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Are you prepared for an unannounced
visit from the Joint Commission?
New survey method calls for constant readiness

Are you ever ready? That is the question of the day as the Joint
Commission on Accreditation of Healthcare Organizations moves
to unannounced surveys.

As of January, Joint Commission surveyors no longer notify hospitals
when they will arrive; their survey approach has changed as well. They’ll
spend less time reviewing documentation. Instead, as they trace the care
of individual patients, they will observe employees as they work and ask
them questions about issues from sharps safety to infection control.

“There’s really no script that organizations can study for,” says Nancy
Kupka, DNSc, MPH, RN, project director in the division of standards
and survey methods.

Hospitals shouldn’t just focus on the standards, she says. “Walk
through your organization and say, ‘Where do we have good practice
and where does our practice need to be improved?’ Then come back
and look at the standards. If you’re doing all the common-sense things
we’ve all been taught and following the infection control guidelines put
out by the Centers for Disease Control and Prevention and professional
societies, you should be fine.”

The Joint Commission process should fit into your quality improvement
efforts, she says. “We’re looking to see how organizations are improving.
Every organization has problems. We’re not trying to catch you. We’re try-
ing to help you do a better job.”

Keeping HCWs on their toes

Of course, hospitals still stress over Joint Commission surveys. But
preparing for a survey will no longer seem like cramming for an exam.
The new survey process requires a new way of thinking.

Sue Sebazco, RN, CIC, immediate past president of the Association for
Professionals in Infection Control and Epidemiology and an infection
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control/employee health director in Arlington,
TX, applauds the Joint Commission’s approach.
The surveyors will focus on the patient experi-
ence — and patient safety, ultimately, is at the
core, she notes.

Still, constant preparedness can be a challenge.
“It’s just keeping us on our toes all the time,” she
says. “One of the biggest challenges is making
sure that the staff will be prepared on an ongoing
basis and that they will be comfortable with the
information they might be asked.”

Sebazco makes sure employee immunizations
and TB skin tests and risk assessments are up to
date. Her hospital expects a survey during 2006, 

so she is making a special effort to make sure
employees are comfortable with employee health
and infection control questions they may be asked.

A team focuses on survey preparedness and
periodically walks through units, posing ques-
tions such as: Where do you report an injury?
What do you do if you have a needlestick?

If the employee answers correctly, they receive
candy and their name is placed in a raffle for small
gifts, such as a free meal at the hospital cafeteria.

Questions could be posed to any employee,
from those in environmental services to nursing.
“Everybody’s awareness is going to be at a
heightened level at all times,” says Sebazco.

The Joint Commission has placed priority on
hand hygiene, including it in its National Patient
Safety Goals. Sebazco’s hospital posted signs in
patient rooms asking patients to remind their care-
givers to wash their hands. Patients also receive a
brochure when they check in, asking them to partic-
ipate in their safe care and suggesting they remind
practitioners about washing their hands.

“We put hand hygiene [products] in our hall-
ways rather than just in our patient rooms,” says
Sebazco. “We have definitely seen an increase in
compliance since we’ve done that.”

Observation boosts compliance

At the University of California at Irvine Medical
Center, a special committee meets twice a month to
review Joint Commission standards and the hospi-
tal’s performance. “The intent of the unannounced
survey is to instill a sense of a constant state of
readiness. Our organization has certainly taken that
to heart,” says Linda L. Dickey, RN, MPH, CIC,
manager of infection control and epidemiology.

For example, the hospital has focused on
improving hand hygiene with new products 
and convenient placement of hand gels. Staff 
also have developed an observational tool, which
light-duty workers or unit volunteers periodi-
cally use to monitor compliance. They mark
boxes on the form as they watch whether health
care workers perform hand hygiene before direct
contact with a patient or performing a procedure.
(See a copy of the observational tool, p. 39.)

Each unit has at least 20 observations a month,
and the feedback encourages improvements in
compliance. That quality improvement effort is
what the Joint Commission wants to see, Dickey
says. “Every organization in this country is try-
ing to figure out how to accurately monitor hand
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UCIMC Hand Hygiene Observation Tool 2006 (Revision 01-2006) 
INSTRUCTIONS: Mark Compliant or NOT Compliant. PLEASE USE INK. Example Sheets are scanned
If you do not observe compliance or non-compliance, do NOT make a mark.
NOTE: Hand Hygiene refers to use of alcohol hand rub or washing hands with soap and water. 

