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Smallpox vaccinee deaths raise 
concerns about heart link
Does smallpox vaccine lead to inflammation?

Two deaths and six other heart-related problems among civilian
smallpox vaccinees added to uncertainty as hospitals added more
restrictions to the already lackluster vaccination program. One mil-

itary vaccinee also died of cardiac arrest five days after vaccination.
The vaccine may be causing “mild pericarditis” or inflammation of the

heart lining, or myocarditis, inflammation of the heart, said officials of the
Centers for Disease Control and Prevention (CDC). But because the seri-
ous heart-related events occurred in people with pre-existing heart condi-
tions and cardiac risk factors, CDC was uncertain about the relationship
between myocardial infarction or ischemic heart disease and the vaccine.

While an investigation into the cases continued, the Advisory Committee
on Immunization Practices (ACIP) recommended that those with heart con-
ditions or three or more known cardiac risk factors, such as hypertension,
high cholesterol, and smoking, should not receive the vaccine.

States continued their vaccination programs, adding prescreening
questions that were expected to screen out as many as 6.8% of health care
workers. About 26,000 health care workers had been vaccinated as of
March 21, only about 5% of the 500,000 once envisioned by CDC and the
U.S. Department of Health and Human Services (HHS). Meanwhile,
Congress continued to work on a compensation program in the hopes of
encouraging more health care workers to volunteer for vaccination. (See
CDC screening worksheet for smallpox, inserted in this issue.)

“It points to the need for truly adequate prescreening,” says Cheryl
Peterson, RN, senior policy fellow with the American Nurses Association,
who lauded the CDC for the agency’s quick response to the cases. But she
added, “Are there other diseases like this that we need to be thinking
about that might be impacted by this vaccine?”

On March 23, a Maryland nurse in her 50s suffered a heart attack and
died in nearby Arlington, VA. She had a history of heart disease and had
been vaccinated five days before her heart attack, public health authorities
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reported. “Right now, we don’t believe it was a
factor,” said Lucy Caldwell, spokeswoman for 
the Northern Virginia division of the Virginia
Department of Health. “We know it wasn’t the 
primary factor.”

A 57-year-old Florida nurse suffered a heart
attack 17 days after vaccination. She had had a
history of hypertension and a previous cardiac
catheterization. 

The CDC had previously reported heart ail-
ments among vaccinees, but had not concluded
that the vaccine was a cause. One other patient
suffered a heart attack; there were two cases of
angina, or chest pain, and two of myocardial or
pericardial inflammation. For example, four days
after vaccination, a 60-year-old man suffered
from chest pain while exercising. He was dis-
charged after a two-day hospital stay. In another
case, two days after vaccination, a 45-year-old

woman suffered from chest pain and was found
to have viral myocarditis, or inflammation of
the heart. The condition was considered to be
associated with the influenzalike illness she had
suffered about two weeks before vaccination.

The Department of Defense (DOD) reported that
one 55-year-old member of the National Guard
died of cardiac arrest five days after vaccination.
He had no evidence of pericarditis or myocarditis.
Additionally, 10 military vaccinees developed 10
cases of myocarditis or pericarditis. Some health
experts emphasized the number of serious cardiac
events — heart attacks and deaths — is within the
normal range for those age groups. The CDC con-
vened cardiology and immunology experts to eval-
uate the cases, and ACIP considered the impact on
the vaccination program.

“While everyone is working very hard to sort
out what the relationship is with the vaccine, the
prudent thing seems to be to broaden the con-
traindications to the vaccine until we have more
information,” says Jane Siegel, MD, a professor of
pediatrics at the University of Texas Southwestern
Medical Center in Dallas. Siegel is co-chair of the
Healthcare Infection Control Practices Advisory
Committee and a member of the ACIP group that
is monitoring vaccine safety. “Work in this area is
moving as fast as it possibly could,” she says. “It’s
very difficult to sort out what’s related to the vac-
cine and what is not.”

Meanwhile, an Institute of Medicine (IOM)
panel issued a report urging the CDC to carefully
evaluate the program before expanding it to other
health care workers and first responders. ACIP
member Paul Offit, MD, chief of infectious dis-
eases at The Children’s Hospital of Philadelphia,
also argued for halting the vaccinations until the
issue of heart inflammation could be fully investi-
gated. “We have a vaccine that does work post-
exposure, and we have a lot of people out there
who may have heart conditions but don’t know
it,” he said. “To me, that just makes sense.”

The new contraindications may lead some hos-
pitals to halt their vaccination programs, pre-
dicted ACIP chair John Modlin, MD, professor of
pediatrics and medicine at Dartmouth Medical
School in Lebanon, NH. 

But when she announced the efforts to investi-
gate the heart-related adverse events, CDC director
Julie L. Gerberding, MD, stressed that the vaccina-
tion program must go on. 

“Safety really is important. It’s a priority for 
this program. And we are going to continue the
program with that in mind, as we help prepare a
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nation for a potential bioterrorism event,” she said.
In a bright spot for the vaccination program,

one fear has not materialized: As of March 14,
there were no cases of secondary transmission of
vaccinia in civilian hospitals. The DOD reported
five cases of secondary transmission from its vac-
cination program, which involved more than
250,000 vaccinees.

A compensation program proposed by HHS
moved through Congress as a part of a broader
bioterrorism package. HHS Secretary Tommy
Thompson also announced a $1.4 billion funding
program to support bioterrorism preparedness in
states — money that could be used to reimburse
hospitals and state health departments for costs
related to the smallpox vaccination program.

