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Get your N95s ready; masks may 
not be enough for pandemic flu
CDC reconsiders respiratory guidance

Stock up on N95 respirators. The Centers for Disease Control and
Prevention (CDC) in Atlanta is reconsidering its guidance using sur-
gical masks in the event of pandemic influenza and soon may rec-

ommend using N95 filtering face-piece respirators.
At least two states — California and Minnesota — already have

included N95 respirators in their state pandemic plans. That reflects con-
cern that a novel strain of influenza could involve airborne transmission.
Surgical masks are not respiratory protection and are used in droplet pre-
cautions to protect against splashes or sprays.

Although there are few studies focusing on the mode of influenza
transmission, there is some evidence that even seasonal influenza may
involve airborne spread.

“There’s a lot of uncertainty about the modes of transmission and the
relative contribution of droplets, aerosol, and contact transmission regard-
ing influenza infection,” says Max Kiefer, MS, CIH, associate director for
emergency preparedness with the National Institute for Occupational
Safety and Health. “We don’t know which of those are most responsible
for causing transmission and infection.”

During a pandemic, a vaccine targeting the specific strain wouldn’t be
available for months, and antivirals may be in short supply. That makes
personal protective equipment even more critical, Kiefer says.

“Given that uncertainty about transmission and the lack of normally
available interventions such as vaccine and antivirals, it’s prudent from a
public health standpoint to take a higher level of precaution for our health
care workers,” says Kiefer, who participated in a CDC workgroup that
included infection control experts from the CDC’s division of healthcare
quality improvement.

The CDC guidance will apply to health care workers as well as sup-
port personnel, such as dietary staff or housekeepers, who are in close
contact with patients, according to a draft version. The CDC recommends
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the use of N95s with aerosol-generating proce-
dures, but will suggest that hospitals may choose
to use a higher level of protection, such as elas-
tomeric or powered air-purifying respirators
(PAPRs).

The AFL-CIO criticized the CDC for not going
far enough with its revised guidance. Health
care workers caring for patients with pandemic
influenza should wear N100 respirators with an
elastomeric seal and an inhalation valve, says
Peg Semanario, MS, safety and health director
with the AFL-CIO in Washington, DC. 

“By definition, a pandemic agent will be very

transmissible and quite lethal,” she says. “If that’s
what you’re dealing with, what you want to do is
to provide people with the best protection you
can. If we’re in a situation where people are not
being protected, [and] health care workers are
getting sick, they’re not going to come to work —
and you shouldn’t expect them to,” she says.

Plan for the worst case

Industrial hygienists have long argued that
surgical masks are not adequate protection for
health care workers. At the recent conference of
the International Society for Respiratory Protec-
tion, held in Toronto, industrial hygienists from
Germany, the UK, and Canada advocated the use
of N95s in a pandemic.

Even multiple surgical masks don’t come close
to the protection provided by a respirator, accord-
ing to a Hong Kong study conducted during the
SARS epidemic.1 When five surgical masks were
worn instead of one, the filtration still was low,
the researchers said. “[O]ur data show that no
combination of multiple surgical masks was able
to meet the requirements for a respirator,” they
concluded.

A pandemic likely would be much more
widespread than the SARS outbreaks, and sup-
plies of N95 respirators likely would be con-
sumed quickly, infection control experts caution. 

But supply and cost are not reasons to alter the
level of preparedness, says Jon Rosenberg, MD,
public health medical officer in the division of
health care epidemiology and infection control
for the California Department of Health Services.

“There’s a temptation for health care facilities
to say it’s cheaper and easier to only prepare for
droplets,” he says. “If evidence of airborne trans-
mission does emerge during a pandemic, they’re
not going to be able to provide adequate protec-
tion for their employees.

“If you don’t plan for it, you’re not going to be
able to do it,” he says.

Hospitals also should consider the perspective
of health care workers who may be fearful of com-
ing to work if they don’t feel they have adequate
protection, says Rosenberg. As part of pandemic
planning, health care workers should receive train-
ing in droplet and airborne precautions, he says.

In fact, hospitals should prepare for the possi-
bility of various modes of transmission and main-
tain ample supplies of other personal protective
equipment, such as goggles, gowns, and gloves,
says Deborah Levy, PhD, MPH, senior adviser
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for health care preparedness at the CDC.
“If you’re totally focused on it being [spread

by] droplets and you’re focused on getting surgi-
cal masks, what happens if it ends up being one
of those [strains] that has a lot of diarrhea and
you’ve got contact issues?” she says. “From a pre-
paredness standpoint, you should never focus on
just one strategy.”

Hospitals unsure about stockpiling

Yet pandemic influenza planning varies widely
among states, local health departments, and
health care facilities. A 2005 survey of 70 hospi-
tals in Los Angeles County found that two-thirds
did not have a pandemic influenza response plan,
and one in four (28%) had antivirals available
only on an “on-demand” basis.

While 39% of the hospitals said they were plan-
ning to purchase more personal protective equip-
ment as part of preparedness, 35% were not sure
about purchasing plans. (The Department of Public
Health will update the survey in January 2007.)

Meanwhile, the Los Angeles County pandemic

influenza plan emphasizes the importance of hand
hygiene as the primary method to prevent trans-
mission and cautions about the likely short supply
of masks, it differs from the state plan by address-
ing the use of surgical masks: “Although there is a
lack of evidence that the use of masks prevented
transmission of influenza during previous pan-
demics, in the early phase of an influenza pan-
demic, it may be prudent for [health care workers]
to wear masks when interacting in close face-to-
face contact with coughing individuals to mini-
mize influenza transmission. This use of masks is
advised when immunization and antivirals are not
yet available but is not practical or helpful when
pandemic influenza has entered the community.”

