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CDC TB guidelines hit fit-testing 
roadblock over ‘periodic’ testing
Conflict over annual fit-testing delays release

Afirestorm over fit-testing has spilled over to another agency, derail-
ing the release of draft tuberculosis guidelines by the Centers for
Disease Control and Prevention (CDC). If CDC recommends “peri-

odic” fit-testing, will that be interpreted as annual fit-testing? If the U.S.
Occupational Safety and Health Administration (OSHA) requires annual
fit-testing, should the TB guidelines be consistent with that?

“If that word [periodic] is maintained, I believe OSHA will have the
definition tied up,” Rachel Stricof, MT(ASCP), MPH, an epidemiologist
who is a liaison member of the Advisory Council for the Elimination of
Tuberculosis (ACET), told another CDC advisory panel. “Periodic will
equal annual.”

Even within CDC, those issues and others are being hotly debated as
hospitals await the updated guidelines. Representatives from CDC’s TB
division, division of healthcare quality promotion (which deals with infec-
tion control), and the National Institute for Occupational Safety and Health
(NIOSH) are meeting to work out differences in wording the guidelines.

The agency first is looking into the source of the disagreement, Denise
Cardo, MD, director of the division of healthcare quality promotion, told
the Healthcare Infection Control Practices Advisory Committee (HICPAC),
an expert advisory panel. “If it’s because of a lack of data, where are we
going to produce the data?” (The CDC guidelines also have been delayed as the
agency considers the use of the QuantiFERON blood test in lieu of skin testing and
other issues.)

Infection control and employee health practitioners have flooded
OSHA with letters, asserting that annual fit-testing has no proven, scien-
tific merit. CDC also has received its share of feedback from infection
control practitioners and others. “Fit-testing is extremely time-consum-
ing, labor-intensive, costly, and of virtually no incremental benefit when
good fitting respirators are used,” the Association for Professionals in
Infection Control and Epidemiology (APIC) wrote to OSHA.
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Yet industrial hygienist Mark Nicas, PhD,
MPH, CIH, a respiratory protection expert at the
University of California-Berkeley, argues that res-
pirator studies are pertinent to tuberculosis. 

“M. tb bacilli are carried on airborne particles
that behave aerodynamically just like other air-
borne particles of comparable size, and although
health care facilities cannot yet measure airborne
M. tb concentrations, they can assess exposure
potential,” he says. “When you’re in close proxim-
ity [to an infectious patient], then wearing a respi-
rator is your first line of defense,” adds Nicas, who
is industrial hygiene program director in the envi-
ronmental health sciences division at UC-Berkeley.

“If that’s your first line of defense, you should
extend the effort to make sure it works.”

This debate over fit-testing has been simmer-
ing for at least six years — since OSHA imple-
mented a new General Industry Respiratory
Protection Standard (1910.134). OSHA was then
drafting a tuberculosis standard and announced
it would address fit-testing for TB in that docu-
ment. On Dec. 31, 2003, OSHA revoked its pro-
posed TB standard — and the older respiratory
protection standard that had applied specifically
to TB.

“OSHA basically did what they said they were
going to do,” says Michael Tapper, MD, chief of
infectious diseases at Lenox Hill Hospital in New
York City and a member of HICPAC and a liaison
member of ACET. “They said TB was carved out
[only] because the TB standard was moving for-
ward at that time.”

The CDC guidelines, which date to 1994, rec-
ommend hospitals conduct an annual risk assess-
ment. Skin testing and other activities would be
based on level of risk. The guidelines did not
include much information about fit-testing, but
instead referred to OSHA and NIOSH documents.
However, the guidelines state that all hospitals —
except those with minimal risk of encountering a
TB patient — should have a respiratory protection
program and health care workers caring for TB
patients should wear respirators that have been
fit-tested.1

While CDC wrestles over how to address fit-
testing in the updated guidelines, there is little
indication that OSHA plans to reconsider its posi-
tion. The agency has not yet responded to letters
from APIC, the American Hospital Association,
and others. OSHA always intended to include bio-
logic agents in its General Industry Respiratory
Standard, an OSHA official notes. The preamble to
the 1998 standard states: “Deleting the proposed
definition’s examples of air contaminants makes
clear that no type of air contaminant, including
biological agents, is excluded from the definition.”

It references comments made during the public
hearings on the General Industry Respiratory
Protection Standard, stating, “OSHA emphasizes
that this respiratory protection standard does
apply to biological hazards.”2

One area of agreement has emerged among
those opposed to the annual fit-testing and those
who support OSHA’s position: Manufacturers
should be required to certify the fit of their respi-
rators. “Under current NIOSH certification proce-
dures, manufacturers only have to prove the
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filtration characteristics, not the fit characteris-
tics,” Tapper notes. “A well-designed respirator
that has inherently good fit characteristics will fit
most health care workers.”

A change in NIOSH certification would be an
improvement, Nicas concurs. “You’d decrease the
likelihood of handing out a poorly fitting respira-
tor. But the only way to know if it fits well or does-
n’t fit well would be through fit-testing.”

Meanwhile, more research also should be 
conducted on fit-testing itself — such as how
reproducible the fit-test results are, Tapper says.
“Everyone wants to protect workers. The only
thing we’re disagreeing about is how efficient
and how effective these things are.”

While employee health and infection control
professionals register their objections with the fit-
testing requirement, they still face the challenge
to comply by July 2. OSHA has stated that hospi-
tals must have a fully functioning respiratory
protection program for TB — including medical
evaluations of employees and annual fit tests —
by that date. 

That is a daunting prospect for many hospitals.
An informal poll of hospital-based occupational
medicine practitioners indicates that hospitals fit
test two-thirds of their staff to wear N95 filtering
facepiece respirators, says Mark Russi, MD, MPH,
director of occupational health at Yale-New Haven
(CT) Hospital.

“The burden to hospitals would be substantial
[of annual fit-testing], says Russi, a liaison member
of HICPAC. “It would inevitably draw resources
from activities of proven benefit to an activity of no
proven benefit.” He stresses that initial fit-testing 
is crucial and annual training provides reminders
to health care workers about the proper use of the
respirators.

Some hospitals tackled the fit-testing issue
when they prepared for a potential severe acute
respiratory syndrome (SARS) outbreak. “SARS
has now driven us to fit test,” says Steve Gordon,
MD, hospital epidemiologist with the Cleveland
Clinic Foundation and a member of HICPAC. He
notes that many hospitals also have purchased
powered air-purifying respirators, which do not
require fit-testing.
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A reason to vaccinate: 
Flu led to staff shortages
CDC studies HCW vaccination

Influenza had a major impact on the nation’s hos-
pitals this season, filling up intensive care units

and leading to staff shortages. The hardship caused
by influenza has added vigor to campaigns to
improve vaccination of health care workers.