The IOM panel expressed concerns that lack of
adequate funding might hamper efforts to expand
the vaccination program, and that the cost of the
vaccination program already was leading to a shift
in resources away from other public health activi-
ties, such as childhood immunizations. The IOM
once again stressed the need for a compensation
program. Critics have charged that the administra-
tion’s proposal doesn’t go far enough. “We don’t
believe the cap on the compensation is appropri-
ate,” says Peterson. “It has no prescreening provi-
sions in it. It really doesn’t meet the concerns we’ve
been raising.”

Edward Richards, JD, MPH, a Louisiana law
professor who has studied smallpox vaccine legal
issues, notes that not all cases of secondary trans-
mission would be covered and not all medical
expenses would be paid. “The fund proposed 
by this bill is very restrictive and may not go far
enough to address the concerns of health care
providers and their institutions,” says Richards,
who is director of the program in law, science, and
public health at the Louisiana State University
School of Law in Baton Rouge.

The compensation program, patterned after a
benefits program for police officers and firefight-
ers who are injured on the job, would provide:
• $262,100 to anyone who dies or has a perma-

nent and total disability caused by the vaccine.
This would be in addition to any other death
benefits available to the individual.

• Two-thirds of lost wages after the fifth day away
from work, up to a maximum of $50,000. This
benefit would be secondary to any workers’
compensation or disability insurance benefits.

• Out-of-pocket medical expenses related to the
vaccine for other than minor injuries. This bene-
fit would be secondary to any health insurance

benefit that might be available to the individual. 
• Compensation to third parties who contract vac-

cinia from public health and medical response
team workers who have been vaccinated.

• Retroactive coverage for health care workers
who have been vaccinated since Jan. 24.
(Editor’s note: Updated information on smallpox

vaccination is available at www.bt.cdc.gov/agent/
smallpox/index.asp.)  ■

Hospitals move to protect
health workers from SARS
CDC urges screening, use of protections

Faced with the alarming worldwide spread of
severe acute respiratory syndrome (SARS),

which has affected more than 1,500 people in 13
countries, public health authorities alerted hospi-
tals to safeguard health care workers, visitors, and
other contacts. As of March 15, more than 90% of
the cases had occurred in health care workers car-
ing for SARS patients.1

By late March, 219 health care workers had con-
tracted the disease worldwide, two of them in 
the United States, according to an epidemiology
report from the Centers for Disease Control and
Prevention (CDC).2

Fifty-eight SARS patients have died, 34 of them
in the Guangdong Province of southern China.
The victims include Carl Urbani, MD, the World
Health Organization (WHO) investigator who
first identified the outbreak in Hanoi. Urbani
died a month after he began helping treat one of
the victims. 

The cases were concentrated in China, Vietnam,
Hong Kong, Singapore, and Canada, and at least
72 suspected cases were identified in the United
States.

U.S. hospitals immediately responded to the
emerging disease by asking patients with respira-
tory symptoms about their recent travel and con-
tacts. The precautions have reduced the spread of
the disease, but CDC reported that transmission
continued to occur in hospitals and in house-
holds. The CDC advised furloughing health care
workers who develop SARS symptoms after car-
ing for SARS patients. (See box, p. 57.)

“It’s a simple intervention to ask people about
that travel history, but that’s going to be the key,
making sure that you catch it early enough to use
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the precautions,” says Mark Russi, MD, associate
professor of medicine and public health at the Yale
University School of Medicine in New Haven, CT,
and director of occupational health at Yale-New
Haven Hospital.

Initially, the syndrome resembles influenza,
with symptoms that include fever, muscle aches,
dry cough, or sore throat. It progresses to atypical
pneumonia and may lead to more severe respira-
tory distress.

Anyone with a fever of 100.4° or higher and
signs of respiratory illness — cough, shortness of
breath, difficulty breathing, hypoxia, radio-
graphic findings of pneumonia, or respiratory
distress — as well as history of travel to Hong
Kong, Hanoi, or the Guangdong Province in
China within seven days of the onset of symp-
toms should be placed in an isolation room with
negative pressure, according to WHO and the
CDC. 

Anyone entering the room should wear N95
respirators, gowns, and gloves, the CDC advised.
(For more information on infection control, see
box, below.)

“I think we have every reason to expect that
the use of these precautions will substantially
reduce the transmission to health care workers,”
says Russi. 

“The problem is recognizing who has this syn-
drome,” he explains.

Without the protective measures, SARS spreads
quickly in the hospital setting. In Hanoi, after a
single patient was hospitalized with symptoms of
SARS, about 20 health care workers became ill
with similar symptoms, WHO reported. Some of
those health care workers developed bilateral
pneumonia, and some progressed to acute respi-
ratory distress and were placed on ventilators.

In a public hospital in Hong Kong, of 50 health
care workers screened for SARS, 23 had febrile ill-
ness. In that group, eight had developed early
signs of pneumonia, as identified by chest X-rays.

In a statement intended to reassure the general
public, WHO stressed the nosocomial nature of
the transmission: “Overall, the outbreaks in Hanoi
and Hong Kong SARS appear to be confined to
the hospital environment. Those at highest risk
appear to be staff caring for the patients.”

That high rate of infection among health care
workers is unusual, says CDC director Julie L.
Gerberding, MD. “In that particular hospital,
barrier precautions were not in place, so that’s
somewhat confusing because they’re using a dif-
ferent approach to infection control than we use
here,” she said in a press briefing.
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CDC clarifies SARS 
infection control

The Centers for Disease Control and Prevention in
Atlanta issued the following guidance for infection

control measures when caring for a patient with a sus-
pected case of severe acute respiratory syndrome
(SARS):

For the inpatient setting:
If a suspected SARS patient is admitted to the

hospital, infection control personnel should be noti-
fied immediately. Infection control measures for inpa-
tients should include: 
• Standard precautions (e.g., hand hygiene); in

addition to routine standard precautions, health
care personnel should wear eye protection for all
patient contact. 