Once the CDC comes out with its guidance, the
Los Angeles County plan will be updated, says
public health nurse Donna Chartrand, RN, PHN.
“We will have to harmonize our plan with the
state and the [federal government],” she says.

For hospital planning, the most important
advice is the simplest: Be flexible. Guidance may
change based on the characteristics of a particu-
lar organism and the availability of vaccine or
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How transmissible is H5N1 
and how do we prepare?
Study shows genetic change isn’t simple

Think broadly when it comes to preparedness. Even
if H5N1 avian influenza never becomes a wide-

spread threat to humans, you still need to plan for a
pandemic, public health experts say. 

While no one knows the pandemic potential of
H5N1, researchers from the Centers of Disease
Control and Prevention who tried to make it trans-
missible through a simple genetic reassortment
found that it was not that easy.

Through genetic engineering, the CDC researchers
created a hybrid virus of H5N1 and H3N2, which is a
common influenza strain in humans. They tested the
transmissibility of this new hybrid in ferrets, which are
susceptible to human strains, and found that it did not
transmit easily.

The genetically engineered virus also was less
virulent than H5N1, researchers said.

The tests used a 1997 strain of H5N1 and mir-
rored the combination of two viruses that occurred
in the 1957 and 1968 pandemics. The 1918 pan-
demic flu virus is believed to have emerged from
long-term genetic changes.

“These data do not mean that H5N1 cannot

convert to be transmissible from one person to
another person,” CDC director Julie L. Gerberding,
MD, MPH, said in a press briefing. “They mean that it 
is probably not a simple process and more than sim-
ple genetic exchanges are necessary, and that com-
plexity is something that we will be working on in
subsequent experiments at CDC.

“We have a lot of work to do to prepare for a pan-
demic, and whether or not it is an H5N1 pandemic 
or some other pandemic,” she said. “It’s absolutely
essential that we continue our preparedness efforts.”

Pandemic preparedness is a race against time,
with no way of knowing when a pandemic might occur
or what virus it will be, notes Scott D. Holmberg, MD,
MPH, senior infectious disease epidemiologist with
RTI International, a Research Triangle Park, NC-
based research institute.

“We know that in five years, or in several years,
we’ll have more and better vaccines and more and
better antiviral vaccines,” he says. “We don’t know
how rapidly the virus might mutate into a more lethal
or transmissible form.”

Meanwhile, the planning can encompass other
novel viruses or infectious disease threats. “You
should take advantage of the funding to think a little
bit outside the box and how you can use that fund-
ing to take care of other health care problems,” says
Deborah Levy, PhD, MPH, senior adviser for health
care preparedness at the CDC. ■



antivirals, says Levy.
“You’ve got to build in that flexibility so that

when the scenario is not as you thought it would
be, you’re not stuck,” she says.

In fact, planning is a continual process. If the cur-
rent H5N1 avian influenza does not become easily
transmissible among people, another influenza
strain is likely to trigger a pandemic in the future,
experts say. 

“The one point of agreement is that many
patients are going to require hospitalization [in a
pandemic] and that it’s important for governments
and the health care industry to take steps to ensure
that we can provide that health care,” Rosenberg
says.
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HIV testing becomes more
routine with new guidance
Change aids HCWs with exposure

Routine HIV screening of patients could bene-
fit health care workers who need to know the

HIV status of patients following a bloodborne
pathogen exposure.

In guidance that will greatly expand HIV test-
ing at hospitals, the Centers for Disease Control
and Prevention has recommended HIV screening
for all patients unless they decline. “HIV screen-
ing should be included in the routine panel of
prenatal screening tests for all pregnant women,”
the agency stated.1

Today, there is a patchwork of consent laws
that vary greatly from state to state, related to
testing source patients following a bloodborne
pathogen exposure. But the CDC advises that
“separate written consent for HIV testing should
not be required. General consent for medical care
should be considered sufficient to encompass
consent for HIV testing.”

With this dramatic change in its approach to
HIV testing, the CDC intends to promote early
detection and treatment of HIV.

Previously, the CDC recommended HIV test-
ing based on a risk assessment. But risk-based
testing became less effective as the demographics

124 HOSPITAL EMPLOYEE HEALTH ® / November 2006

Hospitals might compete 
with the public for masks

Guidance needed on community measures

During a pandemic, masks and respirators will be in
great demand from health care facilities across the

globe. But hospitals also may be competing with the
general public and businesses that believe they need
the protective equipment.

Federal guidance is weak on what measures should
be taken to prevent community spread of pandemic
influenza, says Scott D. Holmberg, MD, MPH, senior
infectious disease epidemiologist with RTI International, 
a Research Triangle Park, NC-based research institute.
State pandemic influenza plans vary greatly in their
approach to such issues as closing schools or prohibiting
mass gatherings, according to his analysis of the state
plans.1

“The federal government needs to convene experts
to come up with clear recommendations for community
control,” he says. “Clearly, we need to do epidemio-
logic studies to determine which strategies in a com-
munity will be effective.”

There is no scientific evidence on the effectiveness
of mask use in the community to prevent the spread of
influenza. The U.S. Department of Health and Human
Services’ Pandemic Influenza Implementation Plan
does not recommend mask use “as a public health
measure.” However, it states, “Nevertheless, persons
may choose to wear a mask as part of individual pro-
tection strategies that include cough etiquette, hand
hygiene, and avoiding public gatherings. Mask use
may be most important for persons who are at high
risk for complications of influenza and those who are
unable to avoid close contact with others or must travel
for essential reasons such as seeking medical care.”