About a third of hospitals faced a staffing short-
age due to influenza, according to a study by the
Centers for Disease Control and Prevention (CDC).
The western region was the hardest hit, with 47%
of facilities reporting staffing shortages due to
influenza.

That occurred despite an improvement in
influenza vaccinations. Hospitals reported that
they had vaccinated 53% of their employees, an
improvement over the previous rate of 44.5% 
for those hospitals. The 2000 National Health
Interview Survey found that overall only about
38% of the nation’s health care workers receive
the flu vaccine.

“Influenza takes out a portion of their work
force right at a time when they’re particularly
needed, because there’s also a surge in admis-
sions,” says William Schaffner, MD, chair of the
department of preventive medicine at Vanderbilt
University in Nashville, TN. Schaffner also is on
the board of the National Foundation for Infectious
Diseases, which has placed a priority on improving
immunization of health care workers.

The CDC also is placing a focus on immuniza-
tion of health care workers. The agency is con-
ducting focus groups with physicians and a
national survey of nurses to try to understand
why health care workers don’t get the vaccine.

The answers are likely to be varied, says Ray
Strikas, MD, medical epidemiologist with the
National Immunization Program. Past surveys
have found that some health care workers believe
the flu shot is ineffective, or even believe that you
can get influenza from the vaccine. “There’s no
one thing that is the issue. There’s no one thing
that is the solution,” he says.

Strikas and others have begun to question
whether the Joint Commission on Accreditation
of Healthcare Organizations could play a greater
role in raising immunization levels. Currently,
there is no standard that requires immunization
of health care workers, but the Joint Commission
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requires hospitals to be in compliance with appli-
cable laws and regulations.

“Nothing gets [hospitals’] attention more than
questions by the Joint Commission and a need to
demonstrate that they’re doing something vigor-
ous,” Schaffner says.

Whatever the Joint Commission does, it won’t
be related to a standard. “Our standards don’t
specifically address [immunization of health care
workers],” explains JCAHO spokesman Mark
Forstneger. But, he adds, “If the organization’s
own policies and procedures call for immuniza-
tion, we would look at their compliance with that.”

The CDC survey of hospitals found a wide
range of immunization rates, from 12% to 100% of
employees. Vaccination of health care workers rose
nationally in the early 1990s, but has been stable for
about seven years, according to National Health
Interview Survey data.

“There are already things we know that work,”
says Strikas. “You can get vaccination levels of
70% or better in health care facilities.”

The National Foundation for Infectious Diseases
is working with numerous professional organiza-
tions in an effort to reach health care workers

directly with the message that they need the
annual shot in order to protect their vulnerable
patients from hospital-based outbreaks.

“We want the organizations to promote health
care worker vaccination on a regular basis to their
own members,” Schaffner adds. “We want to turn
it into expected behavior. We want to really change
the culture.”

The calls for improved immunization come
during a season that was “moderately severe,” 
in which severe disease lead to 121 children’s
deaths. And although avian influenza has faded
from the front pages of the nation’s newspapers,
it remains a great concern for CDC and world
health authorities. (See article, below.)

“We think it’s still really quite serious what’s
going on in Asia,” Scott Harper, MD, MPH, act-
ing deputy section chief in the influenza branch
told the Healthcare Infection Control Practices
Advisory Committee (HICPAC). “This sort of
geographic spread is really unprecedented.” He
noted that some countries have begun repopulat-
ing their poultry markets, although the avian
influenza virus may still be present.

“It looks like avian influenza is now embedded
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Guidance for workers 
on avian flu patients

The Occupational Safety and Health Administra-
tion (OSHA) has issued this guidance related to

avian influenza. Its recommendations are based on
Centers for Disease Control and Prevention (CDC)
guidelines. All patients who present to a health care
setting with fever and respiratory symptoms should be
managed according to the CDC’s recommendations
for respiratory hygiene and cough etiquette and ques-
tioned regarding their recent travel history. (Go to:
www.cdc.gov/flu/professionals/infectioncontrol/resp
hygiene.htm.) 

It has not yet been determined that avian flu can
be spread from person to person. However, due to
the potential risks of human-to-human infection, iso-
lation precautions identical to those recommended
for severe acute respiratory syndrome (SARS)
should be implemented for all hospitalized patients
diagnosed with or under evaluation for influenza A
(H5N1) as follows: 

✔✔ Standard precautions. Pay careful attention to
hand hygiene before and after all patient contact.

✔✔ Contact precautions. Use gloves and gown for
all patient contact.

✔✔ Eye protection. Wear within 3 feet of patient.

✔✔ Airborne precautions. Place the patient in an
airborne isolation room (i.e., monitored negative
air pressure in relation to the surrounding areas
with six to 12 air changes per hour).

The CDC has recommended that the minimum
requirement is a disposable particulate respirator
(e.g. N95, N99 or N100) used in accordance with 29
CFR 1910.134 for respiratory protection programs.
Workers must be fit tested for the model and size
respirator they wear and must be trained to fit check
for facepiece-to-face seal, when entering the room.

If transport or movement is necessary, ensure the
patient wears a surgical mask. If a mask cannot be
tolerated, apply the most practical measures to con-
tain respiratory secretions.

For additional information regarding these and
other health care isolation precautions, see the
CDC’s Guidelines for Isolation Precautions in
Hospitals. These precautions should be continued
for 14 days after onset of symptoms until an alter-
native diagnosis is established or until diagnostic
test results indicate that the patient is not infected
with influenza A virus. 

Patients managed as outpatients or hospitalized
patients discharged before 14 days should be isolated
in the home setting on the basis of principles outlined
for the home isolation of SARS patients. (Go to: www.
cdc.gov/ncidod/sars/guidance/i/pdf/i.pdf.)  ■



over a substantial geographic area in Asia,” says
Schaffner. “Instead of coming and going, it’s here
to stay. The threat of viral recombination, such
that the avian flu might pick up some genes that
could spread in the human population, will be
with us constantly rather than occasionally.”

A vaccine against the H5N1 virus could be in
clinical trials by this summer, Strikas notes. “We
don’t have a vaccine right now that we can put
into people and prevent H5 disease. We hope we
would have H5 virus candidates in near term.”