• Contact precautions (e.g., use of gown and gloves
for contact with the patient or their environment). 

• Airborne precautions (e.g., an isolation room with
negative pressure relative to the surrounding area
and use of an N95 filtering disposable respirator
for people entering the room).
If airborne precautions cannot be fully implemented,

patients should be placed in a private room, and all

people entering the room should wear N95 respirators.
Where possible, a qualitative fit test should be con-
ducted for N95 respirators. (Detailed information on 
fit testing can be accessed at www.osha.govSLTC/
etools/respiratory/oshafiles/fittesting1.html.) 

If N95 respirators are not available for health
care personnel, then surgical masks should be
worn. Regardless of the availability of facilities for
airborne precautions, standard and contact precau-
tions should be implemented for all suspected
SARS patients. 

For the outpatient setting:
If possible, suspected SARS patients, on arrival to

the outpatient or ambulatory setting, e.g., clinic or
emergency department (ED), should be evaluated in
a separate assessment area to determine if they
meet the case definition for suspected SARS and
require isolation. A surgical mask should be placed
on the patient if possible.

All health care personnel should wear N95 respira-
tors while taking care of patients with suspected SARS.
Precautions should be used when evaluating or trans-
porting patients (e.g., emergency medical technicians),
or in any ambulatory health care setting (e.g., ED or
clinic personnel). If N95 respirators are not available,
personnel should wear surgical masks.  ■

(Continued on page 58)
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After SARS exposure, 
check for symptoms
CDC: Furlough workers with SARS symptoms

Transmission of severe acute respiratory syndrome
(SARS) to health care workers has occurred from

unprotected exposure, before the infection control
precautions were initiated, The Centers for Disease
Control and Prevention (CDC) reported. Here is the
CDC’s guidance for the management of exposure to
SARS in health care settings:
1. Exclusion from duty is recommended for a health

care worker if fever or respiratory symptoms
develop during the 10 days following an unpro-
tected exposure to a SARS patient. Exclusion
from duty should be continued for 10 days after
the resolution of fever and respiratory symptoms.
During this period, infected workers should avoid
contact with people both in the facility and in the
community.

2. Exclusion from duty is not recommended for
exposed health care workers if they do not have
either fever or respiratory symptoms; however, the
workers should report any unprotected exposure
to SARS patients to the appropriate facility point
of contact (e.g., infection control or occupational
health) immediately.

3. Active surveillance for fever and respiratory 
symptoms (e.g., daily screening) should be con-
ducted on health care workers with unprotected
exposure, and the worker should be vigilant for
onset of illness. Workers with unprotected expo-
sure developing such symptoms should not report
for duty, but should stay home and report symp-
toms to the appropriate facility point of contact
immediately. Recommendations for appropriate
infection control for SARS patients in the home or
residential setting are available at www.cdc.gov/
ncidod/sars.

4. Passive surveillance (e.g., review of occupational
health or other sick leave records) should be con-
ducted among all health care workers in a facility
with a SARS patient, and all health care facility
workers should be educated concerning the
symptoms of SARS. 

5. Close contacts (e.g., family members) of SARS
patients are at risk for infection. Close contacts
with either fever or respiratory symptoms should
not be allowed to enter the health care facility as
visitors and should be educated about this policy.
A system for screening SARS close contacts who
are visitors to the facility for fever or respiratory
symptoms should be in place. Health care facilities
should educate all visitors about use of infection
control precautions when visiting SARS patients
and their responsibility for adherence to them.  ■

Is it severe acute 
respiratory syndrome?
A suspected case of severe acute respiratory
syndrome (SARS) involves a patient with:

one of these symptoms:
❒❒ high fever (above 100.4°);
❒❒ one or more respiratory symptoms, including

cough, shortness of breath, or difficulty breathing;
❒❒ close contact within 10 days of onset of symptoms

with a person who has been diagnosed with SARS;
OR

❒❒ A history of travel, within 10 days of onset of symp-
toms, to an area where there has been a reported
cluster of transmission of SARS (such as Hong
Kong, Hanoi, Singapore, Toronto, Vancouver, or
the Guangdong Province in China).

A probable case involves:
one of these symptoms:

❒❒ A suspected case with chest X-ray findings of 
pneumonia or respiratory distress syndrome.

❒❒ A person with an unexplained respiratory illness

resulting in death, with an autopsy examination
demonstrating the pathology of respiratory dis-
tress syndrome without an identifiable cause.

Other symptoms include:
❒❒ Headache, muscular stiffness, loss of appetite,

malaise, confusion, rash, and diarrhea.

If you encounter a suspected or probable case:
❒❒ Report the information to your local or state public

health department or call the CDC Emergency
Operations Center at (770) 488-7100.

Infection control:
❒❒ “WHO advises strict adherence with the barrier

nursing of patients with SARS using precautions
for airborne, droplet, and contact transmission.
Triage nurses should rapidly divert people pre-
senting to their health care facility with flulike
symptoms to a separate assessment area to mini-
mize transmission to others in the waiting room.
Suspected cases should wear surgical masks
until SARS is excluded.”

Source: Centers for Disease Control and Prevention, Atlanta;
World Health Organization, Geneva.



The first SARS cases apparently began in south-
ern China in November 2002, and appeared else-
where in Asia in late February. 