The Centers for Disease Control and Prevention in
Atlanta plans to hold regional meetings to work through
some of the community issues, says Deborah Levy,
PhD, MPH, senior advisor for health care prepared-
ness. Computer modeling, tabletop exercises, and
input from the agency’s ethics advisory committee 
will help shape future recommendations, she adds.
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of the HIV/AIDS epidemic shifted to include
more adolescents, women, and minority popula-
tions, the CDC says. Many people did not iden-
tify themselves as at-risk.

“Routine HIV testing reduces the stigma asso-
ciated with testing that requires assessment of
risk behaviors,” the CDC recommendations state.
“More patients accept recommended HIV testing
when it is offered routinely to everyone, without
a risk assessment.”

In some cases, health care workers still will
encounter patients whose HIV status is not known
or whose last HIV test was not recent. But those
difficult situations will become rarer as patients
are tested as a routine part of their hospital care.

That ultimately will benefit health care workers
who have a bloodborne pathogen exposure, says
Ronald H. Goldschmidt, MD, director of the
National HIV/AIDS Clinicians’ Consultation
Center (NCCC) at the University of California
in San Francisco, which runs the PEPLine (Post-
Exposure Prophylaxis Hotline) advice call line for
clinicians.

“When exposed health care workers and the
clinicians treating them do not know the HIV sta-
tus of a source patient, it can create unnecessary
anxiety and often unnecessary [post-exposure]
treatment until the source patient’s HIV status has
been determined,” says Goldschmidt, who also is
vice chair of the department of family and com-
munity medicine at the University of California 
in San Francisco.

With routine testing, a health care worker’s
exposure still may involve someone whose HIV
test was not recent. But Goldschmidt notes that
few people will have seroconverted since their
last HIV test. “Obtaining an exposure history will
identify most of those who have become infected
since their last HIV test,” he says.

Clinicians and health care workers can call the
NCCC’s PEPLine for advice about post-exposure
treatment [(888) 448-4911]. It is available 24 hours
a day, seven days a week.

The CDC’s updated recommendations for HIV
testing include:

Screening for HIV infection
• In all health care settings, screening for HIV

infection should be performed routinely for all
patients aged 13-64 years. Health care providers
should initiate screening unless prevalence of undi-
agnosed HIV infection in their patients has been
documented to be < 0.1%. In the absence of existing
data for HIV prevalence, health care providers
should initiate voluntary HIV screening until they

establish that the diagnostic yield is < 1 per 1,000
patients screened, at which point such screening is
no longer warranted. 

• All patients initiating treatment for TB
should be screened routinely for HIV infection. 

• All patients seeking treatment for STDs, includ-
ing all patients attending STD clinics, should be
screened routinely for HIV during each visit for a
new complaint regardless of whether the patient is
known or suspected to have specific behavior risks
for HIV infection. 

Repeat screening
• Health care providers should subsequently test

all persons likely to be at high risk for HIV at least
annually. Persons likely to be at high risk include
injection drug users and their sex partners, persons
who exchange sex for money or drugs, sex partners
of HIV-infected people, and men who have sex with
men or heterosexual persons who themselves or
whose sex partners have had more than one sex
partner since their most recent HIV test. 

• Health care providers should encourage
patients and their prospective sex partners to be
tested before initiating a new sexual relationship. 

• Repeat screening of persons not likely to be
at high risk for HIV should be performed on the
basis of clinical judgment. 

• Unless recent HIV test results are immedi-
ately available, any person whose blood or body
fluid is the source of an occupational exposure for
a health care provider should be informed of the
incident and tested for HIV infection at the time
the exposure occurs. 

Consent and pretest information
• Screening should be voluntary and under-

taken only with the patient’s knowledge and
understanding that HIV testing is planned. 

• Patients should be informed orally or in writ-
ing that HIV testing will be performed unless they
decline (opt-out screening). Oral or written infor-
mation should include an explanation of HIV infec-
tion and the meanings of positive and negative test
results, and the patient should be offered an oppor-
tunity to ask questions and to decline testing. With
such notification, consent for HIV screening should
be incorporated into the patient’s general informed
consent for medical care on the same basis as other
screenings or diagnostic tests; a separate consent
form for HIV testing is not recommended. 

• Easily understood informational materials
should be made available in the languages of the
commonly encountered populations within the ser-
vice area. The competence of interpreters and bilin-
gual staff to provide language assistance to patients
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with limited English proficiency must be ensured. 
• If a patient declines an HIV test, this decision

should be documented in the medical record. 
(Editor’s note: The CDC’s HIV testing recommen-

dations are available at www.cdc.gov/mmwr/preview/
mmwrhtml/rr5514a1.htm.) ■

It takes teamwork to
prevent slips and falls
Hospitals tackle No. 2 cause of injury

It’s easy to overlook the second-greatest cause of
workplace injury because the incidents seem ordi-

nary and isolated. But a comprehensive approach to
prevention can reduce slips and falls in hospitals by
about 50%, according to a study sponsored by the
National Institute for Occupational Safety and
Health (NIOSH).1

“It’s a struggle to know how to fix it. It’s not an
easy fix,” says Laurie Wolf, MS, CPE, a manage-
ment engineer at BJC Healthcare in St. Louis,
which participated in the study. After implement-
ing interventions at its 13 hospitals, “Our workers’
compensation claims are lower than they’ve ever
been. They consistently decreased since 1997 when
we put [the fall-prevention program] in place.”

