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Reversal of fortune: OSHA can enforce 
annual fit-testing provision for HCWs 
APIC: ‘There is really no science to support this decision.’

Amid the swirl of airborne threats such as pandemic flu and exten-
sively drug-resistant tuberculosis (XDR-TB), the prevailing political
winds finally have shifted as well. As a result, health care facilities

must now adopt a contentious program that many infection control profes-
sionals say is expensive, labor-intensive and unnecessary: annual respirator
fit-testing for heath care workers who treat TB patients.

As of Sept. 30, 2007, the Occupational Safety and Health Administration
(OSHA) can begin enforcing the provision, which had been successfully
blocked for years by the Association for Professionals in Infection Control
and Epidemiology (APIC) and its political allies. But the so-called “Wicker
amendment” that blunted enforcement of the measure ended recently when
Rep. Roger Wicker (R-MS) conceded defeat in the face of health care union
opposition and protests by nursing associations, occupational health clini-
cians and academics. APIC is advising membership of the reversal of fortune. 

“There is really no science to support this decision,” says Shannon
Oriola, RN, CIC, COHN, a member of the APIC board and infection con-
trol director at Sharp Metropolitan Medical Campus in San Diego. “I don’t
know if ‘frustrating’ is the word, but we need to work with the political
climate that we are in, and we need to move forward. We need to work
with the manufacturers of the masks to [design] them so that [fit-testing] is
not required. We are letting our members know that it failed and that there
will be enforcement of this rule going forward.”

For infection control programs that have not been doing annual fit-testing,
the level of labor intensity required to meet the provision will depend on
such factors as the number of airborne isolation rooms at the facility and how
many employees are going to be designated to enter them when they house
TB patients. “Facilities should stratify who they fit-test according to how they
have structured assignments for their nursing staff,” Oriola explains. “If you
have a small hospital and one airborne isolation room — but the nurses float
around — you might have to fit-test more people. If you dedicate personnel
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to a certain unit that has airborne infection isolation
containment [you may have to fit-test less]. Then
there is the cost of supporting a program if [you do
it in-house] or whether you hire someone specifi-
cally to do the fit-testing. It depends on the size of
the facility, really.”

So why not just err on the side of caution and
annually fit-test health care workers who treat TB
patients? APIC had successfully argued annual
fit-testing should be an option but not a man-
dated practice because it is not evidence-based, 
is extremely resource-dependent, and has not
demonstrated to provide any additional benefit
or protection to workers. Of course workers

should be fit-tested on hire and thereafter if they
have significant weight loss, surgery or other
changes to facial features. Not only is the efficacy
of routine, annual fit-testing unsubstantiated, it
doesn’t address the most significant risk to health
care workers: the undiagnosed case, Oriola notes.

“The argument hasn’t changed. It is just more of
a political issue at the moment,” she says. “TB has
declined using the CDC guidelines. Really, [the
risk] is the unknown patient that comes in for
another reason and is missed. Certainly fit-testing
won’t stop the transmission of TB from a patient
that comes in with an atypical presentation because
you won’t have that patient isolated.”

In addition, TB is at record lows in the United
States, which should generally translate to reduced
occupational risk for health care workers. (See
related story, p. 101.) “Since most hospitals have
adopted CDC TB guidelines, we don’t see the occu-
pational risk like we did in the 1980s and early
1990s,” she says. That said, Oriola stressed that
opposition to the provision in no way suggests a
lack of concern for health care workers by APIC
and the infection control community. “APIC shares
a common goal of health care worker protection as
well as patient safety,” she says. “We would never
compromise that mission. Annual fit-testing is not
substantiated in science, but we do wholeheartedly
embrace health care worker safety and would never
compromise that. We are charged with not only
protecting patients, but visitors and employees.”

Making the case for fit-testing

Proponents of annual fit-testing argue that vig-
orous respiratory protection programs are critical
in the aftermath of severe acute respiratory syn-
drome (SARS), the ongoing threat of airborne
bioterrorism, the emergence of XDR-TB, and the
future threat of pandemic flu. (See related story,
p. 99.)

“It’s just common sense,” says Mark Nicas,
PhD, professor of environmental health sciences at
University of California at Berkeley, tells Hospital
Infection Control. “If you are going to worry about
these [airborne] infectious disease outbreaks and
you want to contain them you better have a health
care work force that is prepared to deal with this.
Quite honestly, just issuing N95 respirators —
which don’t fit all that well to begin with — and
then arguing that annual fit-testing [is not neces-
sary] is really a bad approach to being prepared.”

Nicas joined other occupational health scientists
in submitting letters and arguments requesting
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that the annual fit-test provision be restored. (See
related story, p. 100.) In his letter, Nicas warned
that “the current situation is that the frontline per-
sonnel trying to contain an outbreak would be
health care workers equipped with poorly-fitting
N95 filtering facepiece respirators [due to the lack
of adequate fit-testing]. We can anticipate that
numerous health care workers would be infected,
and perhaps serve as unknown vectors of infection
before becoming too clinically ill to continue work-
ing. We can also anticipate that their co-workers
might show up for work due to the realization that
they were not being adequately protected.”

In addition, Nicas and other proponents of
annual fit-testing reject the position that the prime
risk is the undiagnosed case. “I don’t buy the argu-
ment that the vast majority of infections are from
the undiagnosed case,” he tells HIC. “I am not say-
ing that it is not important to correctly diagnose
people, but I don’t buy that argument without

proof. I know that when federal OSHA originally
promulgated their [TB] standard they submitted
data on what happened when you fit-test people
over time. I’m not claiming that there is going to
be a lot of good data there, but they showed in 
the little data that was submitted that there was a
decrease in successful fit-tests as time went by.”

Contacted by HIC and asked whether and how
they would begin enforcement of the provision,
OSHA declined to comment. “It is inappropriate
for us to comment on pending legislation,” said
national OSHA spokeswoman Elaine Frazier. 
For its part, the Centers for Disease Control and
Prevention continues to hold its position that res-
pirators used in health care should be fit-tested
initially and “periodically” thereafter. 

[This] changes nothing as far as CDC recommen-
dations,” says Paul A. Jensen, PhD, engineering
director in the CDC Division of TB Elimination.
“We are detached from OSHA and we are not a reg-
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Time for a new mask model
specifically for health care 

Current situation ‘frankly quite inadequate’

It’s time for a new mask. Neither surgical masks nor
industrial respirators were ever designed to prevent

airborne occupational infections in health care work-
ers, though that is the role they have haphazardly
evolved to fill, laments Michael Bell, MD, medical
epidemiologist in the Centers for Disease Control and
Prevention’s division of healthcare quality promotion. 

