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Ghost of SARS: Emerging MERS-CoV 
poses infection threat to HCWs
22 cases linked to one hospital in Saudi Arabia

An emerging SARS-like novel coronavirus may pose a particular threat 
for hospital outbreaks that could spread infections to both patients and 
health care workers.

The first sporadic cases of MERS-CoV (Middle East Respiratory Syndrome 
Coronavirus) occurred in Jordan in April 2012, but by late May of 2013, 43 
cases had been detected in eight countries: Jordan, Saudi Arabia, Qatar, the 
United Kingdom, France, Germany, Tunisia and the United Arab Emirates. 
The mortality rate is about 50% for known cases, although milder infections 
may be going unidentified.

Half of the known MERS-CoV cases came from a single outbreak at a hos-
pital in an eastern province of Saudi Arabia. Two health care workers were 
among those who developed MERS-CoV there after contact with infected 
patients. Ten people died.

“Increasingly, this virus is acting much the way SARS did,” says Eric Toner, 
MD, senior associate with the Center for Health Security at the University of 
Pittsburgh Medical Center. “It doesn’t seem to transmit well in the general 
community, like SARS. But it does seem to transmit within hospitals and 
between close contacts.

“The lessons for hospitals are the lessons from SARS,” he says. “Transmis-
sion is related to unrecognized cases and inadequate infection control.”

As of late May, no MERS-CoV cases had been identified in North America. 
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But that could change in a moment, cautions Gabor 
Lantos, MD, P.Eng, MBA, president of Occupational 
Health Management Services in Toronto and a con-
sultant to hospitals.

“One has to be very vigilant,” he says. “Just the 
way [MERS-CoV] went to Paris, it just takes a differ-
ent plane to come here. Dubai is now an airline hub. 
Who’s to say the next plane won’t be coming here 
with an infected person?”

In fact, the Centers for Disease Control and Pre-
vention advises that any clusters of severe acute 
respiratory illness among health care workers in the 
United States should be “thoroughly investigated. 

Occurrence of a SARI cluster of unknown etiology 
should prompt immediate notification of local public 
health for further notification and testing.”

Ask about travel to Arabian Peninsula

MERS-CoV is described as an acute respiratory 
infection, yet not all patients initially presented with 
respiratory symptoms. The World Health Organiza-
tion recommends droplet and contact precautions, 
but acknowledged that “the exact mode of transmis-
sion is unknown.”

“So far, no evidence of sustained transmission 
beyond the clusters into the community has been 
observed,” the WHO reported.

One thing is clear: MERS-CoV is a reminder of the 
importance of vigilant infection control. Failing to 
promptly identify suspect cases and put the patients in 
airborne isolation and failing to use proper personal 
protective equipment led to hospital outbreaks of 
SARS, notes Toner.

“As we saw with SARS, you can stop transmission 
with those measures,” he says. “It should be a wake-
up call to hospitals that you really should be doing 
this routinely.”

CDC advises health care providers to evaluate 
patients for the novel coronavirus if they developed 
a severe acute lower respiratory infection within 14 
days of travel to the Arabian peninsula or neighbor-
ing countries or if they were in close contact with a 
symptomatic traveler who developed fever and acute 
respiratory illness within 10 days of being in that 
region. Close contacts include health care workers.

The countries in that region of concern are: Bah-
rain, Iraq, Iran, Israel, Jordan, Kuwait, Lebanon, 
Oman, Palestinian territories, Qatar, Saudi Arabia, 
Syria, the United Arab Emirates (UAE), and Yemen.

Toner suggests that hospitals may want to be even 
more sensitive to fever and illness among travelers 
to or near the Arabian Peninsula. The French clus-
ter originated with a man who had traveled to the 
Persian Gulf and came to the emergency room with 
a fever and gastrointestinal symptoms, Toner says. 
Because he didn’t initially have respiratory symptoms, 
he was not isolated.

“Health care providers need to have a high index 
of suspicion,” he says.

The WHO cautioned, “Clinicians are reminded 
that MERS-CoV infection should be considered even 
with atypical signs and symptoms, such as diarrhea, 
in patients who are immunocompromised.” 

The WHO issued infection control guidelines that 
recommend the use of a mask when in close contact 
with a suspected MERS-CoV patient and the use of 
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a respirator, eye protection, gown and gloves when 
performing aerosol-generating procedures. (See box 
on p. 75.)

“The infection of two health care workers who 
had contact with infected patients and other examples 
of nosocomial transmission re-emphasize the need for 
meticulous adherence to appropriate infection control 
measures when MERS-CoV is suspected, beginning 
with initial patient triage,” the WHO said.

Old SARS closed hospitals

SARS illustrated how suddenly and unpredictably 
a novel infection could spread. A few “superspread-
ers” were highly infectious and linked to aerosolized 

transmission. Ultimately, outbreaks led to the closing 
of hospitals, the quarantine of nurses, and the illness 
and deaths of health care workers.

So far, MERS-CoV transmission has been limited. 
But caution is the lesson from SARS. A SARS Com-
mission convened in Ontario issued a final report in 
2007, urging the adoption of a “precautionary prin-
ciple that safety comes first, that reasonable efforts to 
reduce risk need not await scientific proof.”1

Today, that means hospitals need to be prepared to 
prevent airborne spread of a novel infectious disease, 
Lantos says. He urges hospitals to include an indus-
trial hygienist or safety officer with knowledge about 
respiratory protection in the preparedness task force.

Reducing the risk of airborne transmission may 

The World Health Organization has issued the fol-
lowing recommendations for those caring for sus-

pected or confirmed MERS-CoV patients
• Limit the number of HCWs, family members and 

visitors in contact with a patient with probable or con-
firmed nCoV (novel coronavirus) infection.

• To the extent possible, assign probable or con-
firmed cases to be cared for exclusively by a group 
of skilled HCWs both for continuity of care and to 
reduce opportunities for inadvertent infection control 
breaches that could result in unprotected exposure. 

• Family members and visitors in contact with a 
patient should be limited to those essential for patient 
support and should be trained on the risk of trans-
mission and on the use of the same infection control 
precautions as HCWs who are providing routine care. 
Further training may be needed in settings where hos-
pitalized patients are often cared for by family mem-
bers.

In addition to Standard Precautions, all individuals, 
including visitors and HCWs, when in close contact 
(within 1 meter) or upon entering the room or cubicle 
of patients with probable or confirmed nCoV infection 
should always:

• wear a medical mask
• wear eye protection (goggles or a face shield);
• wear a clean, non-sterile, long-sleeved gown; and 

gloves (some procedures may require sterile gloves);
• perform hand hygiene before and after contact 

with the patient and his or her surroundings and 
immediately after removal of PPE.