About three-quarters of hospitals implemented
respiratory hygiene programs, with visual alerts
and masks for patients and health care workers,
according to the CDC survey of hospitals.

In a move to give an option to health care work-
ers wary of needles, the Healthcare Infection Con-
trol Practices Advisory Committee agreed with a
recommendation that the live attenuated influenza
virus (LAIV) vaccine, which is administered
intranasally, could be used with health care work-
ers. The vaccine is marketed as FluMist and was
available this year for healthy people ages 5 to 49.

Now, two CDC advisory panels have stated
that the traditional, inactivated influenza vaccine
is preferred only when health care workers have
close contact with “severely immunosuppressed
persons” such as those undergoing hemotapoietic
stem cell transplants. Close contact with patients
with “lesser degrees of immunosuppression,”
including HIV, would not prevent health care
workers from receiving the LAIV vaccine.

If health care workers receive the LAIV, they
should refrain from close contact with severely
immunosuppressed patients for seven days, 
the panels decided. In the past flu season, high
demand led to a shortage of the inactivated vac-
cine, but about 4 million doses of FluMist were
unused and ultimately destroyed.  ■

‘Do I need to use the 
OSHA questionnaire?’
Common questions about medical evaluations

When the U.S. Occupational Safety and Health
Administration (OSHA) revoked the TB-

specific respirator standard Dec. 31, 2003, hospitals
began scrambling to make sure they comply with
the General Industry Respiratory Protection
Standard (1910.134). 

One important aspect of that standard involves
medical evaluation of employees to determine if
they can wear a respirator. Craig Moulton, an
OSHA industrial hygienist, answers some com-
mon questions about the requirements of the med-
ical evaluation:

Question: Do you need to give employees the
medical evaluation questionnaire (Appendix C)
every year before their fit-testing?

Answer: An initial medical evaluation must be
conducted for every employee who is required to
wear a respirator, but it does not have to be admin-
istered annually. 

There are four circumstances that trigger an
additional medical evaluation:
• An employee reports medical signs or symp-

toms that are related to the ability to use a 
respirator.

• A physician or other licensed health care pro-
fessional (PLHCP), supervisor, or the respirator
program administrator informs the employer
that an employee needs to be reevaluated.

• Information from the respiratory protection
program, including observations made during
fit-testing and program evaluation, indicates a
need for employee reevaluation.

• A change occurs in workplace conditions
(e.g., physical work effort, protective clothing,
temperature) that may result in a substantial
increase in the physiological burden placed
on an employee.
A brief discussion with employees at the time

of fit-testing can determine whether any of these
circumstances exist. Or you can create a short-
ened version of the questionnaire to ask about
signs and symptoms or changes in the workplace
conditions.

A PLHCP may recommend that some employ-
ees, such as those with asthma, undergo a medi-
cal evaluation each year.

Question: Is it OK to provide the question-
naire during the pre-placement exam for new
employees?

Answer: Yes. The medical evaluation can be
included in the pre-placement process, followed
by fit-testing. The PLHCP would need to know
the type of respirator the employee was assigned
to use and the work environment (such as possi-
ble exposure to tuberculosis). The PLHCP must
provide a written statement regarding the ability
of the employee to use a respirator.

Question: What if current employees have
been fit-tested but not provided the medical eval-
uation questionnaire?
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Answer: All employees required to wear respira-
tors must have a medical evaluation, so you will
need to administer Appendix C or conduct physi-
cals/medical exams before July 2, 2004. This would
include current employees who have not satisfied
the requirement for a medical evaluation.

Question: Can we use an alternate question-
naire that covers the respiratory system and
exposures similarly to the Appendix C?

Answer: If you use an alternate questionnaire,
you can add questions, but you must include the
“mandatory” questions from Appendix C. The
only way around Appendix C is to do physi-
cals/medical exams, which would incorporate
similar questions as in Appendix C.

Question: Can we implement 1910.134 by
administering the questionnaire to each employee,
along with a fit test and PPD, on their annual
review date?

Answer: Yes, as long as everyone required to use
a respirator has been covered by July 2. If they will
wear a respirator and their annual review date falls
beyond July 2, this year they will need the evalua-
tion and fit-testing earlier. If the employee will not
wear a respirator until after July 2, the evaluation
and fit-testing can be delayed. They must comply
with the standard before donning the respirator.

(Editor’s note: A summary of the major require-
ments of 1910.134 is available on-line at www.osha.
gov/Training/major-req-RPS-1910_134.pdf.)  ■

Success story: Lift teams
boost the bottom line
Fewer injuries saves more than $200,000

The verdict is in on lift teams at Tampa (FL)
General Hospital: They save money and backs.

They win kudos from nurses. They’re here to stay.
Last year, the hospital’s modified duty days

declined by 50% — a savings of at least $200,000.
Patient handling injuries among nurses went
down by 62%. 

“We didn’t have any back surgeries last year for
probably the first time ever. Our hospital has really
seen a value of injury prevention,” says JoAnn
Shea, MSN, ARNP, director of employee health
and wellness, who presented her results at the Safe
Patient Handling and Movement Conference in
Orlando. The conference was sponsored by the
VHA Patient Safety Center at the James A. Haley

Veterans’ Hospital in Tampa and the American
Nurses Association in Washington, DC.

Tampa General began using lift teams about
two years ago and has two teams that work from
8 a.m. to 7 p.m. (They overlap during the peak
hours of 10 a.m. to 4:30 p.m.) Nurses dial a pager
(332-LIFT) and punch in the code for their floor
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Myth-buster: Patients 
like ergo equipment lifts
Myth: Patients won’t like being transferred with 
lift equipment. They prefer the hands-on touch of
nursing staff.

Duke University Health System, based in Durham,
NC, busted this common assumption about

ergonomic equipment with a patient satisfaction sur-
vey that showed that patients like the mechanical lift
devices.

Some 87% of patients said they were “very com-
fortable” or “mostly comfortable” when transferred
with lift devices, says Tamara James, MA, CPE,
ergonomics director in the department of occupa-
tional and environmental safety at Duke. Only 80%
felt comfortable with manual lifts.

Although those differences aren’t enough statisti-
cally to claim victory for lifts over manual efforts, 
the survey shows that patients are at least as happy
to be transferred with ergonomic equipment, says
James, who presented her preliminary results at 
the recent Safe Patient Handling and Movement
Conference in Orlando. The conference was spon-
sored by the VHA Patient Safety Center at the
James A. Haley Veterans’ Hospital in Tampa and the
American Nurses Association in Washington, DC.