“We have a need for improvement in protective
equipment,” he said. “One of my chronic pet peeves
is that really neither surgical masks nor respirators
were ever designed with the intent of protecting us
— the health care workers. These were things that
were industrial devices in the case of respirators,
which are supposed to protect people who are
grinding metal or digging coal. Likewise surgical
masks were intended to keep the wound clean while
individuals are performing procedures — so they
wouldn’t spit on the wound.”

Speaking recently in San Jose at the annual
meeting of the Association for Professionals in
Infection Control and Epidemiology, Bell said the
CDC is using pandemic influenza research funds to
conduct experiments on various masks and respira-
tors. However, he has issued a broader challenge to
industry and respirator manufacturers, asking them
to design something — finally — specifically for the
health care setting. 

“I think it’s about time that we take the next step,”
he said. “The health care setting is different from
industry in general. The way we use respirators is
different, the type and number of individuals who
use respirators are different, and the requirements
for the job are very different.”

First and foremost, the mask/respirator should be
designed to prevent infection of bacterial, viral and
fungal etiology. “This is something that needs to be
designed and tested with regard to preventing infec-
tion, not just excluding latex beads,” he said. 

The respirator should provide effective fit for
more than 90% of users without fit-testing, he
stressed. “[We need] something that is comfortable
to wear for an hour of patient care if necessary and
it allows you to speak clearly to a patient,” he said.
“I’m sure you have all had the experience where
you have a 77-year-old person who is a little hard 
of hearing, you have a respirator on your face, and
you are in an airborne isolation room with a whirring
noise. That poor patient can’t hear a darn thing your
saying, and this is a problem.”

The shelf life for the ideal mask/respirator should
be at least several years, particularly since there is
an emphasis on stockpiling in influenza pandemic
planning. “Lastly, something that was reasonably
priced and maybe even reusable,” Bell said. “I
could certainly foresee sending a textile-type mask
back down to central processing to be repackaged
and sent back up. There are many things that need
to be looked at, but this is an opportunity to go
beyond what we have now, which is frankly quite
inadequate.” ■



ulatory agency. Our recommendation to OSHA and
the rest of the world is [to fit-test] initially and peri-
odically. We specifically did not say annual fit-test-
ing. . . . Our feeling is that the data do not support a
definitive periodicity of fit-testing.”

Training key to avoid another SARS

By the same token, the CDC emphasizes the
importance of training up workers participating
in respiratory protection programs. “Some people
jump to the fit-testing issue; but if we train peo-
ple properly, then fit-testing can be used as a part
of the training program,” he says. Such training
should include the types of respirators used in
the hospital and, for example, whether a basic
N95 mask is appropriate for TB patient care or 
if a powered air-purifying respirator should be
worn when doing a procedure on a TB patient
that may generate aerosols, he explains. Though
health care workers certainly were exposed to
undiagnosed cases of SARS during the 2003 out-
break in Toronto, a contributing factor to the
occupational infections may have been their lack
of training and familiarity with respirators. 

“That’s one of the theories in Toronto,” Jensen
says. “They had the equivalent of N95s but they
didn’t really have the training and they did not
insure that people were initially assigned the
proper respirator.”

Such cautionary tales were sufficiently moti-
vating for some ICPs and occupational health
professionals to adopt annual fit-testing even
when the OSHA enforcement exemption was in
place. “We went ahead and did it so now this 
will have no impact on us,” says Susan Johnson,
assistant director and medical center safety offi-
cer at Vanderbilt University Medical Center in
Nashville, TN. “From our perspective it’s not just
TB, it’s any kind of airborne-type disease.”

Indeed, Tennessee OSHA state plan officials
advised them that the annual fit-testing exclusion
would not apply if respirators were being used 
to protect health care workers against airborne
pathogens other than TB, Johnson says. “So we
just said, ‘We are just going to come to the table
and do what we need to do.’”

Going to an annual fit-testing program will be
labor-intensive for those hospitals that have not
been doing so, she says, emphasizing that limit-

100 HOSPITAL INFECTION CONTROL® / September 2007

Occupational health scientists 
lobby Congress on fit-testing
Letter may have swayed decision

In what may have had a critical influence on a
recent decision to restore enforcement of annual

fit-testing in health care settings, more than 50
occupational and environmental health researchers
and professors signed a July 17 letter to David
Obey, chairman of the Committee on Appropriations
in the U.S. House of Representatives. The letter is
summarized as follows:

Dear Mr. Chairman: The signers of this letter,
scientists and experts in the field of occupational
safety and health, are writing to express our strong
opposition to the Wicker amendment that would pro-
hibit OSHA from enforcing the annual fit-testing
requirement of its respirator standard as it applies to
exposure to tuberculosis (TB). This amendment
would place health care workers and first respon-
ders at increased risk of developing TB. Respirators
can only offer adequate protection to the wearer if
they fit well on the wearer’s face. To determine if 
a respirator fits properly and does not leak, it is
essential that an initial fit-test be performed. The

scientific evidence establishing the need and
requirement for fit-testing is substantial. The evi-
dence clearly shows that fit-testing is essential in
order to identify respirators that fit well on the
worker’s face and that passing a fit-test increases
the likelihood of receiving the expected level of pro-
tection that is assigned to the respirator. Research
has also shown that in the absence of fit testing,
many respirators fail to provide adequate protection.

In order to maintain continuing adequate protec-
tion of the respirator, it is essential that follow-up fit-
testing be conducted. The scientific evidence also
supports the OSHA regulatory requirement to con-
duct fit-testing on an annual basis. Performing annual
fit-tests will assure that workers maintain the level of
protection the respirator is designed to provide.

Our government’s scientific expert agency on
respiratory protection, the National Institute for
Occupational Safety and Health (NIOSH), strongly
supports the necessity of conducting initial and
annual fit-testing for workers who must wear respi-
rators on the job. That would include health care
workers and first responders exposed to TB. We
believe that Congress should rely and act on the
expertise and advice by NIOSH and support annual
fit-testing for workers exposed to TB and oppose
the Wicker amendment. ■



ing the number of employees designated for test-
ing is a common approach to controlling costs.

“We have over 800 beds, and unfortunately we
don’t cohort TB patients,” Johnson says. “Some
hospitals get to cohort and so therefore they can
limit the staff that are fit-tested. We have not done
that, so we fit-test about 4,000 people a year. We
had to hire a tech just to do that. It will have an
impact. It’s one more thing that you have to do.”

Johnson’s program uses the qualitative test,
which indicates fit-test failure if the worker can
taste exposure to a sweet or bitter agent. “We’ve
been doing this for three years. It is a big pro-
gram but we just kind of chipped away it,” she
reports. “When we first implemented it, we had a
committee that included safety, infection control
nurses, and occupational health. I won’t say it 
has been a seamless process, but we have tried 
to make it that way.”

