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Warning to AHA: Expect to receive
more complaints on needle safety
Medical residents, Public Citizen vow action nationwide

Hospitals that fail to use safer needle devices wherever possible —
including the operating room — may find themselves the target
of employee complaints or Occupational Safety and Health

Administration (OSHA) citations.
That is the message medical residents and the Washington, DC-based

advocacy group Public Citizen intend to send after recent OSHA citations
of Montefiore Medical Center in New York City.

Among the deficiencies cited: failure to use safety syringes and catheter
securement devices, retractable scalpels, and blunt suture needles; lack of
sufficient information on needlestick logs; and failure to update the expo-
sure control plan. (Montefiore has contested the citations.)

“The point is not that Montefiore is bad. It’s that Montefiore is com-
mon,” says Stephen Cha, MD, chief resident in the Montefiore depart-
ment of internal medicine and a complainant. “We feel what happens
here happens a lot of places.”

In fact, the hospital asserts that it has made significant efforts to pre-
vent needlesticks. “Montefiore Medical Center has had a long-standing
and exceptional program to protect its employees from occupational
exposure to bloodborne pathogens and has been and continues to be
committed to providing a safe work environment for all of its employ-
ees,” the hospital said in a statement.

Other hospitals may soon face scrutiny as a result of complaints by
medical residents or students. Cha, along with Joseph Ross, MD, a medi-
cal resident at Montefiore, and Peter Lurie, MD, MPH, deputy director 
of Public Citizen’s Health Research Group asked the American Hospital
Association (AHA) to issue an alert to hospitals regarding the citations 
of Montefiore. “In the alternative, medical students and residents stand
ready to file institution-by-institution complaints against violating hospi-
tals,” they said in a letter.

“We think the violations described in the citation are not particularly
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unusual in American hospitals,” Lurie says. “We
suspect that a very large fraction of American
hospitals are guilty of exactly the same thing.”

AHA president Richard Davidson noted that
the AHA has issued “multiple advisories” on
needle safety. “We’ll continue to remind our
members of its importance,” he responded to
Public Citizen.

Challenges remain in needle safety

The Montefiore case highlights the challenges
that remain in integrating safer devices and
changing long-standing practices.

Market data from Becton-Dickinson, the
world’s largest manufacturer of needle devices,
indicates that 90% of hospitals use needleless IV
systems, says Jane Perry, MA, director of com-
munications for the International Healthcare

Worker Safety Center at the University of
Virginia in Charlottesville. Blood collection
devices with safety features, likewise have
widespread acceptance.

About half of the syringes sold have safety 
features; syringes used in the pharmacy or other
areas with no direct patient contact would not
need the safety device. But safety devices have
low acceptance in some areas, such as the operat-
ing room.

“I don’t think hospitals have much of an excuse
any more,” Perry says. “They should be fully con-
verted to safety in the major device categories and
they should be making a lot of progress in terms
of safety in the specialty products.”

June M. Fisher, MD, director of the Training for
Development of Innovative Control Technologies
(TDICT) Project at the Trauma Foundation at San
Francisco General Hospital and a needle safety
expert, also expresses concern about how well
hospitals have integrated safety devices through-
out their units. 

“As far as I know, there’s no good surveillance
of how it’s implemented,” she says.

Complaint arose after union effort

Cha says he became concerned about safe
needle devices at Montefiore after he rotated
through another hospital where an array of
such devices was available. For example, he
used a needless system to access central lines
and adhesives instead of sutures to secure cen-
tral venous catheter lines.

Meanwhile, working with the Committee of
Interns and Residents, an affiliate of the Service
Employees International Union, Montefiore
interns and residents began a union organizing
effort. They eventually abandoned that effort, but
they had gathered information on the bloodborne
pathogen standard and the hospital’s injury log.

An OSHA complaint, signed by more than 
20 interns and residents, noted a rise in needle-
sticks from syringes in 2002 and in overall
sharps injuries over a three-year period. An
average of 89 employees reported being stuck
with a hypodermic needle each year, the com-
plaint stated.

Several of the medical residents who signed
the OSHA complaint had suffered needlesticks,
Cha says.

Cha recalls emergency situations in which he
and other physicians might use dozens of syringes.
“We would start jamming them into the bed as
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opposed to having a simple locking mechanism 
to keep the needle safe,” he says.

Since the complaint was filed, Montefiore has
improved the availability of safety devices, Cha
explains. Now he says he hopes to influence
change at other hospitals, as well.

“Needlesticks are still a huge problem. Trans-
mission of bloodborne pathogens is still a big
problem,” says Nicholas Rudikoff, a research
analyst with the Committee of Interns and
Residents. 