Decreasing the risk of employee falls has other
benefits. You also reduce the likelihood of patient
falls (a National Patient Safety Goal of the Joint
Commission on Accreditation of Healthcare
Organizations) and visitor injuries (a possible
source of liability). “A well-maintained facility 
is going to take care of everybody,” says Rich
Schleckser, NEBOSH, ARM, CMIOSH, technical
director at Liberty Mutual Insurance Company in
Bedford, NH.

The Liberty Mutual Research Institute for
Safety in Hopkinton, MA, participated in the
NIOSH study, as did the Finnish Institute for
Occupational Health, Johns Hopkins University,
and the Veterans Health Administration.

Food services, parking/valet, and custodial/
housekeeping staff suffer the highest rate of slip,
trip, and fall incidents per 100 staff in those job cate-
gories, says James Collins, PhD, MSME, epidemiol-
ogist/engineer and project officer for the Slips and
Falls Prevention in Health Care Workers project at
NIOSH in Morgantown, WV. Nurses have a lower
rate, but they incur the largest number of workers’
compensation claims due to the large number of

nursing staff, he says.
A prevention program should correct hazards

hospitalwide, he says. “The challenge in a healthy
work force is that you have to provide a certain
level of protection for everybody,” he says.

Use multiple strategies

Be prepared to take an eclectic approach to
slips and falls. “It’s engineering, it’s marketing,
it’s slip-resistant shoes, it’s fixing all the cracks
and slip hazards in the hospital, and, most impor-
tantly, keeping the floors clean and dry. It’s a
huge undertaking,” says Collins.

Liberty Mutual also has been successful in
helping hospitals reduce their slips and falls —
by as much as 40%, says Schleckser, who works
with employers as a loss prevention consultant.
“When we direct focus away from general safety
programming and aim directly at slips and falls,
we do have significant impact,” he says.

The first step is simply to put together a multi-
disciplinary task force, including maintenance,
nursing, food service, housekeeping, security,
and administrators, he says. You then can analyze
falls as part of three broad categories: inside the
facility, outside in the parking lot and entryways,
and on stairs.

The NIOSH study found that about a third (36%)
of same-level incidents occurred because of “floor
contaminants,” such as wet floors. The other falls
on the same level occurred at “transition areas,”
such as from dry to wet, uneven surfaces, or one
type of floor to another.

To fix the problems, you’ll need details. “The
accident investigations that we review [often]
aren’t specific enough to [find a] root cause,”
Schleckser says. “’Someone slipped on water
because someone didn’t clean it off.’ How did the
water get there? Dig deeper. You can’t correct an
issue by dealing with surface causes.”

For example, you may find, as Schleckser did
in one case, that water condensed on the outside
of enclosed food carts and dripped on the floor.

Schleckser also recommends mapping slips and
falls to look for a cluster of injuries. Analyzing
hazards is an ongoing effort, he says. The task
force should continue to meet on a biweekly or
monthly basis, he says.

Keep up an awareness campaign

Fall-prevention strategies involve rethinking
hospital design and changing employee behavior.
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No single piece of equipment will reduce injuries,
as a mechanical lift or transfer device can in
patient handling.

Instead, you may need to make many small
changes: plastic bags at the entrances for wet
umbrellas, longer entrance mats for wiping feet
before they reach a slick floor, textured floor tiles
in the food service area.

Collins compared the injury rates and workers’
compensation costs for a 10-year period before,
during, and after interventions were put into
place. He found a 50% reduction in slip, trip, and
fall workers’ compensation claims in the post-
intervention period.

The interventions varied in their impact. For
example, the NIOSH study found that slip-resis-
tant shoes could be very effective. In particular,
slip-resistance tests conducted at the Finnish
Institute found that one shoe made by Shoes for

Crews outperformed others in laboratory tests
with water, grease, and glycerol (a simulated oil),
Collins says.

Rerouting downspouts and aggressive snow
and ice removal in the winter helped prevent
weather-related falls. BJC also focused on cord-
bundling to remove tripping hazards. “We’ve
had a broken leg just because a nurse got caught
in a phone cord at the nurse station,” notes Wolf.

Meanwhile, it’s a challenge to keep up slip-and-
fall awareness among employees. BJC incorporated
slip-and-fall awareness in a health fair and used
tabletop tents on cafeteria tables as reminders.

Employees could call a housekeeping hotline
to report a spill and were encouraged to use pop-
up tents that were placed throughout the hospital
to cover spills until housekeeping arrived, Wolf
says. The hospital also purchased special yellow
absorption towels that employees could toss onto
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Recommendations from the NIOSH STF Study
The NIOSH slips-and-falls prevention study resulted in the following recommendations:
1. Hazard assessments should be conducted to identify environmental conditions or housekeeping procedures 

that could potentially contribute to an STF (Slip, Trip, and Fall) incident. The assessment should look for irregular-
ities in the condition of walkway surfaces, objects and contaminants on the floor, cords, inadequate lighting, the
appropriateness of handrail height and grip characteristics, and floor drains that may not be working properly. 

2. Consider offering slip-resistant shoes to employees whose work exposes them to wet or greasy floors, such
as housekeepers, nursing staff, food service workers, kitchen staff, dishwashers, and employees who
decontaminate surgical instruments. 

3. A sufficient number of mats with beveled edges should be placed at hospital entrances so that water is not
tracked on the floor on rainy or snowy days. Mats with buckled or curled edges that could pose a tripping
hazard should be replaced. 

4. Effective procedures to degrease floors should be implemented in areas where food is prepared, cooked,
and served. 

5. Consider providing plastic disposable umbrella bags at hospital entrances. When wet umbrellas are placed
in these bags, they collect water that would have otherwise been dripped on the floor. 