• If possible, use either disposable equipment or 
dedicated equipment (e.g. stethoscopes, blood pres-

sure cuffs and thermometers). If equipment needs to be 
shared among patients, clean and disinfect it between 
each patient use. HCWs should refrain from touching 
their eyes, nose or mouth with potentially contami-
nated gloved or ungloved hands.

• Place patients with probable or confirmed nCoV 
infection in adequately ventilated single rooms or 

Airborne Precaution rooms; if possible, situate the 
rooms used for isolation (i.e. single rooms) in an area 
that is clearly segregated from other patient -care areas. 
When single rooms are not available, put patients with 
the same diagnosis together. If this is not possible, 
place patient beds at least 1 meter apart.

In addition, for patients with probable or confirmed 
nCoV infection:

• Avoid the movement and transport of patients out 
of the isolation room or area unless medically neces-
sary. The use of designated portable X-ray equipment 
and other important diagnostic equipment may make 
this easier. If transport is required, use routes of trans-
port that minimize exposures of staff, other patients 
and visitors. 

• Notify the receiving area of the patient’s diagnosis 
and necessary precautions as soon as possible before 
the patient’s arrival.

• Clean and disinfect patient-contact surfaces (e.g. 
bed) after use.

• Ensure that HCWs who are transporting patients 
wear appropriate PPE and perform hand hygiene after-
wards.

Editor’s note: World Health Organization updates 
and infection control precautions are available at www.
who.int/csr/disease/coronavirus_infections/en/.] n

WHO precautions for health workers
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require an understanding of the hospital’s air flow, 
the impact of facility design, and the best selection 
and use of respiratory protection, he says.

This is a good time for hospitals to beef up health 
care worker education about proper respirator use 
(such as donning and doffing) and to monitor PPE 
use and hand hygiene, Lantos says.

So far, the human-to-human transmission of 
MERS-CoV has been limited. “It is, I think, likely 
that there will be continued sporadic cases,” Allison 
McGeer, MD, director of infection control at Mount 
Sinai Hospital in Toronto told The Canadian Press 
after a visit to Saudi Arabia. “But whether this is a 
stable, sporadic virus that will continue to do what 
it’s been doing and not change very much or whether 
it’s a virus that’s in the process of changing and is 
going to cause more trouble is, I think, a completely 
open question.”

As hospitals and public health authorities cope 
with the MERS-CoV threat, they might consider the 
conclusions of the SARS Commission:

“SARS taught us that we must be ready for the 
unseen. There is no longer any excuse for govern-
ments and hospitals to be caught off-guard and no 
longer any excuse for health workers not to have 
available the maximum level of protection through 
appropriate equipment and training.”

Editor’s note: Updated information about MERS-
CoV from the CDC is available at www.cdc.gov/coro-
navirus/ncv/case-def.html.

REfEREncE

1. Campbell JA. Spring of Fear: The SARS Commission Final 
Report, Toronto, 2006. Available at www.archives.gov.on.ca/
en/e_records/sars/index.html. Accessed on May 23, 2013. n

Caring for caregivers
after Boston bombing
‘Facilitated conversations’ ease trauma

When two bombs went off near the finish line 
of the Boston Marathon, hospital clinicians 

had one thought: I have to get to work. A surgeon 
who had just run 26 miles came into Beth Israel 
Deaconess Medical Center and prepared to oper-
ate. Nurses and doctors treating the wounded 
wondered about their own family and friends.

The first victims arrived at Beth Israel within 20 
minutes of the blast. (Many had initial treatment 
by medical personnel at the scene.) The hallways 

quickly filled with law enforcement officers look-
ing for eye witnesses. The lobby overflowed with 
people looking for missing relatives. Ambulances 
raced in and out. Security officers screened people 
coming into the facility.

“Everybody goes into their instinctual mode, 
doing their job and doing it very well,” says Bar-
bara Sarnoff Lee, MSW, LICSW, the hospital’s 
director of social work and director of patient-
family engagement.

But while hospital employees from environmen-
tal services workers to advanced practice nurses 
were shifting into overdrive, the hospital also 
thought about how to care for the caregivers, Lee 
says.

“The leadership recognized that you can only 
be in that hyper-vigilant disaster mode for so long, 
and we needed to think about how we can keep 
our workforce resilient and able to do their job – 
as well physically and emotionally,” she says. “We 
moved pretty quickly into thinking about how 
we would help the staff and what the staff would 
need.”

By the middle of the first week of the bombing, 
members of the social work, psychiatric and pasto-
ral staff began holding “facilitated conversations” 
with employees. These conversations happened in 
small, natural groupings, particularly in the emer-
gency department, ICU, and OR.

“The message we try to give people [is that] this 
is an abnormal event. What you are feeling, what-
ever it is, is a normal response to an abnormal 
event,” Lee says. “We want to let people know 
that most of what they’re thinking and feeling is 
normative.”

Building an emotional connection

Just the act of gathering together and talking 
can be therapeutic, she says. “What happens in 
situations like this is that people feel their world 
is somewhat shattered. They feel they’ve lost con-
nection,” she says. ”It’s about bringing people 
together to build a connection.”

Health care workers also need to know about 
possible physical responses. “There’s a physiologic 
component of trauma,” says Lee. “We talk to 
people about what to anticipate. People may be 
more irritable than they normally are. They may 
eat more, eat less, drink more.”

They might have trouble sleeping, or find 
themselves being overly startled by a loud noise. 
Exercise, a good sleep schedule and regular eating 
patterns can help people cope, she says.
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In the weeks after the event, Beth Israel held 
multiple facilitated meetings on multiple shifts 
to give employees an opportunity to gather, talk, 
listen, and get advice. The sessions included envi-
ronmental services workers, dietary staff and 
transporters — people who were crucial to keep-
ing the hospital running smoothly but were not as 
prominent as the direct caregivers.

On the Friday of the second week after the 
bombing, the hospital held a 15-minute service 
facilitated by the hospital’s director of pastoral 
care. The hospital CEO and COO spoke. “They 
felt it was really important to pause and for senior 
leadership to thank employees,” says Lee. Adding 
a spiritual component also opened an avenue for 
coping. “That was just another way of taking care 
of people,” says Lee.

A month after the bombing, Beth Israel still held 
some open forums. ”We felt it was important to 
communicate the message that not everybody is 
done with this and we still care about you,” she 
says.

If employees continue to have significant prob-
lems more than a month after the event — trouble 
sleeping or concentrating, or other symptoms that 
interfere with daily life, they are advised to seek 
professional help, says Lee. The Employee Assis-
tance Program can provide a link to counseling.

‘Things happen every day’

The Boston Marathon bombing is a unique 
event, and in some ways, the support for staff was 
also unique. Hollywood celebrities and politicians 
visited the hospital and personally thanked health 
care workers.