“I think there has to be constant vigilance
because the enforcement agencies don’t have
the time or resources to constantly be checking
on this,” he adds.  ■

Ethylene oxide risks 
rising in hospitals
Exposure also linked to breast cancer

Long-term exposure to ethylene oxide (EtO),
even at permissible levels, may be putting

hospital workers at increased risk for breast can-
cer, recent studies suggest.

While other hazards — from severe acute res-
piratory syndrome (SARS) to smallpox — have
taken the spotlight in recent years, the risk from
EtO appears to be rising slowly.

It doesn’t take much daily exposure to cause 
a concern, particularly since 90% of the central
processing workers are women. Workers who are
exposed to just 1 part per million (ppm) during 
a daily work shift for 13 or more years show an
increased risk of breast cancer.1

“This underscores the importance of monitor-
ing employee exposure,” says lead author Kyle
Steenland, PhD, professor of environmental 
and occupational health at the Rollins School of
Public Health at Emory University in Atlanta.

Even more troubling, an analysis of that moni-
toring shows a gradual increase in noncompliance
with the short-term exposure limit at hospitals
around the country. 

In 2001, about 12% of hospitals had exceeded
the short-term limit of 5 ppm in a 15-minute
period, according to a study of more than 130,000
personal breathing zone samples collected from
1984 to 2001.2

The gradual increase in exposures coincided
with a decline in Occupational Safety and Health

Administration (OSHA) enforcement, says
Anthony D. LaMontagne, ScD, MA, MEd, 
associate professor at the Centre for the 
Study of Health & Society at the University 
of Melbourne in Australia.

In fiscal year 2002, OSHA issued 10 citations
related to EtO stemming from four inspections. In
1989, OSHA issued 250 citations from 70 inspec-
tions, LaMontagne found. The EtO standard
became effective in 1985, requiring monitoring
and medical surveillance of workers.

“In the first decade [after the standard was
implemented], exposures went down very
nicely,” LaMontagne says. “Since ’96, short-
term exposures are increasing. That is coinci-
dent with a steep drop off of OSHA fines,
inspections, and enforcement of the ethylene
oxide standard.

“We’re backsliding, and people are getting
overexposed again,” he says. “My evidence sug-
gests that we need to be vigilant in order to pro-
tect the gains made in the first decade following
the standard.”

Rich Fairfax, CIH, OSHA’s director of enforce-
ment, says he was not aware of any decline in
enforcement of the EtO standard. 

“If that’s the case, it’s something I definitely
want to look into,” he adds. “In the last several
years, we’ve focused in health care on blood-
borne pathogens and back and shoulder injuries
from resident and patient handling. I’m not
aware of us backing off on looking at other haz-
ards in hospitals when we’re in there.”

EtO a danger ‘to life and health’

EtO, an ether-like gas, is used to sterilize heat-
and moisture-sensitive items. At small concentra-
tions, it is virtually odorless. The National Institute
for Occupational Safety and Health (NIOSH) has
identified EtO as a substance “immediately dan-
gerous to life or health” and as a “known human
carcinogen.”

Acute exposures can cause eye pain, short-
ness of breath, lung irritation, dizziness, nausea,
and headaches. It previously has been linked to
leukemia, lymphoma, genetic damage, nerve
damage, spontaneous abortions, and muscle
weakness.

Steenland’s NIOSH-sponsored study was the
largest ever to investigate the association between
EtO and breast cancer. 

Using interviews as well as death certificates,
cancer registries, and a review of medical records,
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researchers tracked breast cancer incidence in
7,576 women who had been employed for at least
one year in a commercial medical equipment
sterilizing facility. On average, they were exposed
to EtO for 10.7 years.

The risk of breast cancer increased with greater
cumulative exposure. “The study found a 27%
increased risk of breast cancer for those women 
in the study with the highest level of cumulative
exposure to EtO compared to women in the 
[nonexposed population] data,” says co-author
Elizabeth Whelan, PhD, chief of the epidemiology
section in NIOSH’s Industrywide Studies Branch. 

Researchers used SEER (Surveillance, Epidemi-
ology, and End Results) data, a cancer registry
compiled by the National Cancer Institute, as a
comparison.

“No single study can answer the question
about EtO exposure and the risk of breast cancer.
The results of this study do suggest, however,
that EtO at the highest exposure levels is associ-
ated with breast cancer,” Whelan adds.

Researchers were unable to locate many of the
women who had worked in the facilities, and
interviewed 5,139 (68%) of the women included
in the study. They also relied on state cancer reg-
istries and death certificates, but acknowledge
that the lack of a higher response rate was a limi-
tation of the study.

In fact, the number of breast cancers in the
EtO-exposed group was likely an undercount,
Steenland says. “In the whole cohort [of exposed
workers], we know we don’t have all the breast
cancers because we couldn’t find everybody.”