With the help of a “Best Practices” research
grant from the patient satisfaction firm Press
Ganey & Associates, based in South Bend, IN,
Duke randomly surveyed 100 patients discharged
from a unit that used lift devices and 100 patients
in a different general medicine unit that did not use
devices. The survey spanned a three-month period
and represented one-fourth of the discharges in
those units during that time frame.

There were no differences in the patients’ fear 
of falling, feelings of being treated with respect, 
or amount of time they had to wait for transfers.
Anecdotally, the patients told nurses they felt secure
with the mechanical lifts. “They heard from patients
how much they loved the equipment,” James notes.
The results of the study have helped gain administra-
tion support for lift equipment, and the hospital is
now considering installing ceiling lifts, she adds. ■



Underscoring the importance of its new infec-
tion control standards for 2005, the Joint

Commission on Accreditation of Healthcare
Organizations has decided to roll out the new
requirements on a consultative basis for hospitals
being surveyed from July to December of this
year. 

“They will go into effect in January 2005, but
we are doing this because of the feeling of the
importance of these standards,” says Robert
Wise, MD, JCAHO vice president for standards. 

“They will be used at the time of review for
hospitals being surveyed between July and
December [2004]. It is more consultative, but we
have a very strong feeling about the importance
of these standards. This will be a way to under-
line that — by rolling them out at that time,” he
explains.

A sense of compliance

By reviewing the upcoming standards during
accreditation surveys, the Joint Commission will
get a sense of how well hospitals are going to be
able to comply with its new focus on preventing
nosocomial infections.

“As we get information during the latter half
of this year, we will also have a better under-
standing of where organizations are having some
trouble meeting the standards,” Wise says. 

“Where they might need to gear up — etc. Are
[hospital leaders] aware of what’s going on inside
of their programs? Is the [infection control] pro-
gram working or not working? Do additional
resources need to be mustered? [These questions]
will certainly be among the critical issues that
come up,” he notes.

The 2005 standards reflect the input of an
infection control expert panel that was formed
last year. 

The Joint Commission standards focus on the
development and implementation of plans to pre-
vent and control infections, with organizations
expected to: 
• incorporate an infection control program as a

major component of safety and performance
improvement programs; 

• perform an ongoing assessment to identify its
risks for the acquisition and transmission of
infectious agents; 

• effectively use an epidemiological approach,
which includes conducting surveillance, col-
lecting data, and interpreting the data; 

• effectively implement infection prevention and
control processes; 

• educate and collaborate with leaders across the
organization to effectively participate in the
design and implementation of the infection
control program. 

2004 patient safety goals 

Meanwhile, the Joint Commission already is
looking for compliance with its 2004 patient safety
goal to reduce the risk of health care-associated
infections (HAIs). 

The first aspect of that is to comply with the
new hand hygiene guidelines by the Centers for
Disease Control and Prevention (CDC). 

Rather than the traditional emphasis on soap
and sinks, the CDC now recommends the routine
use of alcohol-based hand rubs by health care
workers. The response has been strong, Wise
says.
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“We’re hearing [from] a huge amount of hospi-
tals that have now installed alcohol-based hand
rubs,” he points out. “We haven’t done any for-
mal survey, but just as we talk to people, we are
hearing that the majority of organizations are
doing it. The issue that has continued to come 
up has to do with the place of installation [with
regard to fire safety codes].”

Indeed, the National Fire Protection Association
requires under its 2000 life safety code — which
currently is effective — that the products cannot be
mounted in hospital corridors. 

There is a movement afoot to amend the code,
but in the meantime, the Joint Commission is look-
ing for hospital compliance with the basic CDC
recommendation that the alcohol rubs be readily
available, Wise says. 

Focusing on institutions

Surveyors also are looking for compliance with
hand hygiene, but the focus is more on institu-
tional patterns than on an occasional noncompli-
ant worker, he says. 

“It is a national patient safety goal, so [survey-
ors] will be looking at how the organization is
complying with those requirements,” Wise
explains. 

“A typical hospital survey might go on for three
days. We would attempt to evaluate it from multi-
ple, different angles. It is important to remember
that because a single individual doesn’t wash their
hands properly does not mean that there is a sys-
temic problem inside the organization. But if you
went to multiple floors and you saw people were
not [complying], then you would start to worry
whether there was, in fact, an effective program,”
he continues.

The other major component of the 2004 patient
safety goal involving infections is an expectation
that health care facilities investigate fatal or dis-
abling infections as sentinel events requiring a
root-cause analysis. There has been much confu-
sion about this, Wise notes. (See related story, at
right.) 

“What the typical wrong interpretation of this
has been is that for anybody who dies — and in
the course of their illness they had an HAI —
then we are expecting a root-cause analysis. That
is not the correct interpretation,” Wise says. 

First of all, the Joint Commission views any
unanticipated patient death or permanent loss of
function as a sentinel event — regardless of the
reason.

“That means they came into the hospital, they
were not expected to die, and they died,” Wise
says. 

“That is a sentinel event. Those all require a
root-cause analysis. If during the root-cause anal-
ysis you run across an HAI, one also has to inves-
tigate that HAI,” he adds.

Caring about what happens to patients

Essentially, the Joint Commission is striving to
get ICPs away from an exclusive focus on bench-
marking and more involved in the serious out-
comes of individual patients. 

“In the process of doing a root-cause analysis,
you will find that some percentage of those
[patients] have HAIs,” he says. 

“You would then view that as something that
had to be looked at and ask the question why did
the patient get this HAI? It may have to do with
staffing issues or a lack of sterile procedure. 

“There is a perception that the only way in
which nosocomial infections can be investigated
is through statistical methodologies; that you
need lots of [infections] before you can [derive]
any answers about whether you have an out-
break or something of that nature. Yes, that is
something you need to be doing; but in certain
cases, you also need to looking at the specific
incident,” Wise stresses.  ■

APIC outlines ICP role in
sentinel event analysis 

The Association for Professionals in Infection
Control and Epidemiology recently posted

information on its web site to assist infection con-
trol professionals (ICPs) in doing a sentinel event
analysis.

The information includes these highlights:

What is a sentinel event?
The Joint Commission defines a sentinel event

as “an unexpected occurrence involving death or
serious physical or psychological injury.” 

Serious injury specifically includes loss of
limb or function. The organization further pre-
scribes a list of reviewable sentinel events as
unexpected deaths, unanticipated major loss 
of function, infant abduction, infant discharged
to wrong family, rape, hemolytic transfusion
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reaction, wrong-site surgery, and patients sui-
cide. Your facility can certainly determine other
types of events for which a root-cause analysis
is an appropriate investigative and problem-res-
olution tool.