Month: Year: 07 AM-19 PM Shift
(Put first 3 letters)     19 PM -07AM Shift
Reviewer Last Name: Rvwr Cost Cntr:
Reviewer First Name:

Staff Title 
Number
(From list 
below)

Unit Number of 
Observation
(From list below)

Choose the unit you 
are observing in, 
not necessarily the 
staff member’s unit 

Hand hygiene 
performed before:

Direct contact with a 
patient

OR

Putting on gloves for 
performing or setting up a 
sterile or clean procedure

Hand hygiene performed 
after:

 Direct patient contact 

 Handling objects likely to be 
soiled

 Contact with items in the 
patient’s immediate vicinity 
including medical devices 

 Upon removing personal 
protective equipment 
(Gloves, Gown, Mask, or 
Eye protection) 

Staff Title 
Number

Unit Number Compliant
Before

NOT
Compliant

Compliant
After

NOT
Compliant

Staff Title Number Unit Number
50-MD Attending   10-LSU,B1, 1E  20-MICU/CCU-B1,5N 30-OutPt Burn Center 
51-MD Resident   11-Peds-B1, 2N  21-SICU-B1, 5S  31-Infusion Cancer Center 
52-Med Student   12-PICU-B1, 2S  22-OB/PP/Nsy-B1A, 2T  32-CDDC, Bldg 22 
53-RN    13-NICU-B1, 2S  23-Med/Surg-B1A, 3T 33-Family Hlth Cntr, Santa Ana 
54-Nursing Assistant  14-BICU,B1,3N  24-PCU-B1A, 4T  34-OutPt Rehab, Bldg 200 
55-Laboratory   15-Med/Surg-B1, 3N 25-Oncology-B1A, 5T 35-Out Pt Lab, Pav 3 
56-Respiratory Therapy  16-ARU-B1,3S  26-ED, B1A, 1T   
57-Radiology   17-NSCU-B1, 4N  27-Psych, Bldg 3   
58-EVS    18-Med/Surg-B1, 4N  
59-Dietary   19-Med/Surg- B1, 4S 29-Radiology B1A, LL    
60-Therapy         40-Other_______________________ 
61-Pharmacy         41-Main OR Pre-Op/PACU 
62-Social Worker         42-MIS Pre-Op/PACU 
63-Cardiology         43-OSS Pre-Op/PACU 
64-PA or NP          
70-Other ___________________ 

Source: University of California at Irvine Medical Center.



hygiene compliance.”
Meanwhile, infection control and employee

health staff also review applicable guidelines to
make sure their practices are up to date, Dickey
says. For example, they reviewed the response to
employee exposures to communicable diseases
and made changes in their influenza immuniza-
tion program to make it easier for employees to
receive the vaccine.

These activities will be ongoing, reports
Dickey. “It’s just like cleaning your house,” she
says. “It’s so much easier if you keep up with it
all along rather than doing it once or twice a year.
That makes for a better-run organization and a
safer organization for patients.”  ■

What do surveyors want 
to see at your hospital?
JCAHO places renewed emphasis on IC

Surveyors enter a hospital with a unique set of
priorities that relate to the hospital’s needs

and attributes. But as infection control issues rise
to the forefront, employee health may receive a
greater focus. What do surveyors expect? Hospital
Employee Health posed that question to Nancy
Kupka, DNSc, MPH, RN, project director in the
division of standards and survey methods at the
Joint Commission on Accreditation of Healthcare
Organizations. She offers advice as hospitals pre-
pare for unannounced surveys.

• What steps does the Joint Commission
expect hospitals to take in response to the

national pandemic influenza response plan?
We do not have any specific requirements

related to that plan or to pandemic influenza. We
do have standards in environment of care and
infection control related to emergency manage-
ment. IC 6.10 states, “As part of its emergency
management activities, the hospital prepares to
respond to an influx or the risk of an influx of
infectious patients.”

Determine generally what you’re going to do
and prepare for how you’re going to do it. The
organization is also required to determine how
it’s going to keep abreast of current information,
how you’re going to disseminate critical informa-
tion to your staff, and what resources there are in
the community.

IC 4.10 requires organizations to develop inter-
ventions, such as screening employees for expo-
sure and/or immunity to infectious diseases that
they may come into contact with in their work.

We also learned from the SARS epidemic that
education and protection of health care workers is
vital. When employees felt they were protected,
they came to work. For an organization to stay
viable, they’re going to have to get their employ-
ees to come to work.

The response to an influx of infectious patients
may vary based on an organization’s resources.
For example, smaller organizations may decide 
to close to new patients, or a hospital may join
forces with a hospital across the street.

• Although surveys can vary greatly, is there
an infection control/employee health issue that
will be common among surveyors?