There was a community outpouring, a sense 
of pride and unity in Boston that flowed into the 
hospitals where some bombing victims remained 
hospitalized for weeks. Donated tickets allowed 
hospital staff to go to Red Sox games or attend 
special events. The social work staff received a free 
Duck Boat tour. Cards and letters poured in from 
church and school groups.

Outside experts also bolstered Beth Israel’s 
efforts. A team from the Israeli Trauma Coali-
tion shared their advice. The U.S. Department of 
Health and Human Services sent mental health 
experts.

Yet the framework for emotionally supporting 
health care workers applies in many cases and for 
hospitals around the country, says Lee. 

There could be an adverse event that led to an 
unexpected patient death. Or a sudden death of an 

Budget cuts threaten
NIOSH research centers
Occ health workforce could be affected

The budget impasse plaguing Washington may 
actually save the National Institute for Occu-

pational Safety and Health (NIOSH) from some 
deep cuts.

President Obama’s proposed budget for Fiscal 
Year 2013 would eliminate NIOSH-funded Educa-
tion and Research Centers (ERCs), which provide 
training for occupational health and safety pro-
fessionals. The 17 ERCs are based at universities 
around the country.

While NIOSH supporters rally to maintain the 
agency’s funding, a political stalemate has resulted 
in funding at the same level as FY2012. Although 
NIOSH funding is just a blip in comparison to 
the large debates over deficits, revenues and taxes, 
supporters hope to seize the moment to highlight 
the importance of the agency.

“Our very serious concern is that if the NIOSH 
funding does not include support for the ERC, 
it’s going to undermine what is already an emerg-
ing problem — which is an adequate number of 
health and safety professionals to fill the demand 
that business will have for this decade and future 
decades,” says Jim Johnson, vice president for 
Workplace Safety Initiatives for the National 
Safety Council in Itasca, IL.

“One of the contributing factors is the fact that 
the current health and safety professionals are, in 
many cases, nearing retirement age,” he says.

In fact, a 2011 NIOSH study found that 
employers plan to hire at least 25,000 occupa-
tional health and safety professionals in the next 
five years, but only about 12,000 new graduates 
will be available.

The proposed cuts to the ERCs assume that 
universities would pick up the slack and fund the 
training programs. But that isn’t necessarily the 
case, says Johnson.

“It could mean the closure of those programs 

employee on a unit. Or a more localized disaster 
that nonetheless is traumatic. Those are all oppor-
tunities for “facilitated conversations” to help 
people cope, Lee says.

“I urge people to remember that things happen 
every day that impact people,” she says. n
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or it could mean reductions in available resources 
and staffing for delivery of the courses,” he says. 
“We’re not entirely clear at this point what the 
exact impact would be for each of these programs. 
Clearly, if they lose some of the NIOSH funding, 
it’s going to hamper their ability to stay in that 
area of degree preparation or they’re going to cut 
back.”

Even with the continued funding, there will be a 
mismatch in the supply of occupational health and 
safety professionals, he says.

Should NIOSH stay in CDC?

The debate over ERCs has renewed some 
broader concerns about support for the primary 
research agency for occupational health.

The American Industrial Hygiene Association 
(AIHA) and the American Society of Safety Engi-
neers (ASSE) are requesting a General Accounting 
Organization study on whether NIOSH should 
remain a part of the Centers for Disease Control 
and Prevention.

“The CDC, in fulfilling its difficult mission 
of meeting the challenges to American’s overall 
health and well-being, is not in the best position to 
champion NIOSH’s largely separate and distinct 
mission of supporting protections for Americans at 
work,” the organizations said in a joint letter.

Concern about NIOSH’s status within CDC 
spiked in 2004 when CDC announced plans to 
place NIOSH within a “coordinating center” as 
part of a reorganization, a move that would have 
given it less autonomy. Stakeholders rallied to 
NIOSH’s defense and lobbied Congress on its 
behalf. CDC maintained the status quo.

“We still see this as a long term concern,” says 
Aaron K. Trippler, AIHA director of government 
affairs. For example, CDC takes money from the 
NIOSH budget for its overhead, he says.

If NIOSH moved out of CDC, there are several 
possibilities: It could become part of the Depart-
ment of Labor, as a sister agency of the U.S. 
Occupational Safety and Health Administration. 
It could become another institute of the National 
Institutes of Health. Or it could be a stand-alone 
agency within the U.S. Department of Health and 
Human Services.

Most importantly, there needs to be more 
awareness about the important work that NIOSH 
does to investigate hazards and research ways to 
make the workplace safer, Trippler says.

“There’s a good level of support on the Hill for 
NIOSH and what it does,” he says. “There are 

CDC to Baby Boomers:
Get an HCV test
But what about health care workers?

The message from the Centers for Disease 
Control and Prevention on testing for hepa-

titis C is unequivocal. In the words of director 
Thomas frieden, MD, MPH: “Baby boomers 
may not remember everything we did in the ‘60s 
or ‘70s, but our liver does.”

While CDC is urging everyone born between 
1945 and 1965 to be tested for hepatitis C, 
the CDC has not altered any recommendations 
related to health care workers. The agency does 
not advise health care employers to routinely 
test employees for hepatitis C.

Yet hospitals are still wrestling with the ques-
tion of whom to test — and when. In its guide-
line for management of health care workers 
with hepatitis B virus, hepatitis C virus and/or 
HIV, the Society for Healthcare Epidemiology 
of America (SHEA) did not recommend manda-
tory testing of health care workers. Employers 
should offer “voluntary confidential testing,” 
SHEA said. “A provider who conducts [expo-
sure-prone] procedures is ethically obligated to 
know his or her infection status with respect to 
HBV, HCV and HIV,” the guideline states.

Health care workers also should be tested if a 
patient is exposed to a provider’s blood or body 
fluid, SHEA said.

Some hospitals have gone beyond those rec-
ommendations to conduct a wider screening of 
new employees.

Tampa (FL) General Hospital has been test-
ing new employees for hepatitis C since the 
mid-1990s. Every year, about 1,000 new hires 
receive the test and about 20 or 25 are posi-
tive, says JoAnn Shea, MSN, ARNP, director of 
employee health and wellness.

“At least 75% didn’t know they had it. Most 
people are asymptomatic,” she says. “We get 
them into treatment with a hepatologist. Some 
of them have been able to clear the virus.”

also individuals who need to be educated a little 
more about the importance of NIOSH.”

Employers also can play a role in raising aware-
ness about why NIOSH needs support and stable 
funding, Johnson says. “There is real business 
value at the end of the day,” he says. n
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The test is required for new hires who will be 
involved in exposure-prone procedures, and it is 
voluntary for other new hires, she says. Current 
employees also can be tested, if they want to 
know their status.