What is the relevance to your practice as an ICP?
ICPs actively involved in surveillance activities

most likely would identify unexpected deaths or
unanticipated major loss of function due to infec-
tion as a potential sentinel event. 

Some of these cases clearly are identifiable but,
unfortunately, many are not. Each case has to be
evaluated individually. 

Use the help of your internal resources to make
this determination. The requirement to perform
root-cause analyses has been in place for four
years. Each facility has a department or person
who is responsible for managing this process.
Collaboration with an infectious diseases expert,
your administrator and medical staff leadership
will be valuable resources to you.

What skills do I have to contribute to this 
process?

The ICP is an extremely valuable member of
the patient care team. Your experience with out-
break management and ability to identify infec-
tious events, evaluate likely sources for infection,
recognize standards that help prevent transmis-
sion or development of an infection, and analyze
medical literature make you an excellent resource
to the team.

What is my job in a root-cause analysis?
The ICP can participate either as the team

leader or a team member. If the ICP accepts the
role of team leader, it is important to remember
that you are there primarily as a content expert.
Carefully listening as participants describe the
processes leading to the untoward event is an
important skill. 

You know what the infection control standards
are; therefore, you are the person most qualified
to identify gaps or compliance issues. Other team
members would include frontline staff most
involved in the process, an infectious diseases
physician and other appropriate members of the
medical staff. 

It’s important to remember that these may be
very emotionally charged meetings, so the ICP as
a team leader should know techniques for defus-
ing sensitive situations.

Warning: It is not unusual for clinicians to

debate the clinical management or specific
aspects of the case. 

For example, did the patient die from the infec-
tion or was the cardiac status so fragile that the
patient would have expired anyway? While this
level of review is important, the peer review com-
mittee may be the more appropriate setting for a
decision. 

The root-cause analysis focuses on systems and
processes. The team leader and/or facilitator must
skillfully bring the group back to this focus.

In addition, it is important that the message be
delivered very early on in the meeting that ALL
participants are on equal footing and everyone
should contribute. 

For many groups, this will be the first time
physicians and staff have actually sat in the same
room to analyze an event.  ■

Bar also being raised for
long-term care facilities
Standards similar to hospitals must be adopted

While much attention has been paid to new
hospital infection control standards for

2005, the Joint Commission also is adopting simi-
lar standards in long-term care facilities. 

A pre-publication edition of the new standards
for long-term care, which will be effective Jan. 1,
2005, call for the following key provisions:

Major safety initiative

Prevention of health care-associated infections
(HAIs) represents one of the major safety initia-
tives that a long-term care organization can
undertake. 

The Centers for Disease Control and Preven-
tion (CDC; 2000)1 estimates that each year approx-
imately 2 million patients admitted to acute care
hospitals in the United States acquire infections
that were not related to the condition for which
they were hospitalized. 

Residents of long-term care facilities often are
transferred to and from hospital settings, making
infection prevention and control a priority. 

Older adults may not present with the typical
signs and symptoms of infection, making identifi-
cation of these residents with infections more
challenging.
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The design and scope of the long-term care
organization’s infection prevention and control
program (IC program) are based on the risks that
the organization faces for the transmission of
infectious disease. 

Seven steps to achieving the goal

Therefore, the organization assesses its risk
and designs the IC program based on this assess-
ment. Once the organization has designed its IC
program, the program must be monitored to
ensure that the infection prevention and control
activities are implemented.

The goal of an effective IC program is to reduce

the risk of acquisition and transmission of HAIs. 
Long-term care organizations must do the fol-

lowing to achieve this goal:

1. The organization incorporates its infection pro-
gram as a major component of its safety and
performance improvement programs.

2. The organization performs an ongoing assess-
ment to identify its risks for the acquisition
and transmission of infectious agents.

3. The organization uses an epidemiological
approach that consists of surveillance, data col-
lecting data, and trend identification.

4. The organization effectively implements infec-
tion prevention and control processes. 

5. The organization educates and collaborates
with leaders across the organization to effec-
tively participate in the design and implemen-
tation of the IC program.

6. The organization integrates its efforts with
health care and community leaders to the
extent practicable, recognizing that infection
prevention and control is a communitywide
effort.

7. The organization plans for responding to infec-
tions that potentially may overwhelm its
resources.  ■

JCAHO seeking patient
safety award nominees
Know a colleague involved in patient safety? 

The Joint Commission and the National
Quality Forum (NQF) are accepting applica-

tions for the John M. Eisenberg Patient Safety
Awards, which recognize individuals and
health care organizations that are making sig-
nificant contributions to improving patient
safety. 

Nomination forms for the John M. Eisenberg
Patient Safety Awards are available by going to
the organizations’ web sites at www.jcaho.org
and www.qualityforum.org, or by calling the
Joint Commission’s customer service center at
(630) 792-5800 between 8 a.m. and 5 p.m. Central
Time, Monday through Friday. 

The deadline for submitting nominations is
May 27, 2004.  ■
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and room number. It takes about 15 minutes for
the lift team to arrive.

It didn’t take long for the nurses to become
accustomed to calling for a lift. “We started with
500 lifts or repositionings a month. Now we’re up
to 1,800 to 2,000 a month,” Shea adds.

Kassie Basnight, RN, nurse manager in surgi-
cal trauma intensive care, has seen the difference
the lift teams make. “The median age in my unit
is probably 40. I don’t have a high turnover rate
so my nurses are just getting older,” she says.
“The population in my area has changed. The
patients are much sicker. The medication used to
sedate them makes them dead weight.”

Typically, two or three nurses would be out of
work at one time, going to physical therapy or on
bed rest to recuperate from back strain, Basnight
says. Two nurses in the unit had significant back
injuries and became permanently disabled. “When
that occurred, not only was it a loss for me to lose
seasoned nurses, but it’s also a financial loss to the
hospital and a loss for those nurses to become dis-
abled. Because I had had the loss of those nurses,
my goal was to make sure my nurses knew they
were not to lift and to call the lift team.”

It took a couple of weeks of diligent reminders
to change the habits of nurses in the unit. Now,
says Basnight, “On my day shift, they do almost
no lifting or turning.”

There hasn’t been a single injury on the day
shift since implementation of the lift teams, she
points out. Basnight’s unit celebrated the lift team
with a recognition luncheon.

Meanwhile, the lift teams have contributed to
nurse retention. The hospital has virtually no
openings, Shea adds.