They will ask, “How have you implemented the
[Centers for Disease Control and Prevention] hand
hygiene guidelines?” They will look to see that
there’s evidence of hand hygiene when we follow
tracer patients through the system. If there’s a sign
that says a patient is on respiratory precautions,
we would expect to see a box of gloves and masks
available.

• How will surveyors approach the issue 
of annual respirator fit-testing? [Annual fit-
testing of N95 respirators is required by the 
U.S. Occupational Safety and Health Admini-
stration, but federal enforcement of the rule has
been halted by congressional action.]

We don’t have a standard related to fit-testing
of respirators. However, we do have a standard
related to complying with state and federal regu-
lations. We don’t really have a position other than
if it’s required, we would expect to see it.

• Joint Commission surveyors have typically
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When will JCAHO arrive 
for unannounced surveys?
• Between 2006 and 2008, the unannounced sur-

vey will occur in the year that the organization
is due for survey.

• Subsequent unannounced surveys will occur 18
to 39 months after the organization’s first unan-
nounced survey.

• Hospitals may identify up to 10 “blackout” dates
when an unannounced survey should be avoided.

• Joint Commission surveyors still may come during
that blackout period if the reason given is such
that a survey can be reasonably accomplished.



reviewed the TB screening of employees. In the
new TB guidelines released by the CDC, low-
risk hospitals will no longer need to perform
annual screening. How will this change surveys?

We will provide some education to surveyors
about the new guidelines. Ultimately, the organi-
zation still has to identify the level of risk [and
review it on an annual basis]. I don’t think it will
impact surveys, at least initially.

• One of the 2006 National Patient Safety Goals
is to “reduce the risk of health care-associated
infections.” Has the Joint Commission’s approach
to infection control changed?

A major revision of the infection control stan-
dards went into effect in January 2005. Previously,
there was a huge emphasis on surveillance. There’s
still an emphasis on surveillance, but we tried to
move the standard toward an emphasis on imple-
mentation — identifying problems and getting on
top of them.

We expect leadership to be involved, to be part
of the process. We have a renewed emphasis on
infection control. I think the world has a renewed
emphasis on infection control. We’ve also signifi-
cantly changed our survey process to look at
issues in infection control. We’re continuing to
look at evolving the standards and the survey
process as it relates to infection control.  ■

CDC: Collect declinations
on influenza vaccine
Push continues to improve immunization rates

It’s official: The Centers for Disease Control and
Prevention (CDC) has recommended collecting

declination statements from health care workers
who do not receive the flu vaccine, along with
other measures to improve flu vaccination rates.

The new recommendation will place greater
pressure on hospitals to track health care workers
who do not receive the vaccine.

“We want health care facilities to be even more
aggressive in protecting their staff and patients
from influenza,” Denise Cardo, MD, chief of the
CDC’s division of healthcare quality promotion,
said in a statement.

There’s widespread agreement that more health
care workers need to get the annual flu vaccine.
Nationally, only about 40% receive the vaccine,
CDC surveys show. Amid the specter of a flu

pandemic and rising concern about deaths from
complications of seasonal influenza, vaccination 
of health care workers has become a priority.

But how to improve rates has proved to be
controversial. Employee health professionals and
union advocates say that declination statements
have not been shown as a tool to boost vaccina-
tion rates and place a punitive tone on vaccina-
tion campaigns.

The CDC missed the mark by failing to empha-
size education as a method for improving vaccina-
tion, says Bill Borwegen, MPH, health and safety
director of the Service Employees International
Union (SEIU). While the CDC recommends educa-
tion of staff, the agency doesn’t provide any details.

“Our experience is that employers pay incredi-
bly short shrift to education,” says Borwegen.
“Some employers just put a slip in an employee’s
paycheck. They don’t have a commitment to the
kind of education that would change behavior
and get people vaccinated.”

The American College of Occupational and
Environmental Medicine (ACOEM) also has
taken a position against declination statements
and mandatory flu vaccination.

“The rights of the patient must be weighed
against the rights of employees,” ACOEM said in
its statement. “There may be work settings, such as
an organ transplant unit, in which the patients are
so immunocompromised that any risk of nosoco-
mial transmission warrants administrative action.
In such a setting, the unvaccinated employee might
be offered temporary reassignment during the
influenza season, but such action could not be
justified in all health care settings.”

Getting tough on influenza

The CDC recommendations reflect a growing
momentum toward stricter policies on influenza
immunization.

In the Feb. 9 Morbidity and Mortality Weekly
Report, the CDC published the recommendations
of two federal advisory panels, the Healthcare
Infection Control Practices Advisory Commit-
tee (HICPAC) and the Advisory Committee on
Immunization Practices (ACIP).1 Their positions
mirror those of two infection control professional
organizations, the Association for Professionals 
in Infection Control and Epidemiology (APIC)
and the Society for Healthcare Epidemiology of
America (SHEA).