No antibiotic or antiviral regimen has been effec-
tive against the virus. Most patients (80% to 90%)
show improvement of symptoms by day six or
seven, but about 10% of patients progress to more
severe illness, requiring support of a ventilator.
Those patients are more likely to be older than 40,
WHO reported.

Reference

1. Centers for Disease Control and Prevention. Outbreak
of severe acute respiratory syndrome — worldwide, 2003.
MMWR 2003; 52:226-228.  ■

Ergo guidelines called 
too weak to halt injuries
‘User-friendly,’ but not a mandate for change

With guidelines that are much weaker than
the rule it once proposed, the Occupational

Safety and Health Administration (OSHA) rec-
ommended that “manual lifting of [nursing
home] residents be minimized in all cases and
eliminated when feasible.”

That advice represents just a small step toward
the paradigm shift necessary to forestall back
injuries among nurses and nursing assistants at
nursing homes and hospitals around the country,
says Joe Jolliff, administrator of the Wyandot
County Nursing Home in Upper Sandusky, OH,
which OSHA cites as an example of successful
ergonomic interventions. (See related article, p.
59.)

“Nurses have been taught in nursing school
that two-man lifts, proper lifting techniques, and
proper body mechanics are safe ways to handle
patients and residents,” says Jolliff. “That’s the
biggest lie that we have taught for 200 years. It
has never been safe.

“There has to be a paradigm shift all across 
the country in all health care,” he says. “But it’s
going to be a very, very tough issue.”

With lift equipment and fast electric beds,
Wyandot County Nursing Home actually elimi-
nated back injuries due to patient handling. Total
workers’ compensation costs dropped from about
$140,000 a year to $4,000 a year. Employee turnover

also dropped dramatically. In the past year, only
two nursing assistants have resigned.

Such impressive statistics would be unimagin-
able for most nursing homes and hospitals. 

Nationally, 18,000 hospital workers and 15,000
nursing home workers suffered lifting-related
injuries that involved lost time from work in 2000,
according to the Bureau of Labor Statistics.

OSHA administrator John Henshaw contends
that a voluntary approach will help encourage
employers to reduce their injuries and related costs.
In select cases, OSHA will issue citations based on
the “general duty clause” that requires employers
to provide a workplace free of recognized hazards. 

“We are sharing with you practical approaches.
They are intended to be helpful, not prescriptive.
What we are presenting is a wide range of potential
problems and an equally broad array of potential
solutions. We will not be enforcing these guide-
lines,” he says. “They are advisory; they are not
regulatory. Just because we will not enforce guide-
lines does not mean nursing homes can ignore
musculoskeletal disorders if their workers are
experiencing injuries.”

Guy Fragala, PhD, PE, CSP, director of envi-
ronmental health and safety at the University 
of Massachusetts Medical Center in Worcester,
encouraged hospitals to use the resources con-
tained in the guideline. 

“I think we need to see what impact this has on
motivating the health care industry to move fur-
ther in the direction of eliminating manual lift-
ing,” he says. “If workers continue to be injured
at high rates, we need to reconsider the need for a
standard.”

Focusing on solutions, not on problem

In the final guideline, OSHA removed the
introductory statement that outlined the problem
of back injuries at nursing homes. The draft ver-
sion noted that nursing home workers are twice
as likely as other workers to be injured on the job,
and that “employees in nursing and personal care
facilities suffer over 200,000 work-related injuries
and illnesses a year.”

By removing the context for the guideline,
OSHA also lessened its impact and employer
motivation, contends Bill Borwegen, MPH, 
health and safety director for the Service
Employees International Union (SEIU) in
Washington, DC. “It doesn’t make a compel-
ling case as to why people should take action.”

He also took issue with a section that mentioned
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situations in which lift equipment might not be
used. The guidelines state: “Administrators should
also be cognizant of several factors that might
restrict the application of certain measures, such 
as residents’ rehabilitation plans, the need for
restoration of functional abilities, other medical
contraindications, emergency conditions, and resi-
dents’ dignity and rights.”

“They say the dignity and rights of the resident
may be a factor, implying why you shouldn’t be
using mechanical lifting and transfer devices,” he
says. “In fact, studies have shown it’s safer to use
mechanical lifting and transfer devices. Residents
will incur fewer drops on the floor, fewer skin
tears.

“[The guideline] fails to mention that if a
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Zero lift means zero injuries 
for Ohio nursing home
‘Paradigm shift’ brought dramatic change

When Joe Jolliff, administrator of the Wyandot
County Nursing Home in Upper Sandusky, OH,

first brought in a sit-to-stand lift, nursing assistants
didn’t even want to try it. They said they were too
busy. The vendor left the lift at the nursing home for
weeks, but the nursing assistants never touched it.

Today, nursing assistants tell Jolliff they can’t
imagine going back to life without the equipment that
eliminated the awkward twists, bending, and heavy
lifts that led to aches, pains, and lost-time injuries.

That change in mindset came through Jolliff’s per-
severance and determination to make his workplace
safer. It’s a story he tells often at conferences
around the country. And it’s a story that has many
parallels for hospitals.

Jolliff began learning about the dangers of manual
lifting and the benefits of mechanical lifts after a worker
suffered from a back injury that led to $240,000 in
workers compensation costs. He became convinced
that the old way of doing things, with an emphasis on
proper body mechanics, was exposing his workers to
cumulative trauma.

At first, Jolliff thought an employee-led effort to
select ergonomic equipment would lead to the nec-
essary buy-in. “The reality is we still had a big battle,
even though the employees made all the decisions
and did all the research,” he says.