Still, the study provides enough information to
add to health concerns related to EtO. “[Breast
cancer] is a much more common disease than
leukemia and lymphoma, things that have been
implicated before, so that’s worrisome,” he says.

Hospitals monitor more than required

OSHA requires employers to monitor the
workplace for EtO exposure, but those monitor-
ing rules are somewhat lax, LaMontagne says.
The standard requires only initial monitoring. If
hospitals find exposures to be less than half the
permissible exposure limit (the so-called action
level of 0.5 ppm) and below the short-term excur-
sion limit of 5 ppm in a 15-minute period, then
they are not required to monitor again unless
there are changes in personnel or processes.

Most hospitals monitor employee exposure
much more frequently than required — many

times in a given year, he says. 
LaMontagne recommends monitoring at least

quarterly. Analysis of a national database of those
monitoring measurements shows that the more
frequent monitoring is warranted.

He obtained exposure data from a nationwide
commercial vendor and processor of EtO passive
dosimeters and analyzed 87,582 work shift and
46,097 short-term personal breathing zone sam-
ples from 2,265 U.S. hospitals from 1984 to 2001.

The increase in hospitals exceeding the short-
term exposure limit began in 1996, reversing a
long decline over the preceding eight years,
LaMontagne adds.

The type of sterilizer used and its working order
may impact the exposures, he says. For example,
in a previous study, he found that sterilizers oper-
ating under positive pressure using EtO gas mix-
tures were associated with accidental releases 
and exceeding the short-term exposure limit. The
increase in exposures occurred in short-term expo-
sures, or those of 5 ppm or more within 15 minutes,
LaMontagne explains. Negative-pressure sterilizers
using 100% EtO cartridges are associated with less
leakage. Combined sterilizer-aerators also have far
better safety records in this regard. This type of
machine eliminates the need to transfer the steril-
ized devices to a separate aerator.3

Previous studies also showed that high-expo-
sure accidental releases also occur widely and are
rarely picked up in routine exposure monitoring. 

In a study of 92 Massachusetts hospitals,
LaMontagne found that about one-third had 
an accidental EtO release and exposure of 
one or more workers from 1990 to 1992. 

Monitoring was being conducted in only one
case at the time of the accident — a maintenance
worker who had a mishap in changing an EtO
cylinder had a measured short-term exposure of
85 ppm.4

“Seeing an increase in short-term excursions
suggests that unmeasured accidental exposures
might be going up, too,” he cautions.

In addition to regular monitoring, there are a
number of steps hospitals can take to protect
workers, LaMontagne says:
• Keep your machines in the best possible work-

ing order.
• Isolate the machines. “There’s no reason to

have workers folding laundry and packing
surgical kits beside an EtO sterilizer,” he says.

• Reduce your use as much as possible.
• Install an EtO alarm to detect leaks and acci-

dental releases.
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• Conduct medical surveillance. OSHA requires
the surveillance if workers are exposed above
the short-term or work shift action levels.
Based on the recent NIOSH-sponsored study,
breast cancer screenings should be considered
for inclusion in EtO medical surveillance,
advises LaMontagne.
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Limit nursing shifts 
to protect patients
Fatigue has impact for patients, workers

Nurses should be restricted from working
more than 12 hours at time or more than 

60 hours in a week to prevent “error-producing
fatigue,” an Institute of Medicine (IOM) panel
recommended in a comprehensive review of the
nursing work environment.

Health care should learn from other “safety-
sensitive” industries such as aviation and nuclear
energy to establish limits on nurse scheduling,
the panel said. For example, hospitals should
staff their intensive care units with one nurse for
every two patients and should involve nurses in
setting scheduling patterns, the panel said.

“We just have not paid attention to designing
systems to make sure that errors don’t reach the
patient and instead have assumed that we are
super-human,” says Donald M. Steinwachs,
PhD, chair of the panel and chair of the depart-
ment of health policy and management at the
Bloomberg School of Public Health of Johns
Hopkins University in Baltimore.

“This report addresses what a health care orga-
nization has to do in order to really tackle the

issue of patient safety,” he says.
The issues of shift work, mandatory over-

time, and fatigue-related errors in health care
have recently been receiving more attention.
Four states — California, New Jersey, Maine,
and Oregon — prohibit mandatory overtime 
for nurses. California has adopted minimum
staffing levels. The National Institute of Occup-
ational Safety and Health (NIOSH) recently
announced a study of shift work and its impact
on worker safety.

Recommendations from the IOM report, Keeping
Patients Safe: Transforming the Work Environment of
Nurses, will be presented to Congress and shared
with the Joint Commission on Accreditation of
Health Care Organizations. But Steinwachs says
the panel was speaking directly to hospitals with
many of its major points.

“This report will provide [hospital CEOs] with
a blueprint for how to address patient safety on
the organizational level,” he says, and notes that
the panel recommended adding staffing informa-
tion on federal hospital report cards.