HICPAC also recommended using health care
worker flu vaccination rates as a quality measure
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in states that mandate public reporting of health
care-associated infections. The Joint Commission
on Accreditation of Healthcare Organizations in
Oakbrook Terrace, IL, recently released a pro-
posed standard targeting flu vaccination. (See
Hospital Employee Health, March 2006, p. 25.)

“Extremely high vaccination rates among
health care workers are very important in decreas-
ing patient mortality,” says Trish Perl, MD, MSc,
president of SHEA, which conducted a teleconfer-
ence to promote influenza vaccination of health
care workers. “SHEA determined we must strive
for universal vaccination of health care workers.”

Health care workers continue to work even
when they are ill with influenza-like symptoms,
says Tom Talbot, MD, MPH, associate hospital
epidemiologist at the Vanderbilt University
School of Medicine in Nashville, TN, citing a
study showing that only about a third of health
care workers in a Glasgow, Scotland, hospital
who were seropositive for influenza had taken
sick leave.2 In some cases, the health care workers
may have been asymptomatic, he notes.

Studies also show that higher levels of health
care worker vaccination are associated with
lower patient mortality rates, he says.

Requiring health care workers to sign a state-
ment declining the vaccine is just one strategy to
focus attention on the importance of vaccination,
he says. “I don’t think declination in itself is the
ultimate solution. But it forces the health care

institution to ensure that they’ve enhanced their
program,” Talbot says.
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CDC panel recommends 
pertussis vaccine for HCWs
A cost-effective investment in HCWs, patient safety

In a unanimous vote, described as a “slam-dunk”
by one committee member, the Advisory Com-

mittee on Immunization Practices (ACIP) recom-
mended that hospitals and ambulatory care settings
offer free pertussis vaccination to health care work-
ers. The provisional recommendation now awaits
finalization by the Centers for Disease Control and
Prevention (CDC), which is expected to approve it
and make it an official employee health guideline. 
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Recommendations for Improving HCW Flu Vaccination
• Educate health care personnel (HCP) regarding the benefits of influenza vaccination and the potential health

consequences of influenza illness for themselves and their patients, the epidemiology and modes of trans-
mission, diagnosis, treatment, and nonvaccine infection control strategies, in accordance with their level of
responsibility in preventing health care-associated influenza.

• Offer influenza vaccine annually to all eligible HCP to protect staff, patients, and family members and to
decrease HCP absenteeism. Use of either available vaccine (inactivated or live, attenuated influenza vaccine
[LAIV]) is recommended for eligible persons. During periods when inactivated vaccine is in short supply, use of
LAIV is especially encouraged when feasible for eligible HCP.

• Provide influenza vaccination to HCP at the work site at no cost as one component of employee health programs.
Use strategies that have been demonstrated to increase influenza vaccine acceptance, including vaccination clin-
ics, mobile carts, vaccination access during all work shifts, and modeling and support by institutional leaders.

• Obtain a signed declination from HCP who decline influenza vaccination for reasons other than medical
contraindications.

• Monitor HCP influenza vaccination coverage and declination at regular intervals during influenza season and
provide feedback of ward-, unit-, and specialty-specific rates to staff and administration.

• Use the level of HCP influenza vaccination coverage as one measure of a patient safety quality program.

Source: Centers for Disease Control and Prevention. Influenza vaccination of health care personnel: Recommendations of the Healthcare
Infection Control Practices Advisory Committee and the Advisory Committee on Immunization Practices; Atlanta.



“This will be perceived as a new challenge, but
the recommendations are strong, the scientific
basis is accurate, and we look forward to helping
institutions implement it. I know our institution
is planning to do so,” says William Schaffner,
MD, chairman of the department of preventive
medicine at the University of Vanderbilt Medical
Center in Nashville, TN, and a liaison member of
ACIP representing the National Foundation for
Infectious Diseases. 

The idea is to protect health care workers and
their patients, particularly neonates who would
not be indicated for pertussis vaccination but may
be vulnerable to complications after infection.
Large outbreaks of pertussis have occurred in
health care facilities through the failure to recog-
nize and isolate infected infants and children, to
recognize and treat disease in staff members, and
to institute infection control measures rapidly.1

Expensive and time-consuming follow-up in such
cases may include work furloughs for some work-
ers and post-exposure prophylaxis (PEP) with ery-
thromycin or other antibiotics.