The program ensures that hospital staff are
familiar with their respirators, and are well
trained in donning and removing them should
another airborne infection such as SARS emerge. 

“We have seen that the training is worth it —
to get everyone on staff on an annual basis is
worth it,” Johnson says. “If you need proof, just
look at how health care workers got SARS. Some
of it had to do with not remembering how to put
on and take off their personal protective equip-
ment correctly, so they were contaminating them-
selves. So the more you can get in front of staff
and remind them how to do things correctly, the
better off we all are.”  ■

As TB declines, what is the
occupational risk to HCWs? 
426 infected in 2005, but data inconclusive

For reported tuberculosis cases in the United
Sates in 2005 in which the occupation was

known, 3.4% were health workers, Hospital
Infection Control has learned. Though the data were
provided by the Centers for Disease Control and
Prevention upon request, meaningful interpreta-
tion of the numbers is another matter entirely. 

Unanswered questions include whether the TB
cases represent true occupational infections or
whether they reflect community acquisition or late
onset disease among the foreign-born. According
to the CDC data for 2005 — the most recent year

available — there were 14,097 total TB cases in the
United States. Of those, 13,234 TB patients were
ages 15 and older. Of those 15 and older, 12,712
had known occupations. Of those with known
occupations, 426 (3.4%) were health care workers.
The data reflect both active infections and skin test
conversions, which signal latent infection that has
a 5%-10% chance to progress to disease over an
immune-competent person’s lifetime. 

In contrast, the rate of TB in the general popu-
lation is only 0.2%. “The foreign-born rate last
year was just 2.2%, so [the health care worker
rate] is similar to rates among the foreign-born,”
says Paul A. Jensen, PhD, engineering director in
the CDC Division of TB Elimination. “Can we say
that they are at higher risk? They obviously are if
they have TB in their facility, but we can’t say all
of that TB was acquired in the facility.”

While the CDC data are too limited to draw any
definitive conclusions, Jenson says the numbers
may reflect socioeconomic factors, foreign-born
workers and those of minority status. TB continues
to exact its most severe toll among racial and ethnic
minorities and foreign-born individuals in the
United States, according to the CDC. In 2006, TB
rates among blacks and Hispanics (10.1 and 9.2 per
100,000 people, respectively) were approximately
eight times the rate among whites (1.2). Asians had
the highest rate of any racial/ethnic group (25.6) —
more than 21 times the rate for whites. The TB rate
among foreign-born people living in the United
States was nearly 10 times the rate for those born 
in the United States (2.3 and 21.9, respectively).

That said, some portion of the numbers likely
represents true occupational infections based on
analysis of data when TB resurged in hospitals in
the early 1990s. “Some of the data from the 1990s
show that the people with a lot of patient contact
time and then the lesser-skilled people are at
higher risk,” Jensen says. “Some of those lesser-
skilled people are minorities and foreign born. In
the subset of health care workers, some of those 
are at higher risk and some of those [are in at-risk]
socioeconomic groups. I agree that [3.4%] is higher
than the [national] average but we can’t say what
proportion of it was occupationally acquired.”

A total of 13,767 TB cases were reported in the
United States in 2006, down from 14,085 cases in
2005. The 2006 national TB case rate — 4.6 cases
per 100,000 people — was the lowest since report-
ing began in 1953. However, the decline of 3.2%
in the national TB case rate from 2005 to 2006 was
one of the smallest in more than a decade. “The
decrease by year is getting smaller and smaller
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percentage-wise,” he says. “I won’t say we’ve
‘bottomed out,’ but it’s difficult to get much
lower levels of TB.” 

Anecdotally, one would think declining preva-
lence would translate to less occupational risk for
health care workers, but Jensen notes, “There aren’t
any recent studies to document that. “Neither does
the CDC have comparative occupational data to
assess whether, for example, other job sectors with
minority and foreign-born workers have compara-
ble TB rates. ‘TB is a reportable disease but we don’t
always get the occupation with it, so that is a limit-
ing factor,” he says. The take-home point, however,
is once the full cadre of CDC TB controls is in place
in a hospital, skin-test conversions among health
care workers drop dramatically. As an example,
Jensen cites Grady Memorial Hospital in Atlanta,
which was hit hard in the 1990s but now has virtu-
ally eliminated TB transmission within its doors.
“They have more TB [patients] in their hospital than
some states have, but they have relatively low rates
among their staff,” he says.  ■

Fit testing 101: The basics 
from NIOSH and OSHA 
Selection, fit important before testing

Now that annual fit-testing in back on the com-
pliance books, a little refresher may be in

order. The following information on respirator fit-
testing in health care settings is summarized from
guidance by the National Institute for Occupational
Safety and Health (NIOSH) and U.S. Occupational
Safety and Health Administration (OSHA): 

Conduct a risk assessment and determine who
must wear a respirator and be included in the pro-
gram. A fit-test must be conducted to determine
which brand, model, and size of respirator fits the
user adequately and to ensure that the user knows
when the respirator fits properly. Such knowledge
is important because TB aerosol can leak around
the facepiece into the respirator and be inhaled if
the respirator does not fit the user’s face. 

Determining facepiece fit involves qualitative fit-
testing (QLFT) or quantitative fit-testing (QNFT). A
QLFT test relies on the wearer’s subjective response
to taste, odor, or irritation. A QNFT uses another
means of detecting facepiece leakage and does not
require the wearer’s subjective response. Respirator
models and brands have inherently different fitting

characteristics. Therefore, more than one brand 
or model, and various sizes of a given type of 
respirator should be purchased to take advantage 
of the different fitting characteristics of each and to
increase the chances of properly fitting all workers. 

Procedures for fit testing:
OSHA requires employers to conduct fit test-

ing using the following procedures: 
1. Employees choose the most acceptable respi-

rator from a selection of various sizes and models.
2. Prior to selection, employees are shown how

to put on a respirator and determine an accept-
able fit. This is a review, not formal training. 

3. Employees are informed that they are being
asked to select the respirator that provides the
most acceptable fit for protection. 

4. Employees must hold each facepiece up to
the face and eliminate those that do not provide
an acceptable fit. 

5. The most acceptable mask is worn at least
five minutes to assess acceptability. 

6. Assessment of acceptability includes review-
ing the following points with each employee: 

• position of the mask on the nose; 
• room for eye protection; 
• room to talk; 
• position of mask on face and cheeks. 
7. Adequacy of fit includes the following criteria: 
• chin properly placed; 
• adequate strap tension; 
• fit across nose bridge; 
• proper size for distance between nose and

chin; 
• tendency of respirator to slip; 
• self-observation in mirror to evaluate fit and

position. 
8. Employees conduct negative- and positive-

pressure fit checks, after being told to seat the
mask on the face by moving the head from side to
side and up and down slowly while taking slow,
deep breaths. 