“If someone says, ‘We can’t afford to do this,’
You have to ask the question also, ‘Can you afford
not to do this?’” he says.

Long shifts similar to intoxication

“Prolonged wakefulness” can be as bad as
intoxication in its effect on work performance,
according to studies cited by the panel.

Yet working overtime and extended shifts are
commonplace. The report cites 2001 surveys by
the Washington, DC-based American Nurses
Association (ANA) and the Aliso Viejo, CA-based
American Association of Critical Care Nurses in
which 60% of nurses reported being required to
work mandatory overtime. Many nurses also
take advantage of incentives to work voluntary
overtime.

“We’ve got enough information to know that
after 12 hours, we are putting patients at higher
risk, and no nurse wants to do that,” says Ada
Sue Hinshaw, PhD, RN, vice chair of the IOM
panel and dean of the School of Nursing at the
University of Michigan in Ann Arbor. “We didn’t
address the issue of whether it’s voluntary over-
time or mandatory overtime because either way
the effects are the same. After 12 hours, you com-
mit more errors.”

In other industries, studies have shown that
errors increase after nine hours, double after 12
hours, and triple after 16 hours, the report said.
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The report lends credibility to concerns nurses
have raised, says Cheryl Peterson, RN, a senior
policy fellow at the ANA. 

“Nurses have been talking about issues of
mandatory overtime, or feeling tired and over-
worked, for many years,” she says. “Our hope is
that it creates as much of a momentum for change
as we saw from the 1999 [IOM patient safety]
report, To Err Is Human.”

The ANA also will need to educate members
about fatigue and voluntary overtime, she says.
“We ultimately must put patient safety first,” she
says.

More information will soon be available on the
impact of sleep, fatigue, and work schedules on
worker safety. Researchers from NIOSH have pro-
posed to survey 1,000 nurses from 10 hospitals. 

The nurses will keep a sleep and activity diary
and an overtime diary. They will complete ques-
tionnaires that ask about cardiovascular, muscu-
loskeletal, and gastrointestinal symptoms,
lifestyle issues, their workplace safety climate,
and other risk factors. Researchers will also
review work schedules from the hospitals.

“We need nurses in workplace to be alert and
healthy and optimally functioning,” says Claire
Caruso, PhD, RN, research health scientist at
NIOSH in Cincinnati who is heading the study. 

“We don’t know much about how [nurses’]
work schedules impact on their alertness and on
their health. Patterns of work schedules can vary
tremendously,” she explains.

Turnover drops with better environment

How can you address work scheduling in the
midst of a nursing shortage? The panel concluded
that a poor work environment contributes to
turnover — and thus to staffing problems and
shortages.

Hospitals need fundamental changes in their
culture, giving nurses a greater voice in hospital
leadership, involving frontline nurses in decision
making, and promoting a “culture of safety,” the
IOM panel said. 

They also advised hospitals to spend more
money on education and training and to rely
less on contract or agency nurses.

Some duties, such as transporting patients or
retrieving medications, could be shifted to other
workers to allow nurses to spend more time on
clinical tasks, the panel said.

“If we could build a stronger, more productive
work environment, it would not only [improve]

patient safety, it could quite possibly be a sub-
stantial savings,” Hinshaw says. “Cutting
turnover alone would make a big difference.

“Most of the work environment and culture of
safety recommendations essentially assume that
every person in the organization will be responsi-
ble for and on the alert for safety issues,” she
says. 

“A great deal of the care for patients will be
decentralized to the frontline staff who care for
patients. While we need strong leadership, partic-
ularly nursing leadership, at every level of the
organization, we need it to be patient-centered
and supportive of the frontline individuals so
they can make quick decisions.”

That sort of environment can be found today 
in magnet hospitals, where turnover is low and
some hospitals actually have a waiting list for
nursing applicants, Hinshaw says. (For more
information on magnet hospitals, see Hospital
Employee Health, April 2003, p. 49.)

New nurses will be looking for that kind of envi-
ronment, Hinshaw says, noting that the American
Association of Colleges of Nursing has developed
a brochure on characteristics of a good working
environment.

The panel urged hospitals not to take a “piece-
meal” approach to the recommendations on the
work environment, stating that “none of these
recommendations is ‘less important.’”

(Editor’s note: A copy of the IOM report can be
found at www.nap.edu/books/0309090679/html/.)  ■

Washington voters reject
preventive ergonomics rule
Vote may impact other ergo efforts

In an action that might have national repercus-
sions, voters in the state of Washington have

rescinded the only preventive ergonomics rule 
in the country.

Ballot Initiative 841 passed by a vote of 54% to
46%, eliminating the ergonomics rule and prevent-
ing state the Department of Labor and Industries
from developing another one until the federal gov-
ernment enacts a regulation. The department now
will focus on consultation and education, says
Steve Pierce, public affairs manager.

