
26

Aging of baby boomers may cause 
a work comp boomlet in health care 
Safe patient lifting, wellness can reduce risk of injury

As the Baby Boom ages into an elderly boom, and demand for
long-term and home health care soars, health care employees face
changing realities at work. You can expect rising workers’ com-

pensation claims. Aging employees may need accommodations to stay in
patient care. And keeping older workers will be a challenge.

Those are the trends detected through workers’ compensation claims
and injury data and analysis of workplace changes. While injury rates are
dropping in workplaces overall, they have stayed stable in hospitals and