9. The test shall not be conducted if there is
stubble beard growth, beard, mustache, or side-
burns that cross the respirator sealing surface. 

10. Employees who have difficulty breathing
during tests shall be referred to health care pro-
fessionals for assessment of their ability to wear a
respirator. 

11. Employees who find the respirator fit unac-
ceptable are allowed to select a different respira-
tor and be retested. 

12. Before the fit test, employees are given a
description of the test procedure and their
responsibilities during it. 

102 HOSPITAL INFECTION CONTROL® / September 2007



13. Employees shall perform exercises during
the test while wearing applicable safety equip-
ment that may be worn during respirator use that
could interfere with fit, in the following order: 

• breathing normally in a standing position; 
• breathing slowly and deeply in a standing

position; 
• slowly turning the head from side to side,

inhaling at each extreme position; 
• slowly moving the head up and down, inhal-

ing at the up position; 
• talking slowly and loudly enough to be

heard by the test conductor; 
• grimacing by smiling or frowning; 
• bending over at the waist; 
• breathing normally again. 
Each test exercise should be performed for 

one minute, except for the grimace, which is per-
formed for 15 seconds. The employee should be
asked about the acceptability of the respirator
upon completion of the protocol. If unacceptable,
the process should be repeated with another res-
pirator before proceeding to the specific qualita-
tive or quantitative test protocols.  ■

MRSA screening now law
for New Jersey hospitals
ICPs meeting with state to develop definitions

Infection control professionals in New Jersey
are hoping a series of upcoming meetings 

with state officials will clarify exactly what is
required under a recently passed law codifying
active surveillance cultures [ASC] for methi-
cillin-resistant Staphylococcus aureus (MRSA).
Several other states are moving forward quickly
on similar legislation, as MRSA laws threaten to
sweep the country in much the same way infec-
tion rate disclosure laws did. 

At the moment it [calls for ASC for MRSA] in the
high risk areas of the hospitals, such as critical care
units, and eventually it is to be put house wide,”
says Carol A. Ward, RN, CIC, legislative representa-
tive for the Southern New Jersey chapter of the
Association for Professionals in Infection Control
and Epidemiology. “As far as I know, we will 
give them monthly numbers of hospital-acquired
MRSA for all patients coming into the hospital. It’s
going to have an impact on infection control for
monitoring this and also for the laboratory because

they are going to possibly need additional micro
staff.”

Among the questions in the wake of the law
are which screening test should be used, as they
may vary in accuracy and costs. Likewise, uni-
form definitions are needed so every hospital
uses the same criteria in reporting. “We have let
the department of health know that we want def-
initions,” says Ward, an ICP at Virtua-Memorial
Hospital in Westhampton, NJ. “We want to know
exactly what they want so we can all be doing the
same thing.” Such issues were to be addressed in
a meeting that was slated between the New
Jersey Department of Health and members of
APIC, other infectious disease groups and the
state hospital association. Another critical issue is
funding or reimbursement for implementing the
ASC programs. “In the bill, there was nothing for
funding, and that was something that we did
request,” Ward says. “It will be an increase in
hospital expenses, not just for the microbiology
departments, but once you identify the patient as
having MRSA, you have to place them in isola-
tion. So that is additional costs for personal pro-
tective equipment, and isolation [rooms]. There 
is the issue of private rooms or cohorting, so each
hospital will have to have policies and proce-
dures in place.” 

Provisions in the New Jersey law include the
following summary: 

Within one month after the effective date of
this act, all general hospitals licensed by the
Department of Health and Senior Services
shall implement an infection prevention pro-
gram in their intensive care unit or units, as
applicable, and if the hospital has no inten-
sive care unit, then in another high-risk unit
such as a surgical unit, or other unit where
there is significant risk of facility-acquired
infections. Ultimately, the hospital shall
expand the infection prevention program to
all areas of the hospital, with the exception of
an inpatient psychiatric unit, if applicable.
The expansion of the infection prevention
program shall be completed as quickly as
feasible, taking into account the hospital’s
patient population, physical plant, and other
facility-specific circumstances. 

In addition to any other best practices and
effective strategies, the hospital shall incor-
porate the following strategies:
1) identification and isolation of both colo-
nized and infected patients by screening
patients upon admission in order to break
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the chain of transmission;
2) contact precautions for patients found to
be MRSA-positive, as “contact precautions”
is defined by the Centers for Disease Control
and Prevention; 
3) patient cultures for MRSA upon dis-
charge or transfer from the unit where the
infection prevention program has been
implemented, and flagging of patients who
are readmitted to the hospital;
4) strict adherence to hygiene guidelines;
5) a written infections prevention and con-
trol policy with input from frontline care-
givers; and 
6) a worker education requirement regarding
modes of transmission of MRSA, use of pro-
tective equipment, disinfection policies and
procedures, and other preventive measures.  ■

Standard precautions: 
The bedrock of prevention 
First line of defense against emerging infections

(Editor’s note: With this issue, we begin a series of
stories on the recently issued patient isolation guidelines
by the Centers for Disease Control and Prevention. In
this issue we take a look at some new additions to stan-
dard precautions. Look for coverage of the transmission-
based precautions and other aspects of the guidelines in
upcoming issues of Hospital Infection Control. The
following story is based on an interview with Jane
Siegel, MD, and a presentation by Michael Bell, MD,
recently in San Jose at the annual conference of the
Association for Professionals in Infection Control and
Epidemiology.)

While it’s easy to get caught up in exotic
pathogens and novel transmission routes, the

Centers for Disease Control and Prevention is re-
emphasizing that standard precautions remains the
bedrock of infection prevention in health care set-
tings. The CDC’s new patient isolation guidelines
include some additions to standard precautions, but
also reiterate the importance of longstanding rec-
ommendations such as safe needle practices.1 (See
table, p. 105.)

“Standard precautions in these new guidelines
still remain the foundation of infection preven-
tion for both patients and personnel,” says Bell, a
medical epidemiologist in the Centers for

Disease Control and Prevention’s division of
healthcare quality promotion. “This involves
constant use of gloves and hand hygiene as well
as application of face protection and gowns if
splashes are anticipated. This is for any contact
with blood and moist body substances, mucous
membranes or broken skin. In addition to stan-
dard precautions, the importance of adherence to
appropriate glove use and correct hand hygiene
procedures are reinforced in this guideline.”

More than just snapping on gloves

But standard precautions are more than just
snapping on a pair of gloves or decontaminating
hands — although those elements are a critical
part of it. Standard precautions are really the first
line of defense in infection prevention, setting the
stage for subsequent layers of contact, droplet or
airborne isolation measures as needed. 