“If people had a more honest understanding 
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of what that was about, there’s no way it would
have [passed],” says Bill Borwegen, MPH, health
and safety director of the Service Employees
International Union (SEIU). “It’s a very sad day
for people who are concerned about employee
health.”

A Washington business coalition ran a radio
and television campaign that asserted that the
ergonomics rule would kill jobs in the state. 

“The costs of doing business are very high in
Washington compared to a lot of other places in
the country,” says Don Brunell, president of the
Association of Washington Businesses (AWB), the
state’s chamber of commerce. 

“We looked at the jobs that would not be cre-
ated and jobs that would be eliminated. People
could just not afford to have any more regula-
tions put on them,” he explains.

Although it was opposed to the “ambiguous”
rules, the AWB supports ergonomics, Brunell
points out. In fact, the AWB has announced 
an ergonomics education effort, including an
ergonomics workshop. 

Worker advocates had hoped the Washington
ergonomics rule would be a springboard for simi-
lar actions in other states.

California has an ergonomics rule that is trig-
gered after at least two workers report repetitive
motion injury within a 12-month period. Unions
there have tried unsuccessfully to revise the stan-
dard to make it stronger.

Washington’s rule required businesses to iden-
tify “caution zone jobs” that put workers at risk
and reduce the hazards of musculoskeletal disor-
der injuries. The rule was to become effective on
a staggered timeline, with the more hazardous
industries, such as nursing homes, taking prior-
ity. Hospitals were required to begin assessing job
hazards by July 1, 2003, and to begin reducing
those hazards by July 1, 2004.

Gov. Gary Locke delayed enforcement for two
years based on recommendations from a Blue
Ribbon Panel on Ergonomics. But business coali-
tions continued to fight the rule in the legislature,
the courts, and the ballot box.

“They bombarded people with what we con-
sidered to be lies about the rule,” says David
Groves, spokesman for the Washington state
labor council, an umbrella organization for
unions and the state federation of AFL-CIO.

“They said the rule was certain to kill jobs in the
state, to play upon people’s economic insecurity.
They said the rule will limit some people’s jobs to
four hours a day, which isn’t true,” he continues.

“They also said that children would lose health
care benefits. I guess the rationale is that if you
went from full time to part time, you’d lose health
care insurance. It was a ridiculous claim.”

Ergonomic hazards still can be addressed
through the general duty clause of the Occupa-
tional Safety and Health Act, which requires
employers to maintain a workplace free of seri-
ous, recognized hazards.

While issuing some ergonomic citations, the U.S.
Occupational Safety and Health Administration
(OSHA) is focused primarily on voluntary guide-
lines and educational efforts related to ergonomics.
Congress rescinded OSHA’s ergonomics rule in
2001.

“Whether we’re going to use that [enforcement
clause] is too early to say,” says Pierce. “We have
a lot to sort out [with the passage of the initia-
tive]. He notes that Washington has about 50,000
work-related musculoskeletal injuries a year.

Meanwhile, unions plan to continue other
efforts to address ergonomic hazards. The debate
over Initiative 841 brought ergonomics into the
spotlight and provided an opportunity to educa-
tion workers about the hazards, says Groves.

“There is a heightened awareness that these
injuries are preventable,” he says. “These [issues]
are subject to bargaining.”  ■

Hospital’s return-to-work 
program values nurses
Clinical duties fit within job limits

Time is money when an employee is injured
and can’t return to work. Besides the financial

burden for the employer in temporary disability
payments, medical costs, and extra staffing, reha-
bilitation actually can suffer as employees stay
idle at home.

The stakes are even higher when it comes to
nurses, the backbone of the hospital.

“We’re going into one of the biggest nursing
shortages we’ve ever had,” says Pat Dalton, RN,
COHN-S, occupational health administrator at
Pitt County Memorial Hospital in Greenville, NC. 

“Just because they can’t do everything [physi-
cally], we throw them out. What you really need
the nurse for is cognitive skills and abilities, not
just physical abilities,” she says.

Pitt County Memorial solved that dilemma
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with a special Alternative Staffing program for
nurses, which supplements a limited duty pro-
gram for employees with occupational injuries
and nonoccupational medical disabilities.

Being at work — even with restrictions and
reduced hours — can help employees feel needed
and involved, Dalton says. “You do have to look
at getting people better from more than just a
physical perspective,” she says.

Dalton uses a physical demands analysis to
determine how strenuous a particular job would
be and whether it would match the employee’s
needs. The analysis evaluates the time spent sit-
ting, standing, twisting, crouching, lifting, and
other activities. 

