to be 
really quite hazardous,” says Mary Foley, RN, 
PhD, chairperson of Safe in Common, which is 
sponsored by Unilife, a York, PA-based manufac-
turer of retractable syringes and other “advanced 
drug delivery systems.”

It is especially important to raise awareness 
among students, says Foley, who was president of 
the American Nurses Association when President 
Clinton signed the Needlestick Safety and Preven-
tion Act. “They’re not getting an effective intro-
duction to the equipment, how to use it and why 
it matters,” she says.

The needlestick safety law requires employers 
to involve frontline health care workers in the 
selection of devices, but that doesn’t always hap-
pen, Janine Jagger, Ph.D., director of the Inter-
national Healthcare Worker Safety Center at the 
University of Virginia in Charlottesville said in the 
online conference. “Their input is really critical,” 
she said. “No one other than health care workers 
who use the devices really have the full spectrum 
of knowledge of which features will make a differ-
ence to them and which ones won’t.”

Jagger also stressed the importance of reporting 
and tracking needlesticks. EPINet at the University 
of Virginia has provided a standardized way for 
hospitals to report and track bloodborne patho-
gen exposures since 1992. The Centers for Dis-
ease Control and Prevention has launched a new 
surveillance system for exposures in the National 
Healthcare Safety Network (www.cdc.gov/nhsn/
hps_Exp.html).

By tracking needlesticks — where and how they 
occur — employers can assess their own devices 
and prevention programs, and they also can share 
information with manufacturers to spur new and 
better devices, said Jagger.

“So we still have a job to do,” she said. “We 
have come a long way. We just need to push for-
ward in an organized fashion to reach the next 
level of progress.”  n

n Benefits of post-offer 
pre-employment testing

n Preventing injuries 
from re-positioning

n State laws limit nurses’ 
work hours

n Why magnet hospitals 
are healthier for nurses

n Most work-related 
skin conditions are not 
reported
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1. When The Joint Commission expanded 
its definition of a “sentinel event,” 
what did it include as an example of 
a “reviewable” sentinel event that 
potentially affects employees?
A. Patient handling injuries
B. Needlesticks from an HIV-positive 
source patient
C. Rape, assault or homicide.
D. Life-threatening infectious disease

2. At St. Vincent’s Medical Center in 
Bridgeport, CT, safety meetings often 
focus on an S-BAR. What does that stand 
for?
A. Safety — Basic, Advanced and Revised
B. Situation, Background, Assessment, 
Recommendation
C. Staff Bridging Across Rank
D. Safety Barriers And Resources

3. In a study of 154 shootings between 
2000 and 2011, what was the most site 
of incidents?
A. Emergency department
B. Intensive care unit
C. Labor and delivery
D. Patient room
 

4. In a new Rhode Island Department of 
Health rule on flu vaccination of health 
care workers, what is the consequence of 
failing to get a flu shot?
A. Mask during patient care in flu 
outbreaks or pay $100 fine
B. Mask during entire shift in flu season
C. Mask in certain units (transplant, 
intensive care)
D. Termination