“If people truly understood standard precau-
tions the way they should be practiced, we would
be much further along in preventing transmission
of infections,” says Siegel, lead author of the guide-
lines as a former member of the CDC’s Healthcare
Infection Control Practices Advisory Committee
(HICPAC). “Those elements [in the table] are excel-
lent principles and practices to be followed in all
health care settings because we don’t know who
will be infected with what. When you don’t know
what a patient is infected with, you have to have 
a recognition that all body fluids except for sweat
could be potentially infective.” 

The application of standard precautions during
patient care is determined by the nature of the
worker-patient interaction and the extent of antic-
ipated blood, body fluid, or pathogen exposure,
the guidelines state. For some interactions (e.g.,
performing venipuncture), only gloves may be
needed. However, during other interactions 
(e.g., intubation), use of gloves, gown, and 
face shield or mask and goggles is necessary.
Education and training on the principles and
rationale for recommended practices are critical
elements of standard precautions because they
lead to appropriate decision making and promote
adherence when health care workers are faced
with new circumstances, the CDC explained. For
example, standard precautions may be all that
stands between the health care worker and an
emerging infection until the pathogen and its
transmission routes are identified.

In recent years, emerging infectious diseases
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TABLE 4. 
RECOMMENDATIONS FOR APPLICATION OF STANDARD PRECAUTIONS FOR THE CARE OF ALL PATIENTS IN ALL 
HEALTHCARE SETTINGS 
(See Sections II.D.-II.J. and III.A.1) 

COMPONENT RECOMMENDATIONS 

Hand hygiene  After touching blood, body fluids, secretions, excretions, 
contaminated items; immediately after removing gloves; between 
patient contacts. 

Personal protective equipment (PPE)  

       Gloves  For touching blood, body fluids, secretions, excretions, 
contaminated items; for touching mucous membranes and 
nonintact skin 

       Gown  During procedures and patient-care activities when contact of 
clothing/exposed skin with blood/body fluids, secretions, and 
excretions is anticipated.. 

       Mask, eye protection (goggles),
       face shield* 

During procedures and patient-care activities likely to generate 
splashes or sprays of blood, body fluids, secretions, especially 
suctioning, endotracheal intubation 

Soiled patient-care equipment Handle in a manner that prevents transfer of microorganisms to 
others and to the environment; wear gloves if visibly 
contaminated; perform hand hygiene.

Environmental control Develop procedures for routine care, cleaning, and disinfection of 
environmental surfaces, especially frequently touched surfaces in 
patient-care areas. 

Textiles and laundry Handle in a manner that prevents transfer of microorganisms to 
others and to the environment 

COMPONENT RECOMMENDATIONS

Needles and other sharps Do not recap, bend, break, or hand-manipulate used needles; if 
recapping is required, use a one-handed scoop technique only; 
use safety features when available; place used sharps in 
puncture-resistant container 

Patient resuscitation Use mouthpiece, resuscitation bag, other ventilation devices to 
prevent contact with mouth and oral secretions 

Patient placement Prioritize for single-patient room if patient is at increased risk of 
transmission, is likely to contaminate the environment, does not 
maintain appropriate hygiene, or is at increased risk of acquiring 
infection or developing adverse outcome following infection. 

Respiratory hygiene/cough etiquette 
(source containment of infectious respiratory 
secretions in symptomatic patients, beginning at 
initial point of encounter e.g., triage and reception 
areas in emergency departments and physician 
offices)

Instruct symptomatic persons to cover mouth/nose when 
sneezing/coughing; use tissues and dispose in no-touch 
receptacle; observe hand hygiene after soiling of hands with 
respiratory secretions; wear surgical mask if tolerated or maintain 
spatial separation, >3 feet if possible.

*   * During aerosol-generating procedures on patients with suspected or proven infections transmitted by respiratory 
aerosols (e.g., SARS), wear a fit-tested N95 or higher respirator in addition to gloves, gown,and face/eye protection

Source: Centers for Disease Control and Prevention. Guidelines for Isolation Precautions: Preventing Transmission of Infectious Agents in
Healthcare Settings, 2007. 

Recommendations for Application of Standard Precautions
for the Care of All Patients in All Healthcare Settings



such as severe acute respiratory syndrome
(SARS) have tended to follow a similar pattern,
Bell says. “We find that one person may become
ill, and bring that back into a community with a
small amplification there — sort of a point-source
cluster,” he says. “Once this starts to spread
among human beings the end result is consis-
tently that patients come to a health care facility
where amplification is very efficient. And that
amplification tends to occur in health care per-
sonnel. For that reason, we particularly under-
score the importance of isolation precautions.”

Your mother was right: Cover that cough 

In that regard, standard precautions also include
a new section on respiratory/cough etiquette,
which came into widespread use in emergency
departments and waiting areas during the 2003
outbreak of SARS. “That’s the new component that
gets the most attention right now because of pan-
demic planning,” Bells says. “This includes recom-
mendations for education both for personnel and
for patients, patient behavior recommendations,
cohorting as well as administrative polices and
practices. [It includes] how to put up signage, and
how to coordinate the movement of patients who
come in with fever and cough so they are not sit-
ting in a waiting area or a big, open emergency
room possibly transmitting to other patients.”

The CDC guidelines recommend basic “source
control” measures such as covering the mouth/
nose with a tissue when coughing and prompt dis-
posal of used tissues, or using surgical masks on
the coughing person when tolerated and appropri-
ate. Though some consider the evidence for the
practice anecdotal, the CDC emphasizes that cov-
ering sneezes and coughs and placing masks on
coughing patients are proven means of source

containment that prevent infected people from dis-
persing respiratory secretions into the air. “A lot of
people say that is very nice, but it’s not evidence-
based,” Siegel says. “But in the background of the
guideline we do present the evidence. There was
evidence for the efficacy of masks to contain infec-
tious respiratory secretions in 1918 [during the flu
pandemic.]” 

In addition, this latest version of standard pre-
cautions reemphasizes safe needle injection prac-
tices in light of outbreaks of HBV and HCV among
patients in ambulatory care facilities. The four out-
breaks cited by the CDC occurred in a private
medical practice, a pain clinic, an endoscope clinic,
and a hematology/oncology clinic. The primary
breaches in infection control practice were reinser-
tion of used needles into a multiple-dose vial or
solution container (e.g., saline bag), and use of a
single needle/syringe to administer intravenous
medication to multiple patients. The outbreaks
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CNE/CME questions

9. Which of the following threats were cited in
arguments that annual fit-testing and vigorous
respiratory protection programs are critical?