If a nurse cannot be accommodated in her
home unit with her physical restrictions, Alter-
native Staffing places her in positions where she
can use her cognitive skills within the prescribed
restrictions. For example, an Alternative Staffing
nurse could conduct assessments on a unit while
the unit nurses perform other patient care duties.

“We don’t want to waste any of the nursing
capabilities that we have,” says Dalton. “We want
to use them every way we can.”

Limited duty pay is lower

Dalton created the Alternative Staffing program
to address the special issues posed by injured
nurses. Replacing an injured nurse can be costly,
but allowing her to return to her usual duties too
quickly may delay her recovery. In fact, nurses will
sometimes push themselves beyond what is safe,
she says. “They care about their patients. They care
about their co-workers. [They] are always going to
do better if we have them doing something useful
and in their professional field.”

The Alternative Staffing program reflects the
hospital’s view of nurses and their value to the
organization. They receive their regular salary 
in the program, while limited duty employees
receive reduced pay. 

“It’s not that we’re favoring nurses over other
people. It’s that nurses have a lot of flexibility in
what they can do and still be of great value,” she
explains. “They are actually performing regular
nursing duties, but in alternative departments
where accommodations can be made. They are
paid by the department in which they work.”

Limited duty is a tiered program. Phase I
applies to workers with a temporary disability
due to a work-related injury. Phase II employees
have work-related injuries but have reached 

their “maximum medical improvement” and
need permanent accommodations. Phase III is
designed for employees with long-term disabili-
ties that are not work-related but qualify for
accommodations under the Americans with
Disabilities Act.

For Phase I, after the treating physician deter-
mines work restrictions and writes an order to
place the employee on limited duty, a certified
vocational evaluator provides testing to deter-
mine the employee’s skills and interests, then
matches the employee to a suitable job.

“We have designed jobs that have some vari-
ability in terms of the skills that people would
need, educational level, as well as physical ability,”
Dalton says. “We’ve got to prove that the injured
person is able to work in a particular job, making
sure it is suitable for that individual. If we don’t do
that, then we have to continue to pay temporary
total disability.”

“We make these jobs as meaningful as we can,”
Dalton says. “We use tasks that are part of other
people’s jobs and make a limited duty job out of
them. 

“Each of the jobs has a written job description
and a physical demands analysis. By assuming
some of the work that other employees normally
have to do, the injured worker is seen by both 
co-workers and managers as being helpful to the
unit,” she points out.

Rehab program — not ’make-work’

The limited duty job bank has about 30 jobs that
are filled only by employees on limited duty. “We
don’t want to have what plaintiff attorneys refer to
as ‘make-work.’ That is not good rehabilitation,”
Dalton says, “and won’t hold up in litigation.”

Limited duty also involves a financial incentive
to return to full duty.

“Many hospitals will continue to pay the per-
son what they normally make no matter what
they’re doing. They may be doing a third of what
they were doing before,” she says.

“The whole program is a bridge between their
total inability to work and their getting back to
their regular work,” Dalton says. “Therefore, 
they are paid more than they would make if they
stayed home and less than they will make when
they return to their regular job.

“We tell them this whole program is a rehabili-
tation tool. The purpose is to get the person back
to whatever work they can safety do,” Dalton
explains.  ■
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Roundtable gives boost 
to HCW flu vaccine
Experts convene to promote vaccination

Why do so few health care workers get the flu
vaccine each year? What can be done about

it?
Those were the central questions as the

National Foundation for Infectious Diseases
held a roundtable discussion in November on
improving influenza vaccination rates among
health care workers.

“Many health care workers don’t think of them-
selves as part of the risk groups that need to be vac-
cinated,” says William Schaffner, MD, who is on
the board of the foundation. He also is chair of the
department of preventive medicine at Vanderbilt
University in Nashville. 

The key reason health care workers need the
vaccine is to prevent spread of the disease to vul-
nerable patients. Schaffner also notes that when
flu season hits, hospitals need their employees to
be healthy and working — not out sick.

That message was underscored in November
when Julie Gerberding, MD, MPH, director of
the Centers for Disease Control and Prevention
(CDC), cautioned that this could be a more severe
flu season. She highlighted the need for health
care workers to receive the vaccine.

“I think it’s really a responsibility for health
care workers to provide that level of extra protec-
tion to themselves, their patients, and their fami-
lies,” she said. “We will be working even harder
and more aggressively with the health care com-
munity to try to encourage this.”

The roundtable, which included infection con-
trol and preventive medicine experts as well as
representatives of major medical organizations,
specifically tailored conversations around health
care workers, not the at-risk patients.

According to the 2000 National Health Interview
Survey, only about 38% of health care workers
receive the flu vaccine.

“We talk so much about immunizing patients
that this focus on the health care provider is an
afterthought,” Schaffner says. “This is the occa-
sion to bring that front and center.”