New vaccine changes everything

The pertussis picture changed dramatically last
year with licensure of a tetanus toxoid, reduced
diphtheria toxoid, and acellular pertussis vaccine
(Tdap), which is designed as a single-dose booster
vaccine for people 11-64 years of age. It provides
protection against tetanus, diphtheria, and pertus-
sis. Although most children are protected against
pertussis by vaccination during childhood, immu-
nity wanes over time and leaves adults unpro-
tected. In 2004, U.S. adults 19-64 years of age
accounted for 7,008 of 25,827 (27%) reported pertus-
sis cases. The true number of cases among adults
19-64 years is likely much higher, estimated at
600,000 each year, ACIP says. The clinical presenta-
tion of pertussis in adults ranges from mild cough
illness to classic pertussis (i.e., prolonged cough
characterized by paroxysms, post-tussive emesis,
and inspiratory whoop), ACIP reports. Complica-
tions include rib fractures resulting from severe
cough and pneumonia requiring hospitalization.

The recommendation approved by ACIP at a
Feb. 22 meeting at the CDC in Atlanta states in
part that: “Health care workers who work in hos-
pitals or ambulatory care settings and have direct
patient contact should receive a single dose of
Tdap as soon as feasible if they have not previ-
ously received Tdap.“ In essence, the vast major-
ity of health care workers would be covered by a

previously approved general recommendation to
immunize adults younger than 65 years old, but
ACIP is trying to jump-start the issue in hospitals.

“There is now a provisional recommendation, as
of October 2005, that all adults [younger than 65]
receive a dose of the Tdap vaccine to replace the
next tetanus booster that they would be scheduled
to have,” says Trudy Murphy, MD, a medical epi-
demiologist with the CDC national immunization
program. “What this recommendation says is that
we want hospital health care workers to get this
vaccine as soon as possible — if at least two years
have passed since their last tetanus and diphtheria
booster — in order to protect them from pertussis
and any patients they might expose.“

Infant care workers priority

ACIP advised that the first priority should 
be immunizing health care workers who care 
for infants younger than 12 months old. “They
would be first, then all other health care workers
that have direct contact with patients would be
the second priority,” Murphy explains. “After
that, [immunize] the employees that don’t have
direct patient contact, who would fall under the
general recommendation anyway, because we
can’t control [employee contact with patients].”

The committee approved the recommendation
unanimously with relatively little discussion,
which primarily centered on cost issues for hospi-
tals and assurances that workers would not be
charged for the vaccine. 

“Whenever a recommendation is made that
increases a hospital’s cost, people will want good
evidence that they will benefit from it,” Murphy
tells Hospital Employee Health. “In this case, we 
are quite certain that there will be benefits for the
health care worker and for preventing transmis-
sion to others in the health care setting. At this
time, because we do not have any studies to
demonstrate it, we can’t predict what the cost
savings will be for hospitals implementing these
programs, but our modeling [studies] suggest
that there will be cost savings.”

Indeed, the CDC projected cost benefits pre-
sented at the meeting indicating that every dollar
invested in pertussis vaccine will reap $2.40 back
for the institution in prevented infections, expo-
sures, and infection control measures. 

“A Tdap vaccination program in health care
workers could have a substantial impact in
reducing hospital-acquired pertussis morbidity
by reducing the number of annual [pertussis]
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exposures by 46%,” said Ismael Ortega-Sanchez,
PhD, a researcher in the national immunization
program at the CDC. “Benefits or savings from
Tdap vaccination could be sizable for hospitals
even after they cover program costs.”

Additional studies are needed to determine
whether immunized workers could forego post-
exposure prophylaxis after exposure to pertussis-
infected patients. “If we can learn in the near
future that PEP is not needed if a health care
worker is vaccinated, additional cost savings
could be possible,” Murphy says. 

For employee health professionals, the ques-
tion about PEP leaves some lingering uncertainty
about the vaccine. “The vaccine may help prevent
pertussis that can be then transmitted to patients,
but it’s not clear if it’s adequate protection for the
health care worker who later gets exposed to per-
tussis,” says Melanie Swift, MD, medical direc-
tor of the Vanderbilt Occupational Health Clinic.

Reference
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Health care tops list 
for MSD injuries 
States consider bills on patient handling

More than 8,800 nurses suffered from a back,
shoulder, or other musculoskeletal disorder

(MSD) injury in 2004. Once again, nursing was
among the top 10 occupations for MSDs, with
more nurses suffering debilitating injuries than
carpenters, meatpackers, mechanics, and many
other manual laborers.

On average, they lost a week of work due to
MSD injuries.