In the past 20 years, only two individuals 
were not hired after a positive hepatitis C test. 
One was a student and the other was a sur-
gical tech who would have been involved in 
exposure-prone procedures. Both had high viral 
loads — in the millions.

Shea says she maintains confidentiality and 
simply reports that the person cannot be hired 
for that position.

“We feel like we’re supporting public health 
initiatives,” Shea says. “The CDC feels there 
needs to be more awareness about hepatitis C. 
We are making sure these employees are getting 
evaluated and treated.”

Testing of new hires also reduces the risk of 
a future liability for the hospital if a health care 
worker later discovers he or she has HCV but 
never reported a specific exposure, Shea says. 
HCV infection without other known risk fac-
tors could be presumed to be occupational.

Boomers at greatest risk

In its new awareness campaign, CDC 
emphasizes that:

• Baby boomers are five times more likely 
than other Americans to have hepatitis C.

• About 3 million Americans have hepatitis 
C, and

• About three-fourths of the people who 
have the virus don’t know it.

“Right now, there are better hepatitis C 
treatments available than ever and there are 
more treatments coming in the coming year. 
So confirming that someone is more infected is 
more important than ever,” Frieden said in a 
telephone news conference.

“Not everyone with hepatitis C will need 
treatment, but everyone with hepatitis C 
should be linked to care so that they can moni-
tor how their liver is doing, determine when 
and if treatment is warranted, avoid things like 
excess alcohol which can damage their liver, 
and avoid medications that could also damage 
their liver as well as getting vaccinated against 
hepatitis B to protect their liver,” he said.

CDC also has another awareness campaign 
to prevent transmission of hepatitis C and 
other bloodborne pathogens. The One & Only 

Strategies to cope
with PPD shortage
Hospitals delay screening, switch to IGRAs

A shortage of a major TB skin-testing product 
forced some hospitals to alter their health care 

worker screening programs, but it also demon-
strated the ability of employee health departments 
to adapt to change circumstances.

Due to manufacturing problems, Tubersol, 
a purified protein derivative (PPD) tuberculin 
product of Sanofi Pasteur, was in short supply in 
March, and was available only in 10-test vials in 
May. Supply of the 50-test vials was expected to 
resume in late May.

Some facilities switched to Aplisol, a PPD man-
ufactured by JHP Pharmaceuticals, leading to spot 
shortages of that product.

“It shows the fragility of the pipeline for key 
products like this,” says T. Warner Hudson, MD 
FACOEM, FAAFP, medical director of Occupa-
tional and Employee Health at the UCLA Health 
System and Campus.

Hudson never had an interruption in supply of 
PPD, but he immediately created a backup plan 
that involved doing more blood testing. UCLA 
already is gradually transitioning to QuantiF-
ERON-TB Gold by using it with new hires.

“It’s a lucky coincidence that QuantiFERON 
and T-Spot [another interferon-gamma release 
assay or IGRA blood test] are emerging as possible 
replacements,” he says.

Some hospitals responded to the shortage by 
delaying routine health care worker screening and 

Campaign (one needle, one syringe, only one 
time) promotes safe injection practices.

Sixteen outbreaks at health care facilities 
have been linked to at least 160 cases of hepa-
titis C between 2008 and 2012, most of them 
due to lapses in infection control.

In 2012, a traveling cardiac tech who 
worked in hospitals in 8 states was charged 
with diverting drugs for his own use and 
infecting patients with reused syringes. In 
2008, patients were infected with hepatitis 
C at the Endoscopy Center of Nevada when 
employees reused single-dose vials on multiple 
patients.

Hepatitis C is the nation’s leading cause of 
liver cancer. n
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using the available supply for patients and expo-
sure situations.

“It took us less than a day to get an action plan 
in place,” says Lynn Vining, RN, MSN, CPHQ, 
nurse manager in the Employee Health Clinic at 
the University of Iowa Hospitals and Clinics in 
Iowa City. “We had all bases covered if we needed 
to. That plan was written with all the case scenar-
ios that could possibly happen.”

The Centers for Disease Control and Preven-
tion suggested three alternatives to cope with the 
shortage, but left it up to facilities to decide how 
to proceed:

• Substitute IGRA blood tests for skin-testing.
• Defer some testing and use the available sup-

ply for priority testing.
• Substitute Aplisol for Tubersol — if it’s avail-

able.
Switching between skin-testing and blood-

testing can be problematic, notes John Jereb, MD, 
medical officer with CDC’s Division of TB Elimi-
nation.

“If you have a hospital with a program where 
the employees have been tested every year or 
two years [and] you switch from the skin test to 
IGRAs, you’re going to get different results for 
a few employees and that will be confusing,” he 
says.

It would be hard to determine whether the 
unexpected result was due to latent TB infection or 
a false positive result from a different test, he says.

The PPD shortage may cause some facilities to 
take a closer look at IGRAs and to learn more 
about the differences between the tests, he says.

“One of the silver linings is that in the specialty 
of TB control and the public health community, 
we have been forced to reexamine the role of 
skin testing in TB diagnosis, in screening, and in 
infection control,” Jereb says. “That can only be 
healthy.”

Meanwhile, as the Tubersol shortage was sub-
siding, CDC reported a “severe interruption” in 
the supply of isoniazid, a first-line drug for the 
treatment of latent TB infection.

The shortages reflect a public health concern, 
says Hudson. “There are products that are public 
health necessities that need to be protected, subsi-
dized, and supported,” he says.

REfEREncE
1. Centers for Disease Control and Prevention. National 
shortage of purified-protein derivative tuberculin products. 
MMWR 2013;62:312. n

Nurses struggle with 
night-shift sleepiness
1 in 4 stay awake 24 hours or more

Half of all health care workers who work the 
night shift get less than six hours of sleep a 

day.1 They drink caffeine to stay alert, but many 
still struggle to keep from involuntarily doz-
ing. And one in four night shift nurses resort to 
staying awake for at least 24 hours to adjust to 
changing schedules.2

Although night shift is a necessary and long-
standing part of hospital work, these findings 
indicate that nurses have not adapted well to an 
overnight schedule, says Karen Gamble, PhD, 
assistant professor of behavioral neurobiology at 
the University of Alabama at Birmingham. They 
are at risk for a condition known as shift work 
sleep disorder.

Employers should give employees informa-
tion on the best strategies to cope with night 
shift and should be aware of fatigue-related risk, 
Gamble says.

“No matter what we do, hospitals are going 
to have to have people who work at night. It’s 
unavoidable,” she says. “But I really hope that 
we can find a better way [to cope], whether it’s 
a different shift system or providing strategies 
for people to adapt to it.”