The roundtable will produce a white paper
with a summary of major points in the discus-
sion, including information about best practices.

“Ultimately, we hope that institutions and

organizations will take these issues on and them-
selves become active in more effectively promot-
ing health care worker vaccination,” says Kristin
Nichol, MD, MPH, MBA, chief of medicine at the
Minneapolis VA Medical Center and an expert on
infectious diseases and immunization.

Key issues: Education and convenience

More than 60% of health care workers receive
their flu vaccines at the Minneapolis VA Medical
Center, and Nichol credits education and conve-
nience. Each fall, an infection control nurse works
with clinical units to schedule a time for the mobile
flu vaccine cart to visit each shift. Employees who
miss the cart during its two-week period can visit
infection control.

Year after year, the education becomes cumula-
tive. But Nichol also has been active in dispelling
common myths about the flu vaccine.

“We find people have misconceptions about
the safety of vaccination,” says Nichol. “You can-
not get the flu from the flu shot.

“We actually did a placebo-controlled trial and
demonstrated there is no difference in systemic
symptoms between people who got the flu shot
and people who got the [saline shot].”

Nichol notes that “the background rate of
symptoms in the population is rather high,” with
as many as 20% of people feeling some symp-
toms, such as headache or fever, at any period of
time. The only symptom clearly associated with
the flu vaccine was soreness at the injection site.

FluMist, an intranasal vaccine, was recently
approved by the Food and Drug Administration.
Because it is a live, attenuated virus, it is not cur-
rently recommended for use by health care work-
ers. Eventually, that recommendation could
change as more data on its use becomes available.
“I think it has the potential for substantially
increasing the flu vaccine acceptance by health
care workers,” Schaffner says.

Meanwhile, Nichol emphasizes not only the
need to protect patients from influenza outbreaks,
but also the importance of protecting to the health
care workers.

“[With the flu], you’re ill on average six days.
You spend two or three or four in bed. It’s tremen-
dously disruptive to the household,” she says.
“The personal benefits are not just for that person
but for the entire household.”

Through the roundtable, Schaffner and Nichol
also intend to encourage organizations such as the
American Medical Association and the American
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Nurses Association to promote influenza vaccina-
tion to their members.

“Many of the leading professional organiza-
tions do not specifically educate and recommend
to their members that they be vaccinated,” says
Schaffner. “They rely on the CDC, and they know
the message is out there. They have not them-
selves specifically spoken to their own member-
ship on this topic. We’re going to try to enlist
some of these professional organizations to just
get the word out.”

Higher vaccination rates will have other posi-
tive benefits, Nichol says.

“As more health care workers themselves
become more sensitize to these issues and are
immunized themselves, I would hope there
might be a spillover effect to enhance immuniza-
tion efforts for their patients, as well,” she says.

Each year’s success builds on itself, she adds.
“We do know that health care workers who have
been previously immunized are more likely to be
immunized in subsequent years,” she says.  ■

Hospitals weigh ID route
for HBV nonresponders
CDC recommends two series of IM for HCWs

Is intradermal (ID) vaccination the answer for 
those who don’t respond to two full series of

hepatitis B vaccine?
Based on recent studies, some hospitals are

considering the practice, although the Centers for
Disease Control and Prevention (CDC) maintains
its recommendation to use only the intramuscu-
lar (IM) route. As many as 75% of those who did-
n’t respond to the first three-shot series of IM
injections will respond to a second series, says
Eric Mast, MD, MPH, medical epidemiologist
with the prevention branch of CDC’s Division of
Viral Hepatitis.

Those few health care workers who still do 
not show an adequate antibody response would
receive immune globulin in the case of an expo-
sure, he says.

“The Advisory Committee on Immunization
Practices has reviewed the immunogenicity data
[of the ID vaccine], and that’s their recommenda-
tion,” he says. “I don’t anticipate it being revis-
ited in the near future. There hasn’t been a real
demand to revisit it.”

CDC’s recommendation: “At this time, low-
dose intradermal vaccination of adults should 
be performed only under research protocol with
written informed consent.”1

Yet some hospitals are considering the ID use
based on recent studies showing high response
rates.

In an Australian study, 18 health care workers
who did not respond to IM hepatitis B vaccine
received the ID vaccine every other week for up
to four doses. 
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CE questions

1. According to Jane Perry, MA, director of com-
munications for the International Healthcare
Worker Safety Center at the University of
Virginia, which of the following needle safety
categories has less than adequate acceptance
at hospitals?
A. needleless IV systems
B. blood collection devices
C. operating room devices
D. glass capillary tubes

2. What is the short-term excursion limit of ethy-
lene oxide exposure?
A. 1 ppm
B. 5 ppm in a 15-minute period
C. 15 ppm during an eight-hour shift
D. 1 ppm at least twice during an eight-hour

shift

3. In the report, Keeping Patients Safe: Transform-
ing the Work Environment of Nurses, an Institute
of Medicine panel said nursing shifts of more than
12 hours could lead to:
A. fatigue-related errors
B. more patient delays
C. efficient scheduling
D. low morale

4. In its return-to-work program, Pitt County
Memorial Hospital provides an Alternative
Staffing program for nurses at a higher pay 
than the limited duty program because:
A. Nurses are more likely to be injured at work.
B. Nurses return to work more quickly.
C. Nurses have a better work ethic.
D. Nurses have valuable cognitive skills that still

can be used.