6. When mopping, disinfecting, stripping or waxing floor surfaces, use highly visible, tall wet-floor signs in con-
junction with barricades that block pedestrians from walking onto wet floors. Housekeeping staff should pick
up wet floor signs promptly after the floor is no longer wet. 

7. Develop a system that allows hospital employees to rapidly report spills to the housekeeping manager so
spills can promptly be cleaned. Elevator areas and cafeteria exits are prone to drink spills. Cafeteria exits
and elevator areas are good locations for wall-mounted paper towel holders. 

8. Lids should be required for drinks. 
9. Hazard assessments identified extensive cords under desks, nursing stations, and attached to medical

equipment. Where feasible, use cord organizers, cord clamps, or retractable cord holders to minimize the
hazard of tripping over cords. 

10. In stairwells with potentially low visibility, consider painting the nosing on the top and bottom step to provide
a visual cue to pedestrians. 

11. Check parking areas, particularly covered garages, to ensure that lighting is adequate. 
12. Check drains on a regular basis to ensure that there are no clogs or standing water. 

Source: National Institute for Occupational Safety and Health, presented at the International Ergonomics Association Triennial Congress,
The Netherlands; 2006.



a spill until it was cleaned.
“It’s a culture shift for the entire hospital,” says

Wolf. “It’s a far-reaching goal. You have to work
at it all the time.”
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EH often sidelined at 
Joint Commission surveys
AOHP asks for a voice on JCAHO council

Employee health professionals are asking for a
greater voice — and more attention — from the

Joint Commission on Accreditation of Healthcare
Organizations (JCAHO) in Oakbrook Terrace, IL.

The Association of Occupational Health Profes-
sionals in Healthcare (AOHP) has asked for mem-
bership on the JCAHO nursing advisory council.
The Joint Commission has not yet responded to the
request.

The request was prompted, in part, by the experi-
ence of some AOHP members who were involved
in recent surveys and found little concern or interest
in employee health on the part of surveyors.

“Several AOHP members recently participated
in JCAHO surveys and are concerned about the
inconsistencies of JCAHO surveyors on review-
ing standards that impact health care worker
safety,” AOHP executive president Denise
Knoblauch, RN, BSN, COHN-S/CM, wrote to
the Joint Commission. “We feel that our presence
on the council would demonstrate that health
care worker safety will directly impact patient
safety, leading to an improved survey emphasis.”

Surveyors need to understand the link between
employee health and patient safety, explains
Knoblauch, who is clinical case manager for the
OSF SFMC Center for Occupational Health at Saint
Francis Medical Center in East Peoria, IL.

Standard calls for worker, patient safety

The Joint Commission has previously acknowl-
edged the importance of employee health and
safety, although its standards primarily focus on
patient safety. In its environment of care standards,
the Joint Commission calls for hospitals to manage

safety risks related to patients, employees, and visi-
tors. A previous standard, which existed from 2001
to 2003, specifically required hospitals to plan for
“worker safety.”

Through a partnership with the U.S. Occupa-
tional Safety and Health Administration, the Joint
Commission also shares information and provides
education for surveyors.

Yet when it comes time for an actual survey, it
may seem that even employee-related issues are
addressed to infection control. When the Joint
Commission announced a new standard regarding
influenza immunization of health care workers,
Lynne Karnitz, RN, MS, COHN-S, employee health
and wellness coordinator for Aurora Healthcare
Manitowoc County in Two Rivers, WI, expected
some new questions to come up at a recent survey.

She was looking forward to the opportunity
to share her success — an 80% vaccination rate
— and to talk about her methods of obtaining
participation.

“Employee health nurses are the ones that pro-
mote the flu vaccination, actually give the flu vac-
cine, and monitor all the outcomes,” she says. “Yet
when there was a Joint Commission survey, I was
never even asked a question as to collecting my
statistics, collecting my data, or how many employ-
ees receive the vaccine.”

Karnitz pulled the employee health files of sev-
eral employees as part of the tracer methodology
that tracks the care of a specific patient. Yet the
surveyors only looked at the human resources file
and didn’t even check immunizations, she says.

“I don’t want to say we’re overlooked, but
that’s sort of the impression you get,” says
Karnitz, who is Region 2 director for AOHP.

Some employee health professionals may be
happy to avoid the spotlight of a survey. But that
also may mean a lower profile within the hospital.

Low profile at hospital, too

At a recent survey, Kim Casey, RN, BSN, occu-
pational health services manager at Fayette County
Hospital in Vandalia, IL, anticipated a review of
employee health records. All appropriate employ-
ees were fit-tested and immunizations were up to
date, but the surveyors only looked at employee
education and competencies, she says.

“They didn’t even ask for anything [employee
health]-related, nothing whatsoever,” says Casey,
who is Region 3 director of AOHP.

In fact, employee health isn’t represented on the
hospital’s Joint Commission planning committee
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that oversees the survey preparation. “I think if we
had more of a presence with the Joint Commission
. . . we might have a bigger presence within the
hospital,” she says.  ■

Set policies to balance
patient, employee safety
MRSA outbreaks raise level of concern

Astaph infection develops among several
patients in a unit, and the investigation

begins. Lab tests show the cases are linked.
Could an employee be the carrier?

When that question arises, be ready to change
from your usual employee-oriented perspective to
focus on the potential risk to patients. Outbreaks
involving methicillin-resistant Staphylococcus
aureus (MRSA) have heightened the concern about
employees who may potentially spread illness to
patients.

The balancing of employee health and infec-
tion control presents a challenge as employees
may need testing, counseling, treatment, or even
a furlough, depending on the organism involved.