The numbers from the U.S. Bureau of Labor
Statistics actually represent only a portion of the
true burden of patient handling injuries, says
Audrey Nelson, PhD, RN, FAAN, director of 
the Patient Safety Research Center at the James 
A. Haley Veterans Hospital in Tampa, FL, who
found in one study that nurses often use sick
leave or vacation time to recuperate from a sore
back rather than reporting a work-related injury.
Nonetheless, that serves as a wake-up call to
America’s hospitals to address a serious hazard.

“Health care is a very high-risk occupation,”
Nelson reports. “RNs, LPNs, and nursing assis-
tants have been on the top 10 list since the [MSD
data have] been reported. They’re the only occu-
pation that has remained on the list over the entire
period of time. While we’re making progress and
implementing [interventions] in hospitals, it’s
long overdue and still is not enough.

“What’s happening is that nurses can’t have a
full career,” she says. “When they reach their 50s,
they start to question whether they want to go
home so sore and tired each night.”

The nursing shortage has prompted hospitals
and policy-makers to address patient handling
risks. Five states are considering ergonomic legis-
lation this year, including Washington, which has
a bill that would require hospitals to establish a
safe patient handling committee including front-
line health care workers and to develop a pro-
gram that incorporates a no-manual-lift program,
assessment of hazards, and training of workers.

MSDs have declined in health care in the last
five years, thanks to investments by some hospi-
tals and nursing homes in patient transfer equip-
ment and safe patient handling programs.

But the rate of decline is roughly the same as
for general industry. Hospitals have a rate of
MSD injuries that is almost twice as high as that
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of the general industry (87.7 per 10,000 full-time
workers compared with 45.2). Together, nursing
homes and hospitals represent 15% of all MSD
injuries.

Meanwhile, the U.S. Occupational Safety and
Health Administration (OSHA) has relied almost
exclusively on voluntary compliance in the hospi-
tal sector. From 2002 to 2005, 66 hospital inspec-
tions included a review of ergonomics, but none
resulted in a citation related to ergonomics. The
agency issued one hazard alert letter to a hospital.

Because there is no ergonomics standard,
OSHA citations must be based on the “general-
duty clause” that requires employers to maintain
a workplace free of serious hazards.

OSHA’s acting administrator, Jonathan
Snare, asserts that the agency’s “comprehen-
sive approach” to ergonomics is working, 
with enforcement, consultation, and outreach.
“Separate and apart from the enforcement com-
ponent, we have a large number of alliances
that focus on addressing ergonomics hazards,”
he says.

Those programs don’t produce the rapid change
that is necessary, contends William Charney, DOH,
a national consultant based in Seattle and author 
of seven books in hospital occupational health.
“Voluntary programs do not come anywhere close
to keeping up with the injury rates,” he says. “We
just have to eliminate manual lifting.”

Worker advocates hope to create momentum
with ergonomic legislation, similar to the pattern
that occurred with needle safety. California was
the first state to require comprehensive needle
safety, but dozens of other states followed.
Eventually, Congress passed the Needlestick
Safety and Prevention Act in 2000.

Last year, Texas became the first state to
require hospitals to have a safe patient handling
program. California passed a statute in 2005 that
would have required hospitals to adopt a “zero-
lift” policy, but it was vetoed by Gov. Arnold
Schwarzenegger. In his veto message, he cau-
tioned, “If hospitals do not initiate these mea-
sures on their own, I will be willing to consider
legislation next year that imposes the mandate.”

A similar bill, which requires a zero-lift policy
and the use of lift teams and lift equipment, has
been reintroduced in California.

“We see this as the next big issue in the health
care sector,” says Bill Borwegen, MPH, health
and safety director of the Service Employees
International Union (SEIU). “There’s no reason to
continue to cripple nurses and other health care

workers when we know there are feasible, cost-
saving strategies to prevent this epidemic.”

Meanwhile, hospitals need to recognize the
substantial benefits of safe patient handling pro-
grams in lower medical and workers’ compensa-
tion costs and greater retention and recruitment
of health care workers, says Nelson.

It will take an upfront investment in equip-
ment and training. But the payoff won’t occur
without that, says Nelson.

“In my experience, hospitals that do it partway
see a 30% reduction in injury over a short period
of time; but [the injury rate] peaks up again and
[improvements are] not sustained,” she says.
“You can’t take a problem that’s costing huge
amounts of money and throw a dollar or two at it
and expect it to be fixed. Big problems require big
dollars to be fixed.”  ■

Prompt testing, follow-up
key to exposure control
Checklist documents info exchange

The moments after a needlestick are filled with
stress and anxiety for health care workers. Is

the source patient HIV-positive? Do they need to
take post-exposure prophylaxis (PEP)? How will
they feel when they take the drugs?