Not macho weight lifters

The lift teams are not macho weight lifters who
come in to manually move patients. They rely on
equipment purchased by the hospital, including
four mechanical lifts on every floor, ceiling lifts in
every room and the hallways of the rehabilitation
center, and sit-to-stand and repositioning devices.

The hospital pays a starting salary of $10.50 an
hour to the lift team members, which has helped
reduce high turnover on the team, says Shea.

Shea’s goal now is to expand the lift team into
the evening shift and weekends and to purchase
more equipment. Her message to those considering
ergonomic interventions: “It works. Everything
we’ve done works.”  ■

HCWs want reliable, 
comfortable sharps
More practice, design changes needed

Reliability is the most important performance
criteria for phlebotomy devices, but everything

from patient care to comfort with the technique
influences preferences of frontline users, according
to a survey of health care workers by the Safety
Institute of Premier Inc., an alliance of hospitals
and health systems based in Oak Brook, IL.

It’s critical to determine the key features of 
a device before making a selection, says Gina
Pugliese, RN, MS, vice president of the Premier’s
Safety Institute. That criteria may differ according
to the unit’s patient population — from neonates to
geriatrics, for example — or type of procedure per-
formed. “It’s not a simple issue. There are many
considerations when you’re choosing a device.”

In a study involving 878 health care workers at
30 hospitals, Pugliese asked users for comments
on what could improve their comfort with safety
devices. Some 27% said they felt the ease of use
could be improved with design modifications.
And while most health care workers reported
activating the devices each time, 26% acknowl-
edged not always activating the safety feature.

In all, the health care workers had evaluated
more than 34,000 syringes and phlebotomy
devices, including self-blunting, retractable, and
shielding technologies. “Only the frontline work-
ers can really give this information about whether
they feel comfortable in using a device,” says
Pugliese. “It ends up being worker preference,
which is exactly what OSHA [the Occupational
Safety and Health Administration] requires.”

Here are some of the findings based on the 
surveys:
• It’s often a matter of practice, not training.

More training isn’t what health care workers
want when they begin using a new device. They
simply want more practice — more time on the
learning curve, the survey found. Sixteen percent
of health care workers surveyed said they would
feel more comfortable with more practice, while
only 1% wanted more training.

It takes more time for health care workers to feel
comfortable with phlebotomy devices than with
syringes. Almost half (45%) of survey respondents
said they felt comfortable with new safety-engi-
neered syringes after just one use. By contrast, 30%
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of those surveyed said they needed to use the
phlebotomy device five or more times before feel-
ing comfortable with it. (A significant number
never felt comfortable with a device — 14% for
syringes and 17% for phlebotomy devices.)

The bottom line: Give it time when you’re con-
ducting an evaluation. “Some of these technolo-
gies require a little more trial than others,” adds
Pugliese.
• Users have individual preferences.

A left-handed person will feel differently about a
device than someone who is right-handed. Some-
one with small hands may prefer one device and
someone with big, beefy hands may not like it.

“Some people may prefer devices that have an
audible click,” she says. “Some prefer devices that
have some visual cue that it has been activated.”

Patient comfort and device effectiveness are
among the performance considerations identified
for a safety device. The top performance consid-
eration for syringes was the ability of the syringe
to deliver an accurate dose of medication.

While an independent rating of devices may be
useful, health care workers may prefer one that
isn’t the top choice of reviewers. They must feel
comfortable using it, and comfort is based on
many variables, Pugliese says. That’s why front-
line input is so essential, she notes.

“No single device can be considered the ‘best’
or ‘safest. Safety devices that fulfill a specific
organization’s needs and preferences of the staff
are the best devices for that facility.” One device
won’t work hospitalwide. Users in different units
should have the ability to make choices that best
fit their particular needs, Pugliese says.
• Make decisions based on data.

While there are some national databases that
provide benchmark information on needlesticks
(www.med.virginia.edu/medcntr/centers/epinet

/benchmark01.pdf), your most useful data will
come from your own facility.

Look at the circumstances behind needlesticks.
If the safety device wasn’t activated, maybe you
need to investigate how often they are activated
and why health care workers might not activate
them. If the needlestick came from an overfilled
sharps container, you may need to look at the
size, shape or location of containers.

Ask yourself, “Is there something in the data
telling me to look at another device?” OSHA
requires an annual review of new technology, and
that is a good time to consider how successful
your devices are in preventing needlesticks.

(Editor’s note: More information on the sharps
safety device field evaluations study is available on
Premier’s web site at www.premierinc.com/safety.)  ■

Didn’t vaccinate? You 
still can be prepared
Post-event smallpox plan allows swift action

Baystate Medical Center in Springfield, MA,
hasn’t vaccinated a single health care worker

against smallpox. Yet the hospital is well-pre-
pared for a possible smallpox event with a plan
that would allow vaccination of 5,600 employees
in a three-day period.

The bottom line for Baystate: “There’s more to
smallpox preparedness than just vaccination,”
says James Garb, MD, director of occupational
health and safety at the Baystate Health System. 

Although the Massachusetts Department of
Public Health still is promoting pre-event smallpox
vaccination, it has been very supportive, he says.
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In field evaluations, the Premier Safety Institute identi-
fied these as the top issues in phlebotomy:
1. Reliable safety feature
2. Easy to use, simple
3. Easily disposed in sharps container
4. Does not interfere with blood draw
5. No risk of spray or drip
6. Satisfactory for standard procedures
7. One-handed
8. Visualize procedures
9. Range of syringe and gauge size
10. Can be used on heavy, thin, fragile veins

Health care workers identified these issues in field
evaluations of syringes:
1. Accuracy of dose
2. Reliable safety feature
3. Hands remain behind needle
4. Visibility of medicine
5. Exposed sharp covered after use
6. One-handed
7. Does not interfere with procedure
8. Simple and self-evident
9. Sizes available
10. Does not take more time to activate

Top 10 Performance Considerations: Phlebotomy and Syringes

Source: Premier Inc., Oak Brook, IL.



The agency helped train 25 Baystate employees to
vaccinate others, if that should become necessary.
“The emphasis has shifted from vaccinating people
to having a plan like this is place.”

The plan addresses the details of setting up a
post-event vaccination clinic, from the number and
type of employees to the location of the screening
and training. For example, Garb would take over a
conference facility, canceling scheduled meetings at
a moment’s notice. A total of 51 employees would
staff two shifts for three days to accomplish the
vaccinations. “If there were smallpox, we would be
called upon to do three things: Potentially take care
of patients who have smallpox; vaccinate staff; and
assist in vaccinating the community.” The Baystate
plan prepares the hospital to do that, he says.