Televised pharmaceutical ads about shift 
work sleep disorder have helped raise awareness 
of this problem. The American Nurses Associa-
tion recently launched an educational campaign, 
with a webinar and tips on improving alertness.

“Shift work sleep disorders are under diag-
nosed and untreated,” says Jaime Murphy 
Dawson, MPH, senior policy analyst in the 
Department for Health, Safety and Wellness at 
the ANA in Silver Spring, MD.

Lark or owl? Neither does well on nights

Shift work sleep disorder is more than just 
sleepiness after a long night (or day) of work. 
Not everyone working night shift has a disorder. 
But fatigue-related problems are common for 
night shift workers.

In a 2011 ANA health and safety survey of 
4,614 nurses, one in 10 said they have had a car 
accident that they believe is related to fatigue or 
shift work.2
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According to the National Sleep Foundation, 
symptoms of shift work sleep disorder include:

• Excessive sleepiness
• Insomnia
• Disrupted sleep schedules
• Reduced performance
• Difficulties with personal relationships
• Irritability or depressed mood

Consider these issues to help workers

According to the National Institute for Occu-
pational Safety and Health, employers should 
consider the following issues to help employees 
cope with shift work woes:

Regular Rest: Establish at least 10 consecutive 
hours per day of protected time off-duty in order 
for workers to obtain 7-8 hours of sleep.

Rest Breaks: Frequent brief rest breaks (every 
1-2 hours) during demanding work are more 
effective against fatigue than a few longer breaks. 
Allow longer breaks for meals.

Shift Lengths: Five 8-hour shifts or four 

10-hour shifts per week are usually tolerable. 
Depending on the workload, twelve-hour days 
may be tolerable with more frequent interspersed 
rest days. Shorter shifts (8 hours), during the eve-
ning and night, are better tolerated than longer 
shifts.

Workload: Examine work demands with 
respect to shift length. Twelve-hour shifts are 
more tolerable for “lighter” tasks (such as desk 
work).

Rest Days: Plan one or two full days of rest 
to follow five consecutive 8-hour shifts or four 
10-hour shifts. Consider two rest days after three 
consecutive 12-hour shifts.

Training: Provide training to make sure that 
workers are aware of the ups and downs of shift-
work and that they know what resources are 
available to them to help with any difficulties they 
are having with the work schedule.

Incident Analysis: Examine near misses and 
incidents to determine the role, if any, of fatigue 
as a root cause or contributing cause to the inci-
dent.  n

Symptoms, interventions for shift sleep disorder

Gamble and colleagues studied shift work 
sleep strategies and chronotype, or the genetic 
propensity to wake early (larks) or stay up late 
(owls). She found that overall, night shift work-
ers were not well-adapted to their schedule. 

One in four night shift workers used a sleep 
deprivation strategy to shift from sleeping dur-
ing the day to during the night, or vice versa; 
they stayed up for 24 hours or more, a time 
period that encompassed their shifts. Older, 
more experienced nurses and nurses with chil-
dren at home were more likely to use this strat-
egy.

That lack of sleep has lingering effects, says 
Gamble. “With the no-sleep nurses, even when 
they go to sleep the next day, they’re still carry-
ing that sleep debt with them for a few days,” 
she says. “That sleep deprivation is going to stay 
with them for a while.”

The most common strategy was the “switch 
sleeper,” in which nurses slept extra hours in the 
24 hours preceding their night shift to store up 
sleep. “They have one day in which they sleep a 
whole lot,” Gamble says. “They wake up, then 

take a nap before they go to their shift. When 
they get off, they sleep a little bit and then try to 
go to bed at a normal social time.”

Only 3% of the nurses stayed on the noctur-
nal schedule even on their days off. “Our data 
really explains the idea of social jet lag,” says 
Gamble. “It’s a discrepancy between your bio-
logical time and your social time.”

Gamble also found that the 7-to-7 shift 
doesn’t work well even for many people on day 
shift. Larks, or those who biologically are more 
likely to wake early, are well-adapted to the day 
shift, but owls are not, she says.

Take a break to reduce fatigue

It’s exhausting. Gaining weight. I miss daylight. 
No energy, inability to eat at regular intervals.

Tired all the time.
Those are some of the comments Gamble has 

collected from night shift workers in an ongoing 
study. They illustrate some of the problems cre-
ated by the schedule.

It’s not yet clear what would be the optimal 
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least 8 hours free between duty hours.
In a recent survey of more than 6,000 residents, 

two-thirds (65.5%) said junior-level responsibili-
ties had been transferred to more senior residents. 
While most interns said their quality of life had 
improved (62%), half of senior residents said their 
quality of life has worsened.1

Residency program directors were similarly crit-
ical. In a survey of 549 program directors, 72% 
disapproved of the 16-hour limits on interns and 
less than half (48%) supported 24-hour shift limits 
on senior residents. About half of them felt fatigue 
and quality of life had improved for residents, but 
a larger majority said the quality of education and 
preparation for senior roles had declined while 
handoffs  increased and continuity of care wors-
ened.2

“There needs to be more flexibility and gradu-
ated responsibility,” says lead author Brian Drolet, 
MD, a fifth-year resident in plastic surgery at 
Rhode Island Hospital in Providence, which is 
affiliated with Brown University. “Setting a hard 
and fast limit of 16 hours for the intern year and 
having that disappear on July 1 of your second 
year…doesn’t make a lot of sense.”

At the Health Research Group of the advo-
cacy organization Public Citizen, staff researcher 
Sammy Almashat, MD, MPH, agrees that the 
two-tiered system is flawed, but his solution would 
be much different from that suggested by Drolet. 
Public Citizen has unsuccessfully petitioned the 
U.S. Occupational Safety and Health Administra-
tion to regulate resident work hours and to limit 
all resident physicians to shifts of 16 hours.

“One of the central flaws in duty hour rules 
that were instituted in 2011 was this double stan-
dard for first-year residents and upper-level resi-
dents,” says Almashat. “[Upper-level residents] 
were not only required to work the same number 
of hours as before, but they also have to dramati-
cally increase their workload during their shift. It 
created a worse situation for the majority of resi-
dents.”

Fewer hours, more handoffs

Duty hour limits stem from growing concerns 
about fatigue in health care and its relationship to 
medical errors. For example, one study found that 
medical residents working a traditional schedule in 
an intensive care unit made 36% more errors than 
those who worked shorter shifts.3

Drolet asserts that resident errors do not neces-
sarily mean patients were placed at risk. “Part of 

schedule that would promote alertness but still 
enable hospitals to cover the overnight responsibil-
ities. Eight-hour shifts are generally considered to 
be healthier, says Gamble, but research hasn’t yet 
established whether that schedule allows nurses to 
adapt better to the switch between day and night.