Answering those questions with prompt testing
and good follow-up and counseling of health care
workers is a crucial component of a bloodborne
pathogen program, sharps safety experts say.

Katherine West, MSEd, CIC, an infection con-
trol consultant with Infection Control/Emerging
Concepts in Manassas, VA, is concerned that many
hospitals are not providing rapid HIV tests or
thorough counseling. West created an informed
consent form that includes a checklist for physi-
cians to document the items covered in counsel-
ing. (See checklist on p. 46.)

“I don’t think all of that counseling that the CDC
[the Centers for Disease Control and Prevention]
has in its guidelines is really taking place,” she says.

The CDC emphasizes the importance of coun-
seling in its updated guidelines on managing the
occupational exposure to HIV, stating, “Health
care personnel with occupational exposure to
HIV should receive follow-up counseling, post-
exposure testing, and medical evaluation regard-
less of whether they receive PEP.”1
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The CDC says health care workers with expo-
sures involving patients who are known or sus-
pected to be HIV-positive should be advised to 
use precautions to prevent secondary transmission,
such as avoiding unprotected sex, pregnancy, blood
or tissue donation, or breast-feeding, for six to 12
weeks following the exposure. They also should be
informed about the possible toxicities and interac-
tions involving PEP and the need for monitoring
the drugs, as well as the importance of adhering 
to the regimen.

In fact, those guidelines are imperative because
the U.S. Occupational Safety and Health Admini-
stration (OSHA) expects hospitals to follow them,
West says. “OSHA is enforcing those guidelines,”
she says. “The ‘should’ becomes a ‘shall’ and the
‘may’ becomes a ‘must.’”

Hospitals need to ensure that the appropriate
counseling occurs on every shift, so employees

do not have to wait until regular office hours to
receive follow-up, West stresses.
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CE instructions 

Nurses participate in this continuing education
program by reading the issue, using the pro-

vided references for further research, and studying
the questions at the end of the issue. Participants
should select what they believe to be the correct
answers, then refer to the list of correct answers to
test their knowledge. To clarify confusion surround-
ing any questions answered incorrectly, please
consult the source material. After completing this
semester’s activity with the June issue, you must
complete the evaluation form provided in that issue
and return it in the reply envelope provided to
receive a certificate of completion. ■

Post-Exposure Medical Treatment for Exposure to HIV
■■ I understand that the exposure that I sustained meets the criteria for offering antiretroviral drug treatment in

accordance with the Centers for Disease Control and Prevention’s recommendations dated May 15, 1998;
June 29, 2001; and Sept. 30, 2005.

■■ I understand that these drugs are offered because, “theoretically, initiation of antiretroviral PEP soon after
exposure may prevent or inhibit systemic infection by limiting the proliferation of virus in the initial target
cells or lymph nodes.”

■■ I understand that post-exposure prophylaxis (PEP) is a four-week course of treatment. I understand that this
drug treatment is associated with an increased risk for side effects. I have been advised that side effects
may include nausea, vomiting, malaise/fatigue, headache, or insomnia.

■■ I have been offered counseling by a licensed health care provider and have had an opportunity to ask ques-
tions regarding the following:

____ Source patient test results (include viral load test if HIV-positive)
____ What is known and unknown about PEP
____ Side effects
____ Use of drugs in pregnancy (need for pregnancy testing)
____ Baseline and every two-week blood work
____ Current medications and drug interactions
____ Drug allergies
____ Efficacy/toxicity of these drugs
____ Refraining from sexual activity and donating blood, tissues, or organs
____ Importance of using condoms if sexually active

■■ Based on this counseling session, I elect to receive PEP treatment in accordance with the current
recommendations.

Employee signature: __________________________ Date: __________________________

Physician signature: _________________________________

Physician’s name (print) ______________________________

Source: Developed by Katherine West, BSN, MSEd, CIC. Infection Control/Emerging Concepts Inc., Manassas, VA.



Even after counseling, health care workers 
often have lingering questions and concerns. 
About 15% of the calls to the National Clinicians’
Post-Exposure Prophylaxis Hotline (PEPLine) come
from employees with questions, says Ronald H.
Goldschmidt, MD, director, National HIV/AIDS
Clinicians’ Consultation Center (NCCC), which
runs the PEPLine, and vice chair of the department
of family and community medicine at the
University of California at San Francisco.

Some want a second opinion to make sure they
are taking the appropriate PEP drug regimen.
Some feel they did not receive adequate informa-
tion or that the person conducting the follow-up
wasn’t knowledgeable about post-exposure issues.
Sometimes, they simply have additional questions:
Can I have sexual relationships with my partner?
(Yes, but protected.) Do I really have to keep tak-
ing the medicines for four weeks? (Yes, if the
medicines are indicated.) How soon can I be sure
I’m not infected? (In general, in three months.)