“There are certain circumstances where you have
a silent infection, but for patients, it isn’t silent at all;
it’s deadly,” says William G. Buchta, MD, MPH,
medical director of the employee occupational
health service at the Mayo Clinic in Rochester, MN. 

At the same time, employee health needs to
safeguard the employees’ privacy and respect their
rights. “While patient protection is paramount,
there must be at least reasonable suspicion that an
employee is a real or potential vector,” he says.

While the Centers for Disease Control and
Prevention provides some disease-specific guid-
ance in its Guideline for Infection Control Personnel
in Health Care Facilities, it is up to hospitals to
develop policies on furlough, work restrictions,
and employee screening, the guidelines state.

“We try to give hospitals as much leeway as we
can,” says Elizabeth Bolyard, RN, MPH, technical
information specialist at the CDC. Yet hospitals
also may be governed by state laws that require
health care workers to receive certain immuniza-
tions or face restrictions when an outbreak occurs,
she notes.

While outbreaks may trigger action, hospitals
also must rely on employees to report draining
wounds, rash, a prolonged and persistent cough,
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Set a protocol for HCWs 
with CA-MRSA wounds
APIC conducts study to measure prevalence

The emergence of community-associated methicillin
resistant Staphylococcus aureus (MRSA) has raised

concerns about how to prevent hospital-based outbreaks.
Although an estimated 30% of health care workers are

colonized with S. aureus, the Centers for Disease Control
and Prevention is not recommending widespread efforts
to decolonize, says Elizabeth Bolyard, RN, MPH, tech-
nical information specialist with the CDC’s division of
healthcare quality promotion. “If we try to decolonize
everyone, we’re going to have staph resistant to that
[antimicrobial agent],” she says. “We don’t see many peo-
ple who are colonized actually transmitting disease.”

However, health care workers with a draining wound
should not work until it’s healed, she notes.

Hospitals should develop a clear protocol for han-
dling employees with an MRSA infection, advises Sue
Sebazco, RN, BS, CIC, past president of the Associa-
tion for Professionals in Infection Control and Epidemio-
logy (APIC) and infection control/employee health
director at Arlington (TX) Memorial Hospital.

That may include working with an employee’s health
care provider to ensure appropriate treatment and fur-
lough if the employee has an infected wound and is
involved in direct patient care, she says. A clear directive
ensures that “employees are handled as consistently as
possible,” she says.

A CDC study found about 126,000 hospitalizations
annually from 1999 to 2000 with MRSA as a diagnosis.1

APIC planned to conduct a prevalence study in October to
gain a better understanding of community- and hospital-
acquired MRSA. Hospitals and long-term care facilities
agreed to report the prevalence among patients on a sin-
gle designated day.

The APIC study is an effort to get a better handle on
the actual burden of MRSA, says Denise Graham, senior
director of public policy for APIC in Washington, DC.

“It’s difficult to advocate for additional resources if we
don’t have some sort of baseline,” she says.

APIC also is releasing a tool kit to help facilities reduce
MRSA. It will be available at the APIC web site, www.
apic.org.

(Editor’s note: Strategies for prevention and control of
community-acquired MRSA are available at www.cdc.gov/
ncidod/dhqp/ar_mrsa_ca_prevention.html.)

Reference

1. Kuehnert MJ, Hill HA, Kupronis BA, et al. Methicillin-
resistant-Staphylococcus aureus hospitalizations, United States.
Emerg Infect Dis June 2006. Available at www.cdc.gov/ncidod/
EID/vol11no06/04-0831.htm. ■



or other symptoms that could indicate an infec-
tion control risk. Whether they report that may
depend in part on your hospital’s policies.

“We encourage hospitals not to make it puni-
tive for people who have to be furloughed,” says
Bolyard. “Don’t make them use sick time. Pay
them for their time off because they’re protecting
their patients.”

Often, the hospital policy differs depending on
the source of the infection. At Scripps Memorial
Hospital in La Jolla, CA, a couple of employees
being treated in the emergency department for a
nonwork-related wound have tested positive for
MRSA. The information was relayed to employee
health, which implemented a furlough. Because
the injury was not work-related, the employees
used their sick time.

“We’ve handled it on a case-by-case basis, but
required that the wound be completely healed
before they come back to work,” says Linda Good,
RN, MN, COHN-S, employee occupational health
coordinator.

New employees are told at their orientation that
they must have vaccinations or immunity to cer-
tain diseases and must report certain infectious
diseases as a condition of their employment, Good
says. “Because of the nature of the business we’re
in, we have to have those standards,” she says.

The Mayo Clinic is developing a policy to
address work restrictions or furlough. The super-
visor must be involved in the decision, as well 
as employee health and infection control, says
Buchta. “There’s got to be some latitude for the
individual, but there can be some general guide-
lines,” he says.

There are other sticky issues. Who pays for treat-
ment if an exposed employee has no symptoms but
needs prophylaxis in order to work? The policy
should cover that as well, says Buchta. “There’s a
gray zone between workers’ compensation and per-
sonal health insurance,” he says. “A lot of times we
pick up the cost.”

Clear protocols also can prevent unnecessary
treatment following an exposure and inflated
recordable injuries, notes Denise Knoblauch, RN,
BSN, COHN-S/CM, clinical case manager for the
OSF SFMC Center for Occupational Health at Saint
Francis Medical Center in East Peoria, IL. For exam-
ple, when a patient has a suspected case of menin-
gitis and employees are concerned about exposure,
an attending physician or medical resident may
simply write prescriptions for prophylaxis without
contacting employee health, she says.