He hesitated at first to ask for the money to buy a
sufficient number of lifts. “The first thing every admin-
istrator says is, ‘We can’t afford to do that.’ I totally
understand it because I said the same thing,”

When a resident offered a $5,000 check to help the
nursing home purchase lifts, Jolliff says, “it gave me
the courage to go out and buy whatever equipment
that committee chose to have.” He also took advan-
tage of a grant program offered by the Ohio Bureau of
Worker’ Compensation. By January 1997, Jolliff had
purchased the lifts chosen by his staff. 

Yet his ergonomic problem was far from solved.
Injury rates and turnover declined, but not as much
as Jolliff had hoped. “We had very few employees

who would use them,” he says. “Nursing assistants
‘fessed’ up later on [that] they would take the lifts
into the room, close the door, and do a manual lift.”

Finally, in April 2000, Jolliff worked with a manu-
facturer to obtain fast electric beds — beds that could
be raised or lowered in 17 seconds. “The fastest bed
made before that took twice that amount of time.
Some took 10 times that amount of time,” he says.

Suddenly, the nursing assistants saw the equip-
ment as something that was truly changing the
dynamic of their work and easing their discomfort.
“When we first got fast electric beds, everybody said
thank you and nobody complained, [and] I knew God
had performed a miracle,” he says. “That’s when we
finally got buy-in from our staff. They began to rec-
ognize the difference in their bodies.”

The nursing assistants began using the lifts.
“There is not a nursing assistant in here who would
ever go back to lifting by hand,” he says. “The beds
were the thing that brought the acceptance and
caused the paradigm shift to say, ‘Hey, there is a
better way.’”

They also realized that using the lifts was actually
faster than waiting for another employee to come
into the room to help with a manual lift. They saw a
positive effect on the residents.

Now, Wyandot County Nursing Home not only
has a zero-lift policy; it has zero back injuries due to
lifting. The equipment, purchased over time, cost a
total of $280,000. The nursing home estimates sav-
ings of $55,000 a year in reduced overtime and
absenteeism; $125,000 in reduced turnover costs,
and more than $100,000 in reduced workers’ com-
pensation costs.

This is Jolliff’s advice to hospitals and other nurs-
ing homes: “They have to find out every stressful sit-
uation the employee is in and solve that problem.
That’s what I did here to get each piece of equip-
ment I had. Each week or two, I would go out and
talk to the nursing assistants. What else is strenu-
ous? What else can we do better? It seems kind of
scary from an administrator’s standpoint, but it is
easier than you might think.”

Cost is not the only benefit of the ergonomic pro-
gram. “Now we have a full staff. We have people
begging to come to work here,” he says. “I really
believe that the first hospital that puts in a complete
no-lift program will have all the nurses they want.”  ■



patient falls on the floor, that’s a pretty major
degradation of someone’s dignity,” he says.

Much of the guideline involves descriptions 
of types of equipment and how they can be used
to reduce injuries. It makes use of the Patient Care
Ergonomics Resource Guide developed by the
Patient Safety Center of the James A. Haley
Veterans Medical Center in Tampa, FL, (www.
patient safetycenter.com) and provides algo-
rithms to determine what equipment is needed.
The guideline also offers ergonomic information

for nonpatient care tasks, such as housekeeping.
“Our intent was to make sure this document

was as user-friendly as it could possibly be,” says
Henshaw.

According to the guideline, an effective
ergonomics program:
• provides management support; 
• involves employees; 
• identifies problems; 
• implements solutions; 
• addresses reports of injuries; 
• provides training; 
• evaluates ergonomics efforts.

Involving employees in the evaluation of
equipment and development of the program can
improve their motivation and acceptance of
changes, the guideline states.

The guideline can be a valuable resource for 
all health care facilities, according to MaryAnn
Gruden, MSN, CRNP, NP-C, COHN-S/CM, exec-
utive president of the Association of Occupational
Health Professionals in Healthcare in Warrendale,
PA. 

Rather than just focusing on patient handling,
the guideline also addresses other at-risk tasks
among support staff that lead to a substantial
number of injuries, she says.

“The case study of Wyandot County Nursing
Home demonstrates the importance of active
administrative involvement in an ergonomic
effort,” says Gruden, who is employee health
nurse practitioner at Western Pennsylvania
Hospital in Pittsburgh. 

“It also demonstrates that even with the ‘right’
equipment, changes to establish safe staff practice
take time and continued commitment on the part
of administration,” she explains.

The American College of Occupational and
Environmental Medicine in Chicago entered into
an “alliance” with OSHA to help the agency
develop training modules and educational pro-
grams on ergonomics and health care.

Meanwhile, Henshaw insists that ergonomic
enforcement will be tough on employers that
ignore the hazards. Inspectors have received
training in how to use the general duty clause to
make an ergonomics’ case, he says. 

“The whole point is to make sure we use the
general duty clause appropriately. We’re going to
avoid frivolous 5a1 [general duty clause] cases
without merit. We do want serious cases. OSHA
means business,” he says. “But we also mean to
help business. That’s what these guidelines are
all about.”  ■
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Questions to Ask 
About Ergo Equipment

How can you select the equipment that will be
right for your hospital? Feedback from employ-

ees and from other facilities that have used the
equipment will provide valuable information. But
the Occupational Safety and Health Administration
also suggests some questions to ask the vendor:
• Availability of technical service — Is over-the-

phone assistance, as well as on-site assistance,
for repairs and service of the lift available? 

• Availability of parts — Which parts will be in
stock and available in a short time frame and
how soon can they be shipped to your location? 

• Storage requirements — Is the equipment too
big for your facility? Can it be stored in close
proximity to the area(s) where it is used? 