Answer Key: 1. C; 2. B; 3. A; 4. D



Seventeen of them (94%) developed protective
antibodies.2

A similar 1995 study of Connecticut health care
workers found that 88% of previous nonrespon-
ders achieved immunity with up to four doses of
high-dose intradermal vaccine.3

“It seems to me that the data are pretty com-
pelling,” says Mark Russi, MD, MPH, associate
professor of medicine and public health at the
Yale University School of Medicine and director
of occupational health at Yale-New Haven (CT)
Hospital, which has not yet decided to use the
ID route. “I think most of us would like to [add]
it into our practice if there were an official go-
ahead,” he says.

Yet some studies have also shown an ID anti-
body response that is effective but lower than
with the IM route.4

“Seroconversion rates have been inconsistent,”
Mast says. “Some studies have found relatively
high, others have found lower conversion rates.
There’s little information about the long-term pro-
tection. All the long-term protection data are data
with the intramuscular route of administering.”

The carefully controlled environment of a clini-
cal study also may overstate the benefits, says
Mast. “What you see in study situations may be
different from what is seen in actual program-
matic practice,” he says.

Goal is to provide maximum protection

Yet in clinical practice, employee health profes-
sionals would like another tool to protect health
care workers from hepatitis B, which has a higher
seroconversion rate from bloodborne pathogen
exposures that HIV or hepatitis C.

Pat Dalton, RN, COHN-S, occupational health
administrator at Pitt County Memorial Hospital
in Greenville, NC, brought the issue to the hospi-
tal’s infection control committee. 

The occupational health and infection control
physicians ultimately decided to try the ID route
for those who didn’t respond to two full IM series.
Although there are some published reports of skin
discoloration at the ID injection site, Dalton says

no hospital employees have had any adverse
effects.

“If our ultimate goal is to assure that as many
people as possible develop antibodies and we’ve
already given them two full series and they have
not developed antibodies, what’s the downside
of giving them ID doses?” Dalton asks.

The hospital will track the vaccinations, noting
factors that may affect the response to the vac-
cine. With the IM vaccine, lower conversion rates
have been linked to smoking and obesity in some
studies.

At Vanderbilt Occupational Health Clinic in
Nashville, TN, medical director Melanie Swift,
MD, is following the medical literature on ID
hepatitis B with interest. “There’s certainly a lot
of talk about it,” she says, noting that changes in
practice often evolve as the medical community
evaluates new data.

But Swift also notes that the number of true
nonresponders is very low. Some health care
workers who say they are nonresponders did not
complete the full second series, she says.

“Most people who think they’re a nonrespon-
der were told that, because at the time they got
vaccinated, they had completed what was recom-
mended, [which was less than the three-dose sec-
ond series],” she says. 

“Now we found that you really need to apply
more stringent criteria before you call someone a
nonresponder,” Swift adds.
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OSHA ends nursing home
emphasis program
Inspections will decline this year

The heat is off of nursing homes — or at 
least turned down from a boil to simmer.

Occupational Safety and Health (OSHA) admin-
istrator John Henshaw announced that the
National Emphasis Program for nursing homes
has ended. 

About 1,000 nursing home inspections had
occurred under that program since June 2002.

Nursing homes remain a high-hazard industry
that is a part of the site-specific targeting pro-
gram. However, nursing homes will receive a
reduced rate of inspections.

“[I]n fiscal year 2004, which began Oct. 1, we
will probably inspect about 400 long-term care
facilities with the highest injury and illness rates,
rather than [the] 800 that might naturally rise to
the top of our list,” Henshaw told the American
Health Care Association. He did not explain the
disparity.

Union advocates were critical of the sudden
shift in enforcement action against nursing
homes. “There’s no basis for doing this,” says 
Bill Borwegen, MPH, health and safety director
for the Service Employees International Union. 

“It’s a tragedy against some of the hardest
workers in our country — who almost exclu-
sively are women, disproportionately minority,
[and] many of them single moms,” he adds.

In fiscal year 2003, OSHA issued citations
against more than 500 nursing homes. That
included seven general duty clause citations
related to ergonomics hazards. OSHA also 
issued 104 ergonomic alerts.  ■

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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