Yet there are some strategies that help reduce 
fatigue:

• Encourage breaks and, if possible, short naps. 
Nurses report that they are unable to take breaks 
or even mealtime because of staffing concerns, says 
Dawson. Hospitals should allow sufficient staffing 
to make sure that nurses can take a break.

• Rotate shifts clockwise. Gradually rotating 
shifts rather than abruptly shifting from day to 
night may allow for better adjustment, says Daw-
son.

• Use strategies to adjust the circadian rhythm. 
Our bodies have a wake-sleep cycle that responds 
to light and dark. On the way home from a night 
shift, nurses can wear sunglasses to dim the bright 
sunlight. While at work, bright light has an alert-
ing effect.

REfEREncES

1. Centers for Disease Control and Prevention. Short sleep 
duration among workers — United States, 2010. MMWR 
2012;61:281-285.

2. Gamble KL, Motsinger-Reif AA, Hida A, et al. Shift work 
in nurses: Contribution of phenotypes and genotypes to adap-
tation. PLoS ONE 2011;6(4):e18395. doi:10.1371/journal.
pone.0018395. n

Do duty hour limits
work for residents?
Residents, program directors say no

 

Amid concerns about the impact of fatigue on 
medical errors, the governing body of medical 

education sought to make sure the least experi-
enced medical residents get the most sleep. But a 
new survey indicates that other residents and pro-
gram supervisors believe the rules are just creating 
problems for other residents without improving 
medical education.

Two years ago, the Accreditation Council for 
Graduate Medical Education (ACGME) limited 
first-year residents to 16-hour shifts, banned them 
from moonlighting, and required them to have at 
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COMING IN FUTURE MONTHS

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

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

being a resident is learning and making mistakes 
and having those mistakes acknowledged by senior 
residents and attendings,” he says.

Conversely, when there are duty hour lim-
its, patient handoffs increase — and so does the 
potential for inadequate communication about a 
patient’s needs, he says.

Those transitions of care do need to be 
improved, acknowledges Almashat. “One 
shouldn’t focus on one deficiency in the medical 
system to justify keeping another deficiency in 
place. If you really care about patient care, you’d 
focus on both.”

Almashat points to research that shows declin-
ing cognitive performance as people become more 
sleep deprived. Even attending physicians are sub-
ject to the impact of fatigue, he says. “These are 
biological effects of sleep deprivation for human 
beings. [Physicians] are not immune to it,” he says.

Under current ACGME rules, residents beyond 
their first year can work up to 28 consecutive 
hours. They must work no more than 80 hours 
per week, but that can be averaged throughout the 
month so that a single week could encompass as 
many as 100 hours.

Public Citizen had petitioned OSHA to regulate 
duty hours of interns and residents. In the denial, 
OSHA administrator David Michaels, PhD, MPH, 
noted that residents are protected by whistle-
blower provisions if they raise concerns about 
extended work hours. He also said, “OSHA will 
continue to watch with interest whether the new 
ACGME standards result in improved working 
conditions for medical residents and interns.”

Drolet says he would like to see some adjust-
ment in the limits, particularly to provide more 
flexibility and recognition of different educational 
demands for different specialties. But he acknowl-
edges that it’s not likely to happen.

“The public perception [of the need for duty 
hour limits] is so strong that I’m not sure we can 
go back,” he says. “The pendulum has swung and 
it may still be swinging in the direction of more 
limitations rather than the opposite direction.”
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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 hospital 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 regu-
latory bodies, or the independent recommendations of 
other employee health professionals.  

n Are you ready for new 
recordkeeping rules?
 
n Teamwork builds a 
better workplace
 
n What you need to 
know about new flu 
vaccines
 

n How to improve 
compliance with 
respirator use

n How one hospital 
tackled sharps injury 
prevention
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1.  According to the Centers for Disease Control 
and Prevention, health care providers should 
evaluate patients for possible MERS-CoV if 
they:
A. have a severe respiratory illness and fever 
above 102° F.
B. develop a severe acute lower respiratory in-
fection within 14 days of travel to the Arabian 
peninsula or neighboring countries.
C. develop a severe acute lower respiratory 
infection after any foreign travel.
D. have gastrointestinal symptoms and fever 
after foreign travel.

2.  According to Barbara Sarnoff Lee, MSW, LIC-
SW, of Beth Israel Deaconess Medical Center 
in Boston, what are some common symptoms 
after experiencing trauma?
A. Trouble sleeping
B. Irritability
C. Difficulty concentrating
D. All of the above

3.  Supporters of the National Institute for Occu-
pational Safety and Health (NIOSH) are con-
cerned about elimination of funding for the 
Education and Research Centers because:
A. universities are not willing to fund occupa-
tional health programs.
B. the agency will be unable to provide outside 
research grants.
C. there is already an inadequate supply of 
graduates in occupational health and safety 
programs.
D. it threatens the future of NIOSH.

4.  According to a study of night shift nurses, 
what percentage manage the switch from day 
to night by staying awake for at least 24 hours?
A. 15%
B. 25%
C. 33%
D. 50%



Dear Hospital Employee Health Subscriber:

This issue of your newsletter marks the start of a new continuing education semester.

Hospital Employee Health, sponsored by AHC Media, provides you with evidence-based information and 
best practices that help you make informed decisions concerning treatment options. Our intent is the 
same as yours — the best possible patient care.

Here are the steps for earning credit for this activity:

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 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. 

If you have any questions about the process, please call us at (800) 688-2421, or outside the U.S. at (404) 
262-5476. You can also fax us at (800) 284-3291, or outside the U.S. at (404) 262-5560. You can also 
email us at: customerservice@ahcmedia.com.

On behalf of AHC Media, we thank you for your trust.

Sincerely,

Lee Landenberger
Continuing Education Director
AHC Media



July 2013 / Supplement to hospital EmployEE hEalth  and hospital infEction control & prEvEntion 1

Editor’s note: In this issue of our Joint Commission 
supplement we begin a two-part series on best prac-
tices and proven interventions to reduce surgical site 
infections, one of the biggest threats to patient safety 
in the health care system. Look for the second part 
of our SSI report in the Sept. 2013 issue of the Joint 
Commission Update for Infection Control. 

It is estimated that some 500,000 U.S. patients 
develop surgical site infections (SSIs) annually 
and more than 10,000 of them die.1 In addition, 

roughly half of all SSIs are thought to be preventable 
using evidenced-based interventions, but many facili-
ties have not adopted the measures. 

“The current literature indicates that many hos-
pitals have yet to adopt evidence-based practices 
to decrease SSIs,” says Kelly Podgorny, DNP, RN, 
project director in the Joint Commission’s Division 
of Healthcare Quality Evaluation, and one of the 
principle authors of a new implementation guide on 
preventing SSIs. 