A. Extensively drug-resistant tuberculosis 
B. Airborne bioterrorism
C. Pandemic flu 
D. All of the above

10. In light of pending federal enforcement of annual
respirator fit-testing, the Centers for Disease
Control and Prevention formally changed their
standing fit-testing recommendation to “initially
and annually.”

A. True
B. False

11. Under standard precautions what body fluid is
not considered infectious?

A. Blood
B. Sweat
C. Urine
D. Saliva 

12. A new component of standard precautions
calls for masking before which procedure to
reduce the risk of provider-to-patient transmis-
sion of meningitis.

A. Phlebotomy
B. Lumbar puncture
C. Intubation
D. All of the above 

CNE/CME instructions

Physicians and nurses participate in this CE/CME
program by reading the issue, using the provided

references for further research, and studying the
questions. Participants should select what they
believe to be the correct answers, then refer to
answer key to test their knowledge. To clarify confu-
sion surrounding any questions answered incorrectly,
please consult the source material. After completing
the semester’s activity, you must complete the evalu-
ation form that will be provided and return it in the
reply envelope to receive a credit letter.  ■



could have been prevented by adherence to basic
principles of aseptic technique for the preparation
and administration of parenteral medications.
Those include the use of a sterile, single-use, dis-
posable needle and syringe for each injection
given and prevention of contamination of injection
equipment and medication, the CDC reported.
Whenever possible, use of single-dose vials is pre-
ferred over multiple-dose vials, especially when
medications will be administered to multiple
patients. “Outbreaks related to unsafe injection
practices indicate that some health care personnel
are unaware of, do not understand, or do not
adhere to basic principles of infection control and
aseptic technique,” the CDC concluded.

“The section about safe injection practices is
especially important,” Siegel says. “There is noth-
ing new in that, but with the outbreaks of hepati-
tis B and C that have been described in recent
years in ambulatory settings it’s clear that people
are not practicing safe needle injection practices.
That is a part of standard precautions that needs
to be re-emphasized.” 

Mask before lumbar puncture

Another new component of standard precau-
tions calls for masking before performing lum-
bar puncture procedures due to the risk of

provider-to-patient transmission of meningitis.
In 2004, CDC investigated eight cases of post-
myelography meningitis. Blood and/or cere-
brospinal fluid of all eight cases yielded
streptococcal species consistent with oropha-
ryngeal flora and there were changes in the
cerebral spinal fluid and clinical status indica-
tive of bacterial meningitis. Equipment and
products used during these procedures (e.g.,
contrast media) were excluded as probable
sources of contamination. Procedural details
available for seven cases determined that anti-
septic skin preparations and sterile gloves had
been used. However, none of the clinicians wore
a face mask, giving rise to the speculation that
droplet transmission of oralpharyngeal flora
was the most likely explanation for these infec-
tions, the CDC reported.

“There was acknowledgement that several
instances of infection transmission have been
documented with oral flora being transmitted to
the central nervous system of patients receiving,
for example, spinal anesthesia,” Bell says. “So,
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■ MRSA screening law
in PA includes HCWs

■ Infection control
groups respond to pay
for performance

■ Federal investigative
arm looking at HAIs

■ No sea cruise:
Norovirus outbreaks 
in long-term care

■ Using pandemic
planning to boost
seasonal vaccinations

COMING IN FUTURE MONTHS

CNE/CME objectives

After reading each issue of Hospital Infection
Control, the infection control professional will

be able to do the following:
• identify the particular clinical, legal, or educa-

tional issue related to epidemiology;
• describe how the issue affects nurses, hospitals,

or the health care industry in general;
• cite solutions to the problems associated with

those issues, based on guidelines from the federal
Centers for Disease Control and Prevention or other
authorities, and/or based on independent recommen-
dations from clinicians at individual institutions. ■

CNE/CME answers
9. D; 10. B; 11. B; 12. B.

BINDERS AVAILABLE
HOSPITAL INFECTION CONTROL has sturdy 
plastic binders available if you would like to store 
back issues of the newsletters. To request a binder,
please e-mail binders@ 
ahcmedia.com. Please be sure to
include the name of the newsletter, the
subscriber number, and your full
address. 

If you need copies of past issues or prefer
on-line, searchable access to past issues, you may get
that at www.ahcmedia.com/online.html.

If you have questions or a problem, please call a cus-
tomer service representative at (800) 688-2421.



standard precautions now recommend that the
person doing the procedure wear a simple surgi-
cal mask to prevent contamination of the proce-
dure site.”

Reference

1. Siegel JD, Rhinehart E, Jackson M, et al. Centers for
Disease Control and Prevention Healthcare Infection Control
Practices Advisory Committee. Guideline for Isolation Precaut-
ions: Preventing Transmission of Infectious Agents in Healthcare
Settings 2007. On the web at www.cdc.gov/ncidod/dhqp/
pdf/isolation2007.pdf. ■
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Join our free weekly 
e-mail alert today

Subscribers of Hospital Infection Control can join
our HIC Weekly Alert e-mail list now. This new

alert is designed to update you weekly on current
infection control issues that you deal with on a daily
basis. Many of the articles in this alert will be fol-
lowed up in detail in upcoming issues of HIC.

To sign up for the free weekly infection control
update, go to www.ahcmedia.com and click on
“Free Newsletters” for information and a sample.
Then click on “Join,” send the e-mail that appears,
and your e-mail address will be added to the list. If
you have any questions, please contact our cus-
tomer service department at (800) 688-2421.  ■

W E E K L Y  A L E R T

COVERING  IN
FEC

TIO
N

  CONTROL  AND  PREV
EN

TI
O

N
  F

O
R

  3
3 

YEARS 

33

To reproduce any part of this newsletter for
promotional purposes, please contact:
Stephen Vance
Phone: (800) 688-2421, ext. 5511
Fax: (800) 284-3291
Email: stephen.vance@ahcmedia.com
Address: AHC Media LLC

3525 Piedmont Road, Bldg. 6, Ste. 400
Atlanta, GA 30305 USA

To reproduce any part of AHC newsletters for
educational purposes, please contact:
The Copyright Clearance Center for permission
Email: info@copyright.com
Website: www.copyright.com
Phone: (978) 750-8400
Fax: (978) 646-8600
Address: Copyright Clearance Center

222 Rosewood Drive
Danvers, MA 01923 USA

Tuberculosis, The Global
Time Bomb: Strategies for

Hospital Preparedness 

Go to www.ahcmedia.com or call (800) 688-
2421 to register for Tuberculosis, The

Global Time Bomb: Strategies for Hospital
Preparedness audio conference being held
Wednesday, Sept. 19, 2007, from 2-3:30 p.m.
ET. This audio conference will address such con-
cerns as: How can I better diagnose our “at-risk”
patients? What is the potential impact of XDR-TB
on our facility, patients, and staff? What strate-
gies can I use to handle a TB outbreak? Please
refer to promotion code 10T07198/4645. ■■



The Joint Commission has proposed standards
revisions that could weaken infection control

programs “significantly at a time when health care
associated infections (HAIs) are receiving increasing
attention by legislators, payers, and consumers,”
the Society for Healthcare Epidemiology of America
(SHEA) warns.