• If needed, is a charging unit and backup battery
included? What is the simplicity of the charging
unit and space required for a battery charger if
one is needed? 

• If the lift has a self-contained charging unit, what
is the amount of space necessary for charging
and what electrical receptacles are required?
What is the minimum charging time of a battery? 

• How high is the base of the lift, and will it fit
under the bed and various other pieces of furni-
ture? How wide is the base of the lift or is it
adjustable to a wider and lockable position?

• How many people are required to operate the lift
for lifting of a typical 200-pound person?

• Does the lift activation device (pendant) have
remote capabilities?

• How many sizes and types of slings are avail-
able? What type of sling is available for optimum
infection control?

• Is the device versatile? Can it be a sit-to-stand
lift, as well as a lift device? Can it be a sit-to-
stand lift and an ambulation-assist device?

• What is the speed and noise level of the device?
Will the lift go to floor level? How high will it go?



OSHA warning letters 
double for hospitals
Injury rates are too high, agency says

More hospitals than ever have received warn-
ing letters from the Occupational Safety 

and Health Administration (OSHA) because they
have lost-time injury and illness rates that are
twice the national average for all industry.

When OSHA lowered its threshold this year to
six lost-time injuries per 100 full-time equivalent
(FTE) employees, 156 hospitals received letters
alerting them to their high rates, or about 9% of
the 1,600 hospitals surveyed. Last year, 73 hospi-
tals received the letters. While the letters point
out specific issues for individual hospitals, they
also highlight the relatively high rate of injuries
in the hospital sector. Hospitals overall have 
a lost-time rate of four injuries per 100 FTE, 
compared to a rate of 3.1 among private sector
employers as a whole.

The high injury rates reflect, in part, the stress-
ful environment for health care, says Bradley
Evanoff, MD, associate professor of medicine at
the Washington University School of Medicine
and medical director of the BJC ergonomics pro-
gram at BJC Health Care Inc. in St. Louis. Barnes-
Jewish West County Hospital in St. Louis was one
of the hospitals on the list. “Patient acuity has
gone up, and length of stay has gone down. This
means that patients are turning over much more
quickly,” he says. “The nursing workload goes up
significantly when you have patients staying for
a shorter period of time.

“I think hospitals everywhere are short-staffed.
Nurses and nursing aides are working longer
hours,” Evanoff says. “You crank up the produc-
tion rate; you decrease the number of people
working. That will lead to an increase in injury
rates unless you make some fundamental changes
in the way people do their jobs.”

BJC Health Care has a number of programs
designed to reduce injury rates, including one
targeting slips and falls. (See Hospital Employee
Health, October 2002, p. 109.)

Overall last year, OSHA cited hospitals most fre-
quently for violations of the bloodborne pathogen
standard — the selection, use, and training related
to safer needle devices. The most common lost-
time injury in hospitals is back injury.

New Britain (CT) General Hospital, which also

received a letter, already had begun reviewing its
ergonomic interventions, says Angelina Jacobs,
MD, medical director of employee health. “I’m
looking at how [the lifts] are actually being uti-
lized,” she says. “You can have them in place,
but if the staff don’t spend the time to use them,
they’re not going to do any good.”

New Britain also uses benchmarks from the
EpiNet system of the International Health Care
Worker Safety Center at the University of Virginia
in Charlottesville. The hospital’s needlestick rates
have been below the EpiNet benchmarks, she says.

Still, New Britain is taking the OSHA notice to
heart. “We’re planning to have a consultant come
in also and see what we can do and where we can
improve further,” she says.

Hospital reporting of all injuries rose last year 
as needlesticks became reportable under new
record-keeping requirements. Although improved
reporting can make a hospital’s rates higher, the
reporting is an important aspect of an effective
health and safety program, say Evanoff and Jacobs.

“There’s a paradoxical effect, which is that hos-
pitals that put more effort into collecting informa-
tion and reporting it can actually get penalized
for doing that,” says Evanoff.  ■

Smallpox success: No
problems with vaccine
Plan worked smoothly at Nebraska hospital

Despite reports about a possible link between
heart problems and the smallpox vaccine,

most vaccination sites have reported little more
than discomfort among the vaccinees. At one
Omaha, NE, hospital, prescreening and prepara-
tion led to a smooth, problem-free experience.

Omaha hospitals began working together to
plan for bioterrorism in 1998 — long before Sept.
11. That advance coordination and education
helped set the stage for successful smallpox vac-
cination, says Sandra Vyhlidal, RN, MSN, CIC,
epidemiology coordinator at Methodist Hospital.

As of March 14, about 1,400 health care workers
had been vaccinated in Nebraska. At Methodist
Hospital, 26 nurses and physicians received the
vaccine; none had serious adverse events.

When the vaccination program began, Vyhlidal
gathered a task force to determine who should
get the vaccine. Although the health department
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had suggested that the hospital vaccinate 228
employees, the hospital decided to limit the vac-
cine to nurses and physicians who could admin-
ister it to other employees if a case occurred.

“We wanted to have health care workers who
could immediately go in, diagnose, care for the
patient immediately and reduce the risk to our
employees,” says Vyhlidal, noting that “every
hospital had their own approach, their own 
plan within the city.” She sent out letters to
nurses and physicians with a prescreening tool
and information on the vaccine and received a
positive response from 69 potential vaccinees. 

At an educational session, Vyhlidal provided
additional screening and more information on the
hospital’s policies. Anyone who worked with new-
borns, immunosuppressed patients such as oncol-
ogy or AIDS patients, or in the OR would be
reassigned until their scab separated — about three
weeks after vaccination. (An example of a vaccine
site monitoring policy, which was provided by 
a Hospital Employee Health editorial advisory
board member, is inserted in this issue.)