Working with 17 accredited hospitals to test and 
trial SSI prevention measures, the Joint Commission 
recently issued an implementation guide designed for 
health care organizations implementing its national 
patient safety goal on SSIs (NPSG.07.05.01).2 The 
guide is based on the results from the Joint Commis-
sion’s “SSI Change Project,” which focused on iden-
tifying effective practices for preventing SSIs. Overall, 
23 measures were identified under three overriding 
themes: Leadership, Practitioner-Focused, and Pro-
cess Improvement. (See box, p. 3) The 23 measures 
resulted in at least a 30% reduction in SSI rates for 
one surgical procedure for at least one year in the par-
ticipating hospitals. The implementation guide reviews 
the identified best practices and includes supporting 
statements from the17 hospitals 

The guide can be a useful tool for reducing SSIs, but 
Joint Commission surveyors will not be enforcing the 
specific practices outlined in the document, Podgorny 
emphasized. “This is a guide that the Joint commis-
sion has developed to assist organizations — they are 
not requirements,” she says. 

The SSI guide can be used as part of a “gap analy-
sis,” which essentially means “an evaluation of differ-
ences between the organization’s current position and 
its desired future,” the Joint Commission document 
states. The implementation guide includes information 
on conducting a gap analysis to determine SSI preven-
tion needs at a facility.

Given the national data, the gap must be wide at 
quite a few hospitals and other health care facilities. 
A recent prevalence study found that SSIs were the 
most common health care-associated infection (HAI), 
accounting for 31% of all HAIs among hospitalized 
patients.3 SSIs are currently costing the health care 
system some $7 billion annually, yet it is estimated 
that 40% to 60% could be prevented.4 The Centers 
for Medicare and Medicaid Services has taken note 
and is beginning to refuse covering the cost of addi-
tional care related to some SSIs, including cardiac 
and orthopedic procedures. While advances have 
been made in infection control practices, improved 
operating room ventilation, sterilization methods, 
barriers, surgical technique, and availability of antimi-
crobial prophylaxis, SSIs remain a substantial cause 
of morbidity and have an associated mortality rate of 
3%, the Centers for Disease Control and Prevention 
reports. Of those fatal infections, 75% could be attrib-
uted directly to acquiring an SSI, the CDC notes.5 

Diverse teams, strong leadership 

While there is a wealth of best practices in the Joint 

Joint Commission, hospitals identify best 
measures to prevent surgical infections
Three pediatric hospitals overcome barriers, reduce SSIs in kids 



July 2013 / Supplement to hospital EmployEE hEalth  and hospital infEction control & prEvEntion 2

Commission guideline, many facilities cited the ben-
efit of having a multidisciplinary SSI team that was 
responsible for project planning, implementation, and 
evaluation. Team members included infection pre-
ventionists, surgical staff, nurses, surgeons, anesthesia 
practitioners, pharmacists and epidemiologists. Many 
hospitals used SSI prevention teams to guide their 
participation in the project, drawing from existing 
partnerships that can be used to fight other infections. 
“The multidisciplinary team, including patient care 
staff and housekeeping, materials management, infec-
tion control, IT, quality, patient safety, and educators 
developed the policies/procedures. Everyone helped 
develop the framework so the policies can be easily 
followed,” Lucile Packard Children’s Hospital at Stan-
ford, Palo Alto, CA. said in a supporting statement 
included in the document. 

Support from top hospital leadership was probably 
the most critical factor to the SSI reduction efforts, as 
the report notes that “leadership support at the highest 
levels of the hospital was consistently cited as a factor 
contributing to SSI rate decreases.” The supporting 
statements from many of the hospitals underscore this 
finding: 

• “Leadership, including the board of managers, 
has been extremely supportive both financially and in 
regards to implementing evidence-based policies and 
procedures. Leadership has tied our yearly bonus to 
our HAI rates which makes all health care workers 
responsible for preventing HAIs.” — University Medi-
cal Center, Lubbock, TX.

• “Leadership empowered all shareholders to 
achieve “zero” hospital-acquired infections as the 
number one organizational goal.” — St. Tammany 
Parish Hospital, Covington, LA. 

• “The role of leadership in our organizational 
effort has been essential — and highly effective. The 
prevention of SSI is a top institutional priority — this 
is voiced clearly by leadership in multiple venues.” — 
NYU Langone Medical Center, New York, NY.

• “Our Board of Directors and Senior Team have 
made infection prevention and patient safety an orga-
nizational priority. Access to the top is easy and reso-
lution is quick when needed.” — Vail Valley Medical 
Center, Vail, CO.

Pediatric hospitals overcome barriers

While achieving success and ringing endorsements 
in some areas, there was a problem that had to be 
overcome if the effort was to be successful for all par-
ticipants. The three pediatric hospitals participating in 
the Joint Commission project ran into an immediate 
barrier that has been cited in other quality improve-

ment and infection reduction efforts: Interventions 
designed for general patient populations in acute care 
hospitals are not necessarily applicable to pediatric 
patients. In this case, there was a dearth of pediatric-
focused evidence-based practices to reduce SSIs. 

The situation ultimately strengthened the imple-
mentation guide, as the pediatric hospitals overcame 
the barriers and developed strategies that should be 
useful for other pediatric settings targeting SSIs. 

“We thought that this was an important and unex-
pected outcome of the SSI Change Project,” Podgorny 
says. “Each pediatric hospital discussed strategies to 
deal with this barrier and those are addressed and 
described in the implementation guide.”

For example, the Children’s National Medical Cen-
ter in Washington, D.C. shared the process it uses to 
determine if evidenced-based practices to reduce SSIs 
in adult patients could be applicable to the pediatric 
population. Children’s emphasized that the adult data 
has to be synthesized and adapted for the pediatric 
population. They used the following multidisciplinary 
process for their SSIs reduction project:

• Team members conducted an in-depth review of 
the adult SSI literature.

• The adult SSI literature was shared with the pedi-
atric surgeons.

• The surgeons conducted further literature review 
on SSIs in the pediatric population.

• All literature was synthesized and the surgeons 
made decisions about the applicability of an adult 
intervention to the pediatric population.

• Interventions were implemented via the SSI team.
In addition, St. Christopher’s Hospital for Chil-

dren in Philadelphia developed a bundle for pediatric 
patients that includes a specific focus on post-oper-
ative prevention and surveillance after discharge. St. 
Christopher’s implemented the bundle of interventions 
in February 2011 for spinal fusion surgery patients.

“Since then, the hospital has had a 76% reduction 
in SSI rates and bundle compliance has remained at 
100%,” the Joint Commission states in the guide. 