In a letter submitted to the Joint Commission
regarding its ongoing Standards Improvement
Initiative (SII), SHEA protested a perceived dilution
of infection control standards into the Leadership,
Human Resources, and Emergency Management
chapters. 

“In addition, the standards as proposed do not
speak to the integration of the infection control pro-
gram into the organization’s quality improvement
and patient safety initiatives as strongly indicated
in the Centers for Medicare & Medicaid Services
(CMS) Draft Infection Control Interpretive guide-
lines,” SHEA president Victoria Fraser, MD, stated
in the letter. “This deficit coupled with the removal
of programmatic resources, influx of communica-
ble diseases, and staff competency and training to
other chapters tends to ‘silo’ infection prevention
and control activities.”

Asked to respond to the SHEA comments,
Robert Wise, MD, vice president of standards
and survey methods at The Joint Commission,
says: “Soliciting feedback from the field and the
public is a vital part of the SII project and all com-
ments received are taken into consideration. At
this time it would be premature to respond to
SHEA’s concerns because modifications to the
standards are still in process.” 

Specifically, SHEA urged the elimination of

proposed standard IC.1.10 EP 2, which states:
“When the individual(s) responsible for oversight
does not have expertise in infection prevention
and control, he or she consults someone with
such expertise in order to make knowledgeable
decisions.”

The proposed standard “appears to dilute the
authority of the infection control professional and
the physician/hospital epidemiologist by implying
that the administrative position to which infection
prevention experts report should consult external
experts if they themselves have no training or
experience in infection control,” SHEA argued.
“We would propose that if trained and competent
individuals are appointed to direct the infection
prevention and control program [IPC], there is no
need for the individual who had administrative
oversight of the program to seek external consulta-
tion.”

Changes would ‘fragment’ relationships

If ICPs need additional help or consultation,
the more direct route would be for them to seek
external consultation from experts as necessary,
SHEA noted. “This should be supported by the
administration. . . . The authority issue has been
the backbone of successful IPC programs . . . It is
more important to foster ongoing partnership
and effective relationships between ICPs, health
care epidemiologists and senior leadership and
not to fragment those relationships.”

The Joint Commission drew a similar backlash
in 2002 after ICPs successfully protested a proposal
to consolidate and reduce the number of infection
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SHEA protests Joint Commission’s 
proposed infection control standards
Revisions could dilute field, put ICPs back in silos



control standards. That flap was followed by press
criticisms that the Joint Commission was lax on
infection control. As a result, the Joint Commission
heavily emphasized infection control beginning
with its 2004 patient safety goals and 2005 revised
standards. Now, however, we seem to have come
full circle, with SHEA warning that the currently
proposed revisions will dilute and undermine
infection control programs. Other specific points
made by SHEA include key comments on the fol-
lowing proposed changes to existing standards:

• Current Standard IC.6.10
SHEA strongly disagrees with moving stan-

dards dealing with an influx of communicable
disease patients to the Emergency Management
Chapter. As indicated in this current standard 
and in current Environment of Care Standards, an
integrated approach to emergency management,
including involvement in local, state and national
planning activities is key. Removal of this lan-
guage from the Infection Control chapter dilutes
the criticality of IC participation and fosters a silo
approach. SHEA suggests instead a cross-reference
here to leadership, medical staff, and environment
of care standards as appropriate.

• Current Standard IC.7.10 EP 2
SHEA strongly disagrees with moving stan-

dards on qualifications of infection prevention
professionals to the Human Resources chapter.
Infection prevention and control specialists are
unique in that literature shows education and spe-
cific training are necessary for reliable collection of
data. This is especially necessary at a time when
HAIs are receiving more and more public scrutiny,
and mandatory reporting is required in at least 14
states. Having well-trained and competent ICPs is
integral to public reporting mandates whose goal
is to provide comparative information on HAI 
that can be used by consumers to make health care
choices. This standard should be retained with a
cross-reference to Human Resources. 

• Current Standard IC.9.10
SHEA strongly disagrees with moving the IPC

program resource assessment and provision to
the Leadership chapter. This dilutes the emphasis
on IPC resources (IPC as nonrevenue-generator)
at a time when HAI are receiving more public
and payer scrutiny. This standard should be
retained with a cross-reference to the Leadership
chapter. SHEA agrees with the Joint Commission
focus on risk assessment based on geographic
considerations, patient and employee popula-
tions, services provided in order to inform
surveillance activities and programmatic

planning and prioritization. However, the focus
on written plans with written goals, objectives,
and targets is too proscriptive and values form
over substance. This focus may be especially
problematic for smaller facilities with fewer sec-
retarial resources.  ■

Flu shot standard 
stirs initial response
Survey finds movement on longstanding problem 

The Joint Commission’s new standard requir-
ing hospitals to offer influenza vaccine to

health care workers is showing some signs of ini-
tial impact, but the first real test will be the 2007-
2008 flu season. 

Effective Jan 1, 2007, the Joint Commission stan-
dard is aimed at improving poor immunization
rates among health care workers, a historical prob-
lem that puts patients at risk of flu infections. In
addition, last year the Centers for Disease Control
and Prevention called for workers who decline sea-
sonal flu shots to sign off on declination statements
unless they have medical contraindications.1 The
Joint Commission’s standard did not go that far,
but may actually have a greater impact in the long
run because hospitals do not want to run afoul of
accreditation surveyors.

“I think it probably will [have more impact]
because it is an accrediting agency,” says Tom
Talbot, MD, MPH, chief hospital epidemiologist
at Vanderbilt University School of Medicine in
Nashville. “The CDC has been saying for years
that we’ve got to get our health care worker vac-
cination [rates] up. Some administrators in some
hospitals will not move in that direction until
someone kind of pushes them that way, whether
it is through pay-for-performance or accreditation
issues.”

No immediate expectations

The Joint Commission has no immediate
expectation for hospitals to meet some bench-
mark immunization rate, but does expect the
standard to begin pushing national rates out 
of the abysmal 40% range. “I think the Joint
Commission getting involved is a major step into
hopefully making a difference into the pitifully
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low health care worker vaccination rates we
have,” Talbot says.