The Joint Commission on Accreditation of
Healthcare Organizations requires emergency
preparedness, and the Centers for Disease
Control and Prevention (CDC) advises hospitals
to work with local health departments and com-
munity partners in their preparedness activities.
Smallpox is an important part of the continuum
of preparedness, says Deborah Levy, PhD, MPH,
a senior epidemiologist with CDC and a commis-
sioned officer with the U.S. Public Health Service.

Although Massachusetts only has vaccinated
165 health care workers, state epidemiologist Al
DeMaria, MD, says vaccination is an important
part of preparedness. He notes that health care
workers have “less interest in getting vaccinated,”
but are receptive to preparedness training on small-
pox and other emerging infectious diseases.
Meanwhile, the state is planning a drill in the fall,
testing a plan to quickly vaccinate the public if a
smallpox case occurs. Participants will go through
the screening process but receive the influenza vac-
cine, instead.

Originally, Garb planned to vaccinate a core
team of health care workers who could care for a
potential smallpox victim “24/7” until the rest of
the staff were able to be vaccinated. “We were all
set to vaccinate about 30 people. We were two or
three days away from doing that when the infor-
mation about the possible adverse cardiac events
came out,” he says. “We put that plan on hold.”

As of Jan. 24, the CDC reported 16 suspected
cases and five probable cases of myo/pericarditis
linked to the vaccine among the 39,000 civilian
health care workers vaccinated. The Department
of Defense reported 72 cases of myo/pericarditis
among 600,000 vaccinees.

It is impossible to quantify the risk of a smallpox
event; no one knows where or when or whether it

could happen. Yet world travel makes it possible
for unusual diseases to appear even in remote loca-
tions. For examples, the first cases of monkeypox in
the United States occurred in rural Wisconsin.

Garb contends that the very first case of small-
pox anywhere in the world isn’t likely to appear
in Springfield, MA. And even if it does, Garb’s
vaccination plan would allow for the vaccination
of employees within the three- to four-day win-
dow in which post-exposure vaccination would
provide protection. “We wouldn’t make this deci-
sion in a vacuum,” he says. “We would wait for
direction from the Massachusetts Department of
Public Health and [the CDC].”

Garb will educate employees about the plan
and conduct a tabletop drill, checking for the
availability of resources needed to carry it out.
Annually, he will review the plan, making sure
that the key personnel and resources still are
available.

That is the right approach, Levy adds. “It really
is not enough to just write a plan. You need to at
least do a walk-through or tabletop [drill] or fold
it into other [emergency preparedness] drills
you’re required to do.”

From triage to exit advice

When employees enter Garb’s post-event vacci-
nation clinic, they would first encounter a triage
nurse. If the first case of smallpox actually occurred
in or near Springfield, the triage nurses would
assess the employees for early symptoms or expo-
sure. In general, the triage staff would identify
employees who have a fever or rash and could not
continue through the vaccination clinic.

Staff then would enter one of two conference
rooms, where 30 people at a time would view a
video about smallpox vaccination and its con-
traindications. They would fill out screening
forms in that room and then move to the next
station in the conference facility.

If staff did not check any boxes to indicate they
have a contraindication, they would go directly 
to a vaccination station. If they checked “yes” or
“maybe” to at least one question, they would
undergo medical screening with a nurse practi-
tioner or physician assistant. A physician would
be on hand to consult on screening questions.

Each RN vaccinator would have an assistant 
to help with the documentation. Once again, the
nurse would ask the employees if they have any
concerns about vaccination. They could sign a
declination and refuse vaccination, or they could

May 2004 / HOSPITAL EMPLOYEE HEALTH ® 65



go back to a medical screening station to discuss
their concerns.

All employees who receive the vaccine would
sign a consent form. In an “exit review” station,
they would receive information about caring 
for the dressing and reporting adverse events.
Employees who refused vaccination would
receive information about symptoms of small-
pox infection. Garb estimates that 80% of the
staff of about 7,000 employees would ultimately
receive the vaccine in a post-event scenario.

The plan could be adapted for other emergen-
cies, including the need to vaccinate or provide
medication for other types of outbreaks.

“If we had pandemic influenza and they were
able to come up with a vaccine, this same basic
plan could be used,” Garb notes. “I do feel more
comfortable knowing we have something.”

(Editor’s note: Information on smallpox preparedness,
including CDC guidelines on creating a post-event vac-
cination clinic, is available at www.bt.cdc.gov/agent/
smallpox/response-plan/index.asp.)  ■

Toronto nurse sues over
second SARS outbreak
It could have been prevented, lawyer says

AToronto nurse who contracted severe acute
respiratory syndrome (SARS) has sued the

city, provincial, and federal governments, assert-
ing that the public health authorities halted pre-
cautions too soon and put political considerations
above health and safety concerns. 

She is seeking damages and compensation of
$600 million (Canadian), and has asked for the
case to be certified as a class action on behalf of
about 200 people who became ill from SARS after
April 15, 2003.

The Ontario Ministry of Health has not com-
mented on the suit.

In mid-May, Ontario public health authorities
declared an end to the SARS epidemic and offi-
cials lifted the state of emergency. Hospitals
relaxed their infection control precautions related
to SARS.

Andrea Williams, a nurse at North York
General Hospital, still wanted to wear a mask
when she was admitted on May 20 for a surgical
procedure, says her attorney, Douglas Elliott of
Roy, Elliott, Kim, O’Connor in Toronto. Yet when

she emerged from general anesthesia, Williams
no longer had her mask and was not given a new
one, her suit asserts.

The next day, public health officials alerted
Williams that she had been exposed to SARS and
needed to be tested. She developed SARS, became
“extremely ill,” and was hospitalized for a couple
of weeks, Elliott says. “If they had just been rigor-
ous about ensuring that the epidemic was over in
the first place, then all of these infections would
have been prevented, [including] some deaths
and very serious debilitating conditions.”

In fact, nurses at North York had raised an
alarm about a cluster of SARS-like symptoms in
five members of a family. That turned out to be
the beginning of the second wave of SARS cases.

Elliott contends that the hospital was pres-
sured by public health authorities to relax infec-
tion control precautions because the government
wanted the World Health Organization to with-
draw a travel advisory to the area.