The perioperative and post-discharge bundle has 
now been extended to its cardiothoracic and neurosur-
gery pediatric patient populations, but data were not 
yet available for those surgeries. The St. Christopher’s 
pediatric SSI bundle includes:

• a post-op nursing standard of care
• designated nursing units for high-risk procedure 

patients (e.g., spinal fusion surgery) for the purpose of 
nursing expertise and consistency of care

• specific dressings and post-op protocols, a nurs-
ing teach-back, surgery specific, educational tool for 
teaching patients and parents

• products needed for home care, including how 
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to meet the needs of low socioeconomic families
• early, consistent, scheduled, post-discharge 

follow-up with the surgeon for early identification of 
any infection. 

Overall, the three pediatric hospitals participating 
in the Joint Commission project identified eight effec-
tive measures to reduce SSIs in pediatric patients:

1. Support of SSI reduction by top level leadership
2. Highly engaged physicians are champions to 

reduce SSIs in their service(s)
3. Anesthesia practitioners provide prophylactic 

antibiotics
4. Focus on implementing evidence-based prac-

tices (EBP) in the hospital
5. Daily SSI vigilance
6. Use of multidisciplinary team(s)
7. Use of chlorhexadine, for preoperative baths
8. Use of specific SSI-focused processes for 

patient education
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The Joint Commission’s implementaton guide 
on preventing surgical cite infections identified 

the following evidence-based practices to reduce 
SSIs.1  The practices were grouped into three 
major categories: leadership, practitioner-focused 
and process improvement:

 
Leadership
• Resources are dedicated to decrease SSI rates
• Support of SSI reduction by top level leader-

ship
• Financial incentives for practitioners to reduce 

SSIs

Practitioner-Focused  
• Practitioners accept and/or take accountabil-

ity/responsibility
• Highly engaged physicians are champions to 

reduce SSIs in their service
• Anesthesia practitioners provide the prophy-

lactic antibiotics

Process Improvement 
• Preoperative/postoperative order sets are 

developed/revised to match NPSG.07.05.01 and 
other evidence-based practices (EBP) used in the 
hospital

• Decreasing OR traffic
• Direct observation of EBP in the OR by infec-

tion prevention and control (IC) staff (MD or RN.)
• Using chlorhexadine, for preoperative baths
• Daily SSI vigilance
• One-to-one education of physicians
• Post discharge surveillance of SSIs with report-

back to hospital committees
• Aligned and coordinated education for staff 

and licensed independent practitioners (LIP)
• Participation in an SSI-focused collaborative 

(e.g., SCIP, IHI etc)
• Focus on implementing EBP in the hospital
• Acting on identified SSI issues
• Support of migration of SSI EBP from one sur-

gical service to another
• Use of specific SSI tools for patient education
• Use of performance improvement tools
• Use of multidisciplinary teams
• Use of benchmarking/comparison of SSI rates
• Use of information technologies

REFERENCE

1. Joint Commission. The Joint Commission’s Implementa-
tion Guide for NPSG.07.05.01 on Surgical Site Infections: 
The SSI Change Project 2013; Available at: http://ow.ly/
m58iD n

Best practices, key measures to stop SSIs
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JC will not enforce
1 year implant followup
Move corresponds to CDC change

Joint Commission surveyors have stopped cit-
ing organizations that are not following post-

operative patients with implantable devices for 
one year as part of surveillance for surgical site 
infections (SSIs). 

Calling it a “moratorium” pending additional 
review of the data, the Joint Commission made 
the move to keep its patient safety goal on SSIs 
in line with recommendations by the Centers for 
Disease Control and Prevention. 

Rather than one year of surveillance for all 
procedures in which devices/materials have 
been implanted during a surgery, the CDC now 
requires surveillance for 90 days after specific 
National Healthcare Safety Network (NHSN) 
operative procedures. Analysis of the CDC’s 
NHSN surgical site infection data revealed 
that the majority (greater than 85% for most 
procedure types) of surgical site infections are 
detected within either 30 or 90 days post-proce-
dure, depending on the type of surgery. Further-
more, the 30-day surveillance period limit being 
used for most surgical procedures is consistent 
with current federal reporting mandates.

The provision on surveillance for implanted 
devices is an element of performance of 
the current National Patient Safety Goal 
NPSG.07.05.01 on SSIs. It requires hospitals, 
critical access hospitals, ambulatory care orga-
nizations, and office-based surgery practices 
to follow-up for 30 days for surgical proce-
dures that do not involve inserting implantable 
devices. The latter were to be followed for one 
year, but that measure will currently not be 
enforced. 

Though the one year surveillance on 
implanted devices will not be cited, the Joint 
Commission still requires organizations to 
measure SSIs rates for the first 30 days follow-
ing procedures that do not involve inserting 
implantable devices.

“A future issue of Perspectives will include 
information on The Joint Commission’s final 
decision about this proposed revision,” the 
accreditation agency said.  n

CLABSI prevention
in the Aloha state 
Includes ‘Dirty Dozen’ maintenance video 

One of the Joint Commission’s 2013 patient 
safety goals calls for hospitals to implement 

“evidence-based practices to prevent central line–
associated bloodstream infections. This require-
ment covers short- and long-term central venous 
catheters and peripherally inserted central catheter 
(PICC) lines.”

A good source of such practices was recently 
published in the accreditation agency’s peer-
reviewed publication, The Joint Commission Jour-
nal on Quality and Patient Safety . The authors 
described a collaborative statewide program in 
Hawaii that reduced CLABSIs by 82% in ICUs and 
non-ICUs over 36-month between 2009 and 2012.1

The reductions were attributed to infection 
prevention interventions during the insertion of 
catheters and efforts to improve the maintenance 
of existing lines. A series of strategies and tools 
were implemented to aggregate statewide CLABSI 
information, learn from patterns and clusters of 
infections, understand cultural barriers, create new 
avenues for discussion with leadership, and ensure 
ownership with new team members.

Hawaii joined the On the CUSP: Stop BSI 
national effort in the United States in 2009 (CUSP 
stands for Comprehensive Unit-based Safety 
Program). In the initial 18-month study evalua-
tion, adult ICUs decreased central line-associated 
bloodstream infection (CLABSI) rates by 61%. The 
impact of a series of novel strategies/tools in reduc-
ing infections and sustaining the collaborative in 
ICUs and non–ICUs in Hawaii was assessed.  The 
tools included a “The Dirty Dozen” maintenance 
video, (http://ow.ly/m66WB) which was  produced 
and offered to participating hospitals starting in 
January 2011 to increase nurse competency regard-
ing the latest evidence-based practices for central 
line maintenance. The video was developed after 
Hawaii’s teams “walked the process” to under-
stand barriers to practicing evidence-based care.
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