The hospital also told employees that they
would not be covered by workers’ compensation.
Medical care would be covered through their reg-
ular health insurance. “We did say at the educa-
tion that our preference was people who had
been vaccinated before,” says Vyhlidal. “We felt
that reduced their chances of having any serious
side effects.”

After additional screening and education, 26
employees ultimately received the vaccine. These
were some of the results:
• Four were revaccinated and failed to have a take

either time; they’re considered nonimmune.
• Itching and swelling at the vaccine site were

the most common reactions.
• 17 employees suffered from irritation from the

bandage adhesive.
• Four employees had a fever, and two missed

some work.
• Skin conditions and desire not to be reassigned

were the most common reason for declining
the vaccine.
Although the hospital’s overall number is rela-

tively small, Vyhlidal says the program met the
goal of vaccinating enough nurses and physicians
to care for a patient and provide vaccinations to
other employees if a smallpox event occurred. “I
wanted to get the word out so other hospitals
would see we’ve had a good experience.”

Methodist Hospital is discussing phase two
with the state health department, which will focus

on first responders, but could include nurses and
physicians who were unable to receive the vaccine
earlier due to scheduling difficulties. In phase
three, when the vaccine is offered to the general
public, other hospital employees may be included,
Vyhlidal says.  ■

Doctor with TB exposes
patients, co-workers 
Case underscores risks of going to work while sick

For a few days last fall, a hospitalist in Duluth,
MN, came to work with a lingering cough that

he thought was a stubborn case of bronchitis. In
fact, he had an active case of tuberculosis and had
inadvertently exposed patients and co-workers.

Follow-up testing found no cases of transmis-
sion of TB at St. Mary’s Duluth Clinic among
almost 200 people tested. But the case highlights
the risks that can be posed when a health care
worker comes to work sick.

Beyond employee education and an emphasis
on the importance of good infection control prac-
tices, there is little a hospital can do to ensure that
health care providers don’t come to work sick,
employee health experts say. But this case, as well
as the emergence of severe acute respiratory syn-
drome (SARS), underscores the importance of
basic measures to prevent the spread of infectious
diseases. (For more on SARS, see article, p. 55.)

“I think it’s exceptionally difficult to get people
to stay home when they’re ill, especially with the
nursing shortage and the shortage of emergency
physicians,” says Sherri-Lynne Almeida, DrPH,
RN, chief operating officer for Team Health
Southwest, a hospital-based physician manage-
ment company in Houston.

In fact, St. Mary’s reviewed its policies and
decided not to make any changes. It already
instructs employees not to show up for work sick
with an infectious disease. “When you have health
care workers who obviously are coming into close
contact with people who are sick themselves and
may be immunocompromised, people need to use
good judgment and follow policies, which we do
have,” says Beth Johnson, spokeswoman for St.
Mary’s. “People shouldn’t be coming to work sick.
[But] physicians have such a strong work ethic,
they really push themselves — in this case, obvi-
ously, when they shouldn’t.”
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When St. Mary’s  hired Okwechukwu Iwu,
MD, they knew he had contracted TB from work-
ing with AIDS and TB patients at another facility.
In May 2001, he was diagnosed with a “presump-
tive” case of TB and put on a six-month regimen,
which he completed. When he was hired at St.
Mary’s that summer, a chest X-ray showed no
evidence of TB.

Then, in November 2002, he developed a
cough and began taking antibiotics. Two weeks
later, he still had the cough. Believing that the
prior treatment had cleared him of TB, “he had
never even entertained the possibility of tubercu-
losis,” says Johnson.

As soon as he was diagnosed, Iwu was placed
in isolation in the hospital where he worked. His
TB was identified as multidrug-resistant, and he
has been treated with second-line medications
that appear to be working.

“This has made our local hospitals really go
back and look at their infection control policies,”
says Larry Sundberg, MPH, MBA, epidemiolo-
gist with the St. Louis County Public Health
Department in Duluth. “One hospital went back
to see if they have a Mantoux [testing] policy on
their physicians. Others looked at policies about
having people work sick.”

There are actually many conditions that may
make it unsafe or unwise for health care workers 
to come to work, notes Gabor Lantos, MD, PEng,
MBA, president of Occupational Health Manage-
ment Services in Toronto. What about someone
with shingles? Or cold sores? Or even a noninfec-
tious ailment such as vertigo? “The employee
should go to occupational health and get a deter-
mination of fitness for health,” Lantos says.

Supervisors need to be alert for signs of illness,
and employees need to work in an environment
where self-reporting is encouraged, says Lantos.

If employees come to work with respiratory
symptoms — perhaps, because there are staffing
shortages and they don’t want to impose on their
colleagues — they should wear respiratory pro-
tection, Almeida says. That would involve either
an N95 of powered air-purifying respirator, she
says. “There are a lot of diseases as we now see
that can spread quite rapidly.”

For vulnerable patients, even common infec-
tious diseases can be deadly. But ultimately, it is 
up to the employee to decide when to call in sick. 

“At some point in time, it is a judgment call,”
says Johnson. “What is a cold? What is the flu?
When are you contagious? “If there’s any silver
lining to this situation, it was a learning experience
for us. I think people are being more careful than
ever. Hopefully, it won’t take something like that
to keep us that way.”  ■
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■ SC hospitals prevent
injuries by finding the
root cause

■ Why OR staff are at
risk for sharps injuries,
and what to do about it

■ Beyond safer
devices: How hospitals
prevent needlesticks

■ Ergonomics injuries:
Are you protecting
nonclinical employees?