Williams still suffers from some impairment to
her memory and concentration that she says is
related to her SARS infection and treatment, her
attorney adds. “All my clients are worried about
what the long-term effects are going to be. There’s
still a lot of fatigue as well as other effects.”  ■

Remembering a leader 
in occupational health 

The occupational health community has been
shaken by the loss of one of its leaders. Geoff

Kelafant, MD, MSPH, FACOEM, 45, died unex-
pectedly March 16 while vacationing in Cancun,
Mexico.

Over the years, Kelafant was a strong voice
advocating worker protection with reasoned, 
evidence-based solutions. He linked scores of
clinicians together through his e-mail listserv,
sharing his opinions, questions, and acerbic wit. 

At Hospital Employee Health, Kelafant was a
longtime member of the editorial advisory board
and a helpful source of knowledge and advice.

Kelafant was medical director of Occupational
Health and Employee Health at McLeod Regional
Medical Center in Florence, SC. Previously, he
worked as medical director of the Occupational
Health Department at Sarah Bush Lincoln Health
Center in Mattoon, IL. He also has served as chair
of the medical center occupational health section
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of the American College of Occupational and
Environmental Medicine and as a consultant 
for the Joint Commission on Accreditation of
Healthcare Organizations. He received his medical
degree from the University of Vermont College of
Medicine in Burlington and completed his occupa-
tional medicine residency at the University of
Kentucky in Lexington.

Kelafant’s leadership in the field will be greatly
missed, as will his perspective on controversial
issues in occupational health. He often ended his
e-mails with a favorite quote from Winston
Churchill: “. . . Man will occasionally stumble
over the truth, but usually manages to pick him-
self up, walk over or around it, and carry on.”

Kelafant is survived by his wife, Robyn, and
two daughters, Katie, 11 and Casey, 9 of Olanta,
SC. Donations may be made to the McLeod
Foundation, P.O. Box 100551, Florence, SC 29501
or www.mcleodhealth.org. A scholarship fund
also is being set up for his children. We will pro-
vide further information in a future issue of HEH
as it becomes available.  ■

Don’t miss program on
JCAHO’s new IC standards 
New 2005 standards, hand hygiene, doing RCAs

The Joint Commission on Accreditation of
Healthcare Organizations has taken an

unprecedented interest in improving infection
control in the nation’s hospitals. In addition to
making reducing nosocomial infections a national
patient safety goal, the Joint Commission is
preparing to roll out prescriptive new infection
control standards for 2005.

Learn about these important new developments
by calling into our April 22, 2004, (1:30-2:30 EST)
audio conference: Meeting the Accreditation
Challenge: The Joint Commission’s New
Requirements for Infection Control.

When the proposed 2005 standards were
unveiled at an overflow meeting late last year in
Chicago, Dennis O’Leary, MD, president of the

Joint Commission, threw down the proverbial
gauntlet. “There are some people who quickly
scanning the revised standards have concluded
that they are really nothing more than old wine in
new bottles,” he said. “However, if you are an
accredited organization, that would be a really
grave miscalculation. These standards bell the
cat. They put leaders of health care organizations
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■ Seeking gloves with
lower protein allergens

■ Hazard communica-
tions: Is your program
up to speed?

■ Q&A: Answering
your questions on
safer needle devices

■ Resources for
evaluating PPE

■ Updated guidance
on protection against
chemotherapeutic
agents

COMING IN FUTURE MONTHS

CE questions

17. According to OSHA General Industry Respiratory
Protection Standard (1910.134) preamble, what
types of airborne agents are covered?
A. only those specifically cited
B. any air contaminant, including biological

agents
C. air contaminants, without any specific men-

tion of biological agents
D. air contaminants cited by NIOSH as 

hazardous

18. According to a CDC survey, what impact did the
last influenza season have on hospital staffing?
A. Hospitals in the western region suffered

shortages, while others did not.
B. Hospitals required staff to receive flu vaccine.
C. Hospitals nationwide suffered staffing

shortages.
D. There was no impact.

19. A patient satisfaction survey at Duke University
Health System revealed that most patients feel
mechanical lifts are:
A. as comfortable or more comfortable than

manual lifts
B. secure but too time-consuming
C. difficult to get used to
D. uncomfortable

20. In a study of safety device preferences among
health care workers by Premier Inc., what was
the most important performance criteria for
phlebotomy devices?
A. ease of use
B. ease of disposal
C. range of sizes
D. reliability

Answer Key: 17. B; 18. C; 19. A; 20. D
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on notice and on point. If things go south for any
reason, . . . [there is] no opportunity or permis-
sion to defuse the responsibility.” 

In addition to the 2005 standards, our faculty
will discuss the challenge of meeting the Joint
Commission’s patient safety goal of reducing
infections, including the expectations of hand
hygiene compliance and investigating deadly or
serious infections through root-cause analysis.

Hear firsthand insights from Robert Wise, MD,
JCAHO vice president for standards. Wise, one of
the principal architects of the JCAHO infection
control initiative, will be joined by veteran hospital
epidemiologist William Scheckler, MD, of St.
Mary’s Medical Center in Madison, WI. A member
of the Joint Commission’s infection control advi-
sory committee, Scheckler will describe the real
world challenges of meeting the new mandates.

Educate your entire staff for one low fee includ-
ing continuing education credits for all attendees.
You may invite as many participants as you wish
to listen for the low fee of $249. Information on
obtaining audio conference instructions and con-
tinuing education forms will be in a confirmation
notice, which will be mailed upon receipt of regis-
tration. Your fee also includes access to a 48-hour
replay following the conference call and a CD
recording of the program. For information or to
register, call customer service at (800) 688-2421 or
contact us via e-mail at customerservice@ahc
pub.com. Please mention effort code 59792.  ■
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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 clinicians at
individual institutions. ■
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Sign up for free infection control
weekly e-mail alert today

Subscribers to Hospital Employee Health can join
the new Hospital Infection Control Weekly Alert

e-mail list now. This new alert is designed to update
you weekly on current infection control issues that
you may deal with on a daily basis. To sign up for the
free weekly update, go to www.HIConline.com and
click on “Announcements and Events” for information
and a sample. Then click on “Join,” send the e-mail
that appears, and your e-mail address will be added
to the list. If you have any questions, please contact
customer service at (800) 688-2421.  ■

W E E K L Y  A L E R T

COVERING
IN

FEC
TIO

N
CONTROLANDPREV

EN
TI

O
N

FO
R

30

YEARS

30



May 2004 / Supplement to HOSPITAL EMPLOYEE HEALTH ® 1

Source: Premier Inc., Oak Brook, IL.


	hehfig: 