“In that circumstance, we don’t have a confirmed
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CNE questions
17. According to a Hong Kong SARS-related

study, how many surgical masks would you
need to wear to equal an N95 respirator?

A. Two
B. Three
C. Five
D. Multiple masks will not equal the protection of

an N95.

18. A new recommendation on HIV testing advises
hospitals receive what kind of consent from
patients, along with an option to opt-out?

A. A separate written consent for HIV testing.
B. A separate written consent only for prenatal

patients.
C. A general consent for medical care is sufficient.
D. No consent is necessary.

19. According to James Collins, PhD, MSME, what
hospital employees are most at risk for falls?

A. Food service and nursing
B. Housekeeping
C. Operating room staff
D. Maintenance and security

20. According to Elizabeth Bolyard, RN, MPH, what
does the agency recommend related to fur-
loughing employees who have been exposed to
or contracted an infectious disease that could
put patients at risk?

A. Furloughed employees should be offered alter-
nate duty in a nonclinical area.

B. Furloughed employees should be paid and
shouldn’t be penalized.

C. Employees can work if they are asymptomatic.
D. Furloughed employees should use their sick time.

Answer Key: 17. D; 18. C; 19. A; 20. B.

CNE 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 December issue, you
must complete the evaluation form provided in that
issue and return it in the reply envelope provided to
receive a credit letter. ■



culture,” she notes. “We’d prefer it be the occupa-
tional health physician who writes the script.”

It helps to make reporting and tracking as simple
as possible. When the mumps outbreak occurred in
the Midwest, employee health put forms on the
Intranet for managers to report an exposure.

Collaboration between infection control and
employee health is commonplace, but not always
assured. Knoblauch says she is working to improve
that relationship in her hospital. “You need to have
communication and share the responsibilities for
educating staff as well as patients,” she says.

At Scripps, Good attends all infection control
meetings and has a regular spot on the agenda.
She writes quarterly reports about employee
health-related infection control issues and she has
input into the employee health-related policies in
the infection control manual.

“I have good visibility so they automatically
think of me when they have a question about
employee health,” she says.

(Editor’s note: Further information about CDC 
recommendations on furlough of employees exposed 
to infectious diseases is available at www.cdc.gov/
ncidod/dhqp/pdf/guidelines/InfectControl98.pdf.) ■

Long hours put nurses 
at higher risk for MSDs 
Long shifts linked to back, neck pain

Long working hours among nurses may con-
tribute to higher injury rates, new research

shows.
Nurses who work more than 12 hours in a shift

have higher rates of neck, shoulder, and back
problems, according to the Nurse Worklife and
Health Study, sponsored by the National Institute
for Occupational Safety and Health (NIOSH).1

“It’s very exerting work. As nurses work
longer hours and have extended hours, that
adds to the injury potential,” says principal
investigator Alison Trinkoff, RN, ScD, FAAN,
professor at the University of Maryland School

of Nursing in Baltimore.
Mandatory overtime, being on-call, working

while sick or on a day off, and working with less
than 10 hours off between shifts also increase the
risk of musculoskeletal disorders (MSDs), Trinkoff
and her team found.

In this longitudinal survey of more than 2,600
nurses, 14% said they developed neck problems,
17.3% had shoulder problems, and 21.1% had back
problems that occurred during the 15-month fol-
low-up period. MSDs were linked to work sched-
ules even after adjusting for age and psychological
work demands. The impact of longer hours could
be even greater as nurses age, Trinkoff says.

Although some states have prohibited manda-
tory overtime, being “on-call” can be just as risky
and is becoming more commonplace, she says. In
the study, 16.7% of the nurses said they were sub-
ject to mandatory overtime and 38.9% had on-call
hours.

In 2003, an Institute of Medicine (IOM) panel
recommended mandatory limits on work hours
in health care.2 The panel recommended that
nurses should be prohibited from working more
than 12 hours a day or 60 hours a week.

Trinkoff and her team found that hospital-
based nurses frequently exceeded the IOM
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■ Safe patient
handling laws 
gain ground

■ Revised guidance 
on vaccine priorities
for pandemic flu

■ Functional
assessment at hire:
Can it prevent injuries?

■ New mandates to
combat violence in the
workplace

■ CDC sets an action
plan for needle safety

COMING IN FUTURE MONTHS

CNE objectives

After reading each issue of Hospital Employee
Health, the nurse will be able to do the following:

• identify particular clinical, administrative, or 
regulatory issues related to the care of hospital
employees;

• describe how 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. ■



132 HOSPITAL EMPLOYEE HEALTH ® / November 2006

recommendations. About a quarter (23%) of hos-
pital nurses reported working 13 or more hours
in a shift, 15% of them more than once a week.3

Hospital-based nurses also were more likely to
have mandatory on-call duty (43.5%). Meanwhile,
one in 10 of the nurses took no breaks of any kind
during their work shift.

“The work schedules of nurses described in
this survey suggest that there should be industry-
wide concerns about fatigue and health risks to
nurses as well as the safety of patients in their
care,” the authors said.

References
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2006 Salary Survey / Supplement to HOSPITAL EMPLOYEE HEALTH ® 1

Employee health professionals take on duties
that overlap with other jobs in the hospital,

including risk manager, safety officer, infection con-
trol, and educator. But don’t neglect one more task:
marketing yourself and your program.

Raising the profile of employee health means
demonstrating that you are aligned with the hospi-
tal’s goals, such as reducing lost-time injuries or
workers’ compensation claims. Or it could involve
a new level of outreach, such as a health promotion
program, to build bonds with employees.