■ SARS update: 
A new risk highlights
respiratory protection

COMING IN FUTURE MONTHS

CE questions
17. What type of precautions does CDC recom-

mend for employees caring for patients with
severe acute respiratory syndrome?
A. standard precautions
B. contact precautions
C. airborne precautions
D. all of the above

18. In its nursing home guidelines for ergonomics,
what does OSHA say about manual lifting of
patients/residents?
A. Manual lifting is not allowed.
B. Manual lifting should be eliminated.
C. Manual lifting should be minimized.
D. Manual lifting should be conducted by more

than one employee.

19. According to Joe Jolliff, administrator of the
Wyandot County Nursing Home in Upper
Sandusky, OH, what piece of equipment pro-
vided both physical relief and buy-in among
employees for ergonomics interventions?
A. ceiling-mounted lifts
B. gait belts
C. fast electric beds
D. lateral transfer devices

20. OSHA recently lowered the threshold of lost-
time injuries per 100 FTEs that resulted in hos-
pitals receiving warning letters about high injury
rates. What is the current threshold?
A. 4
B. 6
C. 7
D. 8

Answer Key: 17. D; 18. C; 19. C; 20. B
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OSHA targets high-hazard
jobs in proposed budget
Agency zeroes in on nursing home ergonomics

Targeted enforcement of the most hazardous
workplaces, including nursing homes, would

increase in the proposed FY 2004 budget for the
Occupational Safety and Health Administration
(OSHA). OSHA also announced an enhanced
enforcement policy for employers who “expose
their workers to serious safety and health haz-
ards and who continue to defy worker safety and
health regulations.”

About 200 nursing home inspections have
occurred already under the National Emphasis
Program, which began September 2002. 

Inspectors focus on ergonomic hazards as well
as bloodborne pathogens, slips and falls, and
tuberculosis. “We’ve got a number of [ergonomics]
cases that are in the works,” said John Henshaw,
OSHA administrator.

OSHA’s comprehensive approach to ergo-
nomics provides for enforcement under the
agency’s general duty clause, which requires
employers to create a workplace free of recog-
nized hazards.

“We’ll make a strong push to increase the num-
ber of inspections,” said Henshaw. “We will con-
tinue to focus on the worst hazards and the most
dangerous worksites.”

The proposed budget of $450 million repre-
sents a 3% increase from FY 2003, including a
12% increase in compliance assistance. OSHA
will make a special outreach geared toward
Hispanic workers.

OSHA also plans to initiate a study of chemi-
cals that pose a respiratory hazard in health care.
OSHA’s goal is to conduct 37,700 inspections this
year and to reduce injuries and illnesses overall
by 8%.

In its enhanced enforcement, OSHA plans to
target employers who have the highest severity
of willful violations, multiple serious violations at
the highest level of severity, repeat violations,
failure-to-abate notices, or a serious or willful
violation associated with a fatality.

In those cases, OSHA will conduct follow-up
inspections and programmed inspections. It will
place stronger language in settlement agreements
with those employers and will, in some cases,
seek federal court enforcement, OSHA said.  ■

CE 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 those issues affect health care
workers, hospitals, or the health care industry in
general;

• cite practical solutions to problems associated
with the issue, based on overall expert guidelines
from the Centers for Disease Control and Preven-
tion, the National Institute for Occupational Safety
and Health, the U.S. Occupational Safety and
Health Administration, or other authorities, or
based on independent recommendations from clin-
icians at individual institutions. ■
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Employee Health Services Sample Policy and Procedures
Title: Monitoring Smallpox Vaccination Site

Date: January 2003

POLICY

Health care workers (HCW) who receive the smallpox vaccination will not be furloughed from work. When a HCW
receives the smallpox vaccination it is the policy of the Employee Health Services (EHS) to follow the Centers for
Disease Control and Prevention (CDC) recommendation for:

1. monitoring the HCW’s smallpox vaccination site daily from the time the vaccination is
administered until the scab falls off;

2. covering the vaccination site loosely with gauze using first-aid tape to keep it in place 
and then covering with a semipermeable (or semiocclusive) dressing while the HCW works;

3. changing the bandage at least every three to five days;
4. wearing a shirt that covers the vaccination site.

PROCEDURE

HCW 1. Notifies EHS of intention to be vaccinated and anticipated date if in the military.

EHS 2. Establishes schedule for HCW to have site monitored based on work schedule and 
availability of EHS staff. If EHS staff are not available, arrangement will be made on a 
case-by-case basis for the daily monitoring of the vaccination site.

HCW 3. Reports as planned for daily vaccination site checks. Maintains Smallpox Vaccination Site 
Monitoring Log by bringing it to each visit. Submits Monitoring Log to EHS when monitoring 
is completed.

EHS 4. Inspects site daily until the scab falls off. Documents appearance of site. Changes dressing 
as indicated every three to five days. Reports any unusual findings to the EHS medical 
director. Refers HCW as needed for appropriate medical management of any complications 
related to vaccine administration. Files Monitoring Log in HCW’s health record.
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Employee Health Services
Smallpox Vaccination Site Monitoring Log

Name______________________________ Department_____________ Emp ID #__________

Date of vaccine administration:_______/_____/_____ Provider of vaccine:_____________________

Other:_____________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Initials (sign initials and full name): ____________________________ ____________________________

____________________________ ____________________________

____________________________ ____________________________

____________________________ ____________________________
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Note: The vaccine site monitoring policy and log were provided by a Hospital Employee Health editorial advisory board member.

Day # Date Time Condition of Site Dressing Change Other Initials

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21
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Source: Centers for Disease Control and Prevention, Atlanta.
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