“There needs to be someone around in the hospi-
tal who has been designated with the task of pro-
viding this type of counseling and is familiar with
most of the information regarding exposure risk, so
they can help put the exposure into context for the
health care provider,” says Goldschmidt. That per-
son also may need access to an infectious disease
expert who is knowledgeable about specific PEP
drugs, especially if the source patient was already
on antivirals and may have built up resistance to
some drugs.

A second phase of follow-up also needs to
occur, notes Goldschmidt. If the health care
worker takes PEP, the CDC recommends addi-
tional follow up within 72 hours after the expo-
sure to evaluate any additional information about
the exposure or the source patient. The toxicity 
of PEP also should be evaluated at the time the
drugs are first administered and two weeks later,
according to the CDC.

Rapid HIV tests ease concerns

Many hospitals still are not using rapid HIV
tests, and that may cause health care workers to
take PEP drugs unnecessarily, West reports. The

CDC recommends starting PEP as soon as possi-
ble after an exposure, “preferably within hours
rather than days.”

But that imperative to start PEP quickly —
with the lack of rapid HIV test results — places
health care workers in a difficult position, she
says. “These tests are accurate, they’re inexpen-
sive, and you’ve got the answer on the source
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CE questions
13. According to Sue Sebazco, RN, CIC, and Linda

L. Dickey, RN, MPH, CIC, which of the following
is an effective way to improve hand hygiene and
be prepared for Joint Commission surveys?

A. Provide hand hygiene products in convenient
locations.

B. Use a checklist to observe employee hand hygiene.
C. Place reminders to patients to ask health care

practitioners about hand hygiene.
D. All of the above

14. According to Trish Perl, MD, MSc, why is it impor-
tant for health care workers to receive the influenza
vaccine?

A. Health care workers may be exposed to flu from
patients.

B. Health care workers are more likely to develop flu
symptoms than the general population.

C. Increased health care worker flu vaccination
leads to lower patient mortality.

D. The flu vaccine will protect health care workers
from avian influenza.

15. According to Audrey Nelson, PhD, RN, FAAN,
musculoskeletal disorder injuries are often under-
reported because: 

A. Nurses often use sick leave or vacation time to
recuperate from a sore back rather than reporting
a work-related injury.

B. Nurses mostly have minor back pain.
C. Hospitals discourage reporting of back pain.
D. Nurses assume back pain is part of the job.

16. According to the Centers for Disease Control and
Prevention, a reevaluation of post-exposure pro-
phylaxis should occur in what time frame after a
needlestick?

A. 24 hours
B. 72 hours
C. 10 days
D. two weeks

Answer Key: 13. D; 14. C; 15. A; 16. B.
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patient in an hour,” she says.
Health care workers can expect PEP side effects

such as nausea and diarrhea; those can be managed
with other medications, such as antiemetics. But
some of the drugs have the potential to cause seri-
ous adverse effects, such as liver or kidney damage.
They may have hazardous interactions with other
drugs, including over-the-counter medications.

“The selection of a drug regimen for HIV PEP
must balance the risk for infection against the
potential toxicities of the agent(s) used,” the CDC
advises. “Because PEP is potentially toxic, its use
is not justified for exposures that pose a negligi-
ble risk for transmission.”

West notes that little is known about the long-
term ramifications of taking the drugs. Employees
need to be well informed as they decide whether to
start PEP. “It’s the employee’s decision, after coun-
seling, whether they wish to take the drugs,” she
notes.

In fact, of 1,350 health care workers exposed to
a known HIV-positive patient from 1995 to 2004,
only 58% started PEP, according to CDC exposure
data from 95 hospitals.

The increased use of rapid HIV tests will prevent
some health care workers from taking PEP unnec-
essarily, Goldschmidt agrees. Based on calls to the
PEPLine, hospitals have provided employees with
the information needed to make the choice.

“We’re impressed overall that good counseling
is happening and good decisions are being made,”
he says.

[Editor’s note: Guidance is available from PEPLine
at (888) 448-4911.]
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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
clinicians at individual institutions. ■
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On-line bonus book 
for HEH subscribers

Readers of Hospital Employee Health who
recently have subscribed or renewed their previ-

ous subscriptions have a free gift waiting — The
2006 Healthcare Salary Survey & Career Guide.

The report examines salary trends and other
compensation in the hospital, outpatient, and home
health industries.

For access to your free 2006 on-line bonus
report, visit www.ahcpub.com. ■