“You need to be communicating — providing
information and tracking indicators that are mean-
ingful to the [hospital administrators],” advises
Charlene M. Gliniecki, RN, MS, COHN-S, vice

president, human resources, at El Camino Hospital
in Mountain View, CA.

Most employee health professionals have a long
tenure in health care, which gives them a broad
understanding of the hospital and its employees’
needs. In the 2006 Hospital Employee Health survey,
79% of respondents said they had worked in health
care for 22 years or more.

Salary increases rose somewhat in the field.
About half of the respondents (49.6%) received a
1% to 3% raise this year, while 29% received a raise
of 4% to 6%. Another 15% did not receive a salary
increase. That represented a slight improvement
over last year, when 21% of respondents received a
4% to 6% raise.

Seek a higher profile for yourself — and EH
Advanced training, new programs bring boost

2006 SALARY SURVEY RESULTS
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There were 225 respondents to the survey. They
were most likely to work in a nonprofit hospital
with 300 or fewer beds. Respondents were slightly
more likely to live in a rural area or medium-sized
city than in an urban or suburban area. The pre-
dominant salary ranges were $50,000 to $59,999
(25%) and $60,000 to $69,999 (23%).

Building a better image

Employee health professionals have an eclectic
mix of titles, such as employee health and fitness
manager, or occupational health coordinator, or
employee occupational health specialist. In part,
that reflects the variations in the employee health
departments themselves.

How you define your job will clearly affect how

employee health is viewed by the hospital’s
administrators, managers, and employees. You
may find ways to create a desired image for your
program.

At the University of Maryland Medical Center
in Baltimore, Craig D. Thorne, MD, MPH, FACP,
FACOEM, medical director of employee health
and safety, says the EH motto is “providing extra-
ordinary care for extraordinary people.” Thorne
worked with the hospital’s marketing department
to create a photo wall with a montage dedicated
to employees.

That visually differentiates the employee health
service from the occupational health department
that serves outside clients, he notes. And, he adds,
“It helps us focus our attention that we’re here for
the employees.”
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Thorne also created a personal health promotion
program called “Step Up to Good Health.” Matria
Healthcare, a “health enhancement” company
based in Marietta, GA, confidentially handles the
employees’ health assessments (which calculates
their “health age” and identifies their top five
health risks) and provides nurse-coached wellness
programs, a 24/7 nurse line, a
maternity program, and chronic dis-
ease management. Thorne and his
employee health team also discuss
personal health issues with employ-
ees and help them navigate the
health care system. If they need fur-
ther care, Thorne’s staff can obtain
appointments within the medical
center faster than employees can on
their own.

The employee assistance pro-
gram also is administered in con-
junction with employee health,
which means employees receive a wide range of
care — from personal health, including psycho-
logical health and well-being, to free on-site cho-
lesterol tests, to work-related injury care, and
more. “They go away more satisfied than if they
just came here for a TB test,” says Thorne. “I also
have a rule that nobody waits more than 15 min-
utes without being seen.”

The services ultimately benefit the
hospital. “We have demonstrated that
health promotion actually lowers the
hospital’s medical costs by helping
employees manage their chronic dis-
eases,” Thorne says. “It has increased
the perceived importance of employee
health at the medical center. Our sur-
veys show that employees give us an
average of almost 100% satisfaction,
which demonstrates that we are a very
welcoming, caring and competent clini-
cal entity.”

COHN brings new authority

Sometimes an advanced degree or cer-
tification can change the scope of your
job. When MaryAnn Gruden, MSN,
CRNP, NP-C, COHN-S/CM, received her
COHN certification, she became eligible
as a “certified safety professional” to
head up the accident and injury preven-
tion program that Pennsylvania requires
when an employer is self-insured for

workers’ compensation.
“Staff and management see me in a broader role

now,” says Gruden, who is employee health coor-
dinator at Western Pennsylvania Hospital in Pitts-
burgh and past president of the Association of
Occupational Health Professionals in Healthcare.
“I’m reporting to various groups about how we’re

doing on our accident and illness
prevention efforts.”

She chairs the Work Safe
Program, which has three teams
that look at the hospital’s most
common injuries: slips, trips, and
falls; patient handling; and blood-
borne pathogen exposures.
Increased credibility and visibility
for employee health may translate
into more resources from adminis-
tration, such as funds to buy addi-
tional lift equipment, she says.
Other training also can boost your

status. You don’t necessarily need a business
degree to do your job, but you do need to become
business-savvy, advises Barb Maxwell, MHA,
RN, COHN-S, CCM, CWCP, division director of
Company Care-HCA West Florida Division in St.
Petersburg.

That means presenting outcomes to senior man-
agement meetings and showing how employee
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health has reduced injuries and the cost of injuries.
“If our senior leadership does not know what we
do, we’re the first to be cut,” she says. “We do bring
value. They just need to be educated.”

An advocate for employees

Employee health professionals also benefit 
from a perspective that differs from other med-
ical providers in the hospital. You’re not just
addressing health issues on an individual basis,
but you’re an advocate for employees, notes
Gliniecki. “You’re always thinking about the
people who didn’t come — the people who may
have been exposed or may have been at risk,”
she says.

“Even though you’re dealing with each person
you encounter, you are always stepping back at
some point and looking at an aggregate — by
department, job classification, exposure type,” she
says. “It’s much more like a public health model.”

Of course, “employee health” isn’t just for
employees. Employee health professionals often
provide services to volunteers, students, and
some nonemployee physicians. That is one rea-
son some programs prefer the title “occupational
health.”

“What’s important, regardless of the title 
of your department, is that you do a good job
internally communicating what you are doing to
support the mission of the organization,” says
Gliniecki.  ■
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