Talbot was one of the lead researchers in a recent
survey of members of both the Society for Health-
care Epidemiology of America (SHEA) and the
Association for Professionals in Infection Control
and Epidemiology (APIC). Respondents were sur-
veyed to assess what actions they were taking in
response to the standard. A surprisingly high 58%
of respondents said they are using declination state-
ments, even though the Joint Commission standard
does not require the measure. 

“The Joint Commission standard does not
specifically require declination, but when they
[drafted] it that is something that they did have
proposed for comment,” Talbot says. That and 
the CDC recommendations calling for declination
no doubt had an impact, but ultimately the Joint
Commission decided to drop declinations from the
final standard. “It was probably because the oppo-
nents of it raised concerns,” he says, “because the
resources that are going to go into it are fairly sig-
nificant. There are so many things ICPs and hospi-
tal epidemiologists are trying to tackle you have to
make sure what you are diverting your resources
towards will make a difference.”

Indeed, declination statements shift some
accountability to the worker declining flu vac-
cine, but critics charge they could lapse into a
paperwork exercise. 

”Even though we queried [on the survey], we
don’t know how the declination statements were
promoted and enforced,” he says. “They may 
be holding to the record-keeping policy and col-
lecting the declination statements, but are they
doing what they need to do to educate people.
The burning question everybody wants to know
is, ‘If I am going to put all these resources into
this and maybe reprimand them for not signing a
paper is there going to be a benefit?’” 

Conducted as a project of the SHEA/APIC
Communication Network, the survey found that
as 93.7% of respondents said, in the last three
years, they have offered flu vaccine to employees,
licensed independent practitioners and volun-
teers. Conducted between Dec. 21, 2006, and
March 1, 2007, the survey netted 650 responses
from participants in 46 states. According to the
survey, other methods ICPs will use to enhance
immunization rates in light of the new Joint
Commission standard include: 

• providing more information in hospital
employee newsletters or other communication
devices (76%); 

• offering more times when vaccination is
available (56%); 

• tracking compliance by unit, and offer
rewards for highest participation (41%); 

• providing special influenza inservices to
employees (39%). 

The percentages of those responses will have to
be pushed higher if the historic problem of low
health care worker immunization rates is to be
overcome, Talbot says. The SHEA/APIC network
plans additional hospital surveys to assess the
impact of the standard and other flu immuniza-
tion initiatives. “We have real-world laboratories
for the upcoming flu season to get us data to look
at this,” he says. 

Reference

1. Centers for Disease Control and Prevention. Influenza
Vaccination of Health-Care Personnel Recommendations of the
Healthcare Infection Control Practices Advisory Committee
(HICPAC) and the Advisory Committee on Immunization
Practices (ACIP) MMWR 2006; 55:1-16. ■

WHO hand hygiene text
added to safety goals
Can be used as an alternative to CDC 

The Joint Commission has added a new patient
safety goal for 2008 that allows hospitals to

comply with hand hygiene guidelines by the
World Health Organization. Hospitals can either
comply with the WHO guidance or the Centers
for Disease Control and Prevention (CDC) hand
hygiene guidelines, which have been listed as a
patient safety goal since 2004. 

“The Joint Commission recognizes that alterna-
tive guidelines exist for international health care
with respect to hand hygiene and that the WHO
guideline is contemporary in its approaches,”
says Peter Angood, MD, vice president and chief
patient safety officer at The Joint Commission.

The CDC guidelines are widely considered
the gold standard for hand hygiene, but the
WHO guidelines are a good alternative, he says.
“U.S.-based health care systems occasionally
review international guidelines for incorpora-
tion into their practices,” Angood says. “The
Joint Commission has issued this modification
to the National Patient Safety Goal in recogni-
tion and support of this specific hand hygiene
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guideline approach.”
The other major patient safety goal related to

infection control remains intact. It calls for hospi-
tals to “manage as sentinel events all identified
cases of unanticipated death or major permanent
loss of function associated with a health care-
associated infection.”

The WHO guidelines, which use the same
ranking system as the CDC, include the following
recommendations for health care workers:

A. Wash hands with soap and water when visi-
bly dirty or contaminated with proteinaceous
material, or visibly soiled with blood or other
body fluids, or if exposure to potential spore-
forming organisms is strongly suspected or
proven (IB). (Strongly recommended for implementa-
tion and supported by some experimental, clinical, or
epidemiological studies and a strong theoretical ratio-
nale); or after using the restroom (II). (Suggested
for implementation and supported by suggestive clini-
cal or epidemiological studies or a theoretical rationale
or a consensus by a panel of experts.)

B. Preferably use an alcohol-based hand rub
for routine hand antisepsis in all other clinical
situations described in item C listed below if
hands are not visibly soiled (IA). (Strongly recom-
mended for implementation and strongly supported

by well-designed experimental, clinical, or epidemio-
logical studies.) Alternatively, wash hands with
soap and water (IB).

C. Perform hand hygiene: 
• before and after having direct contact with

patients (IB);
• after removing gloves (IB);
• before handling an invasive device (regardless

of whether or not gloves are used) for patient care
(IB);

• after contact with body fluids or excretions,
mucous membranes, nonintact skin, or wound
dressings (IA);

• if moving from a contaminated body site to a
clean body site during patient care (IB);

• after contact with inanimate objects (includ-
ing medical equipment) in the immediate vicinity
of the patient (IB);

• wash hands with either plain or antimicro-
bial soap and water or rub hands with an alcohol-
based formulation before handling medication
and preparing food (IB);

• when alcohol-based hand rub is already used,
do not use antimicrobial soap concomitantly (II).

(Editor’s note: The WHO hand hygiene guidelines
are on the web at: www.who.int/patientsafety/events/
05/HH_en.pdf.) ■
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Audio conference CD now available from 
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ASCS HAVE BEEN THE SUBJECT OF MUCH CONTROVERSY, WITH THE MOST RECENT
GUIDELINES BY THE CDC CONCLUDING: THEIR USE SHOULD BE CONSIDERED IN SOME SETTINGS,
ESPECIALLY IF OTHER CONTROL MEASURES HAVE BEEN INEFFECTIVE. LEARN TO IDENTIFY COST

FACTORS AND DATA ON MRSA AND VRE ACTIVE SCREENING CULTURES.

Order today! Call (800) 688-2421, or order online — www.ahcmediainteractive.com 

Presented by David K. Warren, MD, MPH, Division of Infectious Diseases, Washington University School of
Medicine. He was the lead investigator for a recent multicenter study to determine the impact of an education-
based intervention designed to change processes of central venous catheter insertion and care to prevent
catheter-associated bloodstream infection among critically ill patients. CD includes a 60-minute presentation
followed by 15 minutes of Q&A. 

Active Surveillance Cultures: Are They Right for Your Facility? Audio Conference CD Price: $299
including accompanying presentation slides. When ordering by phone, please mention priority code
11T07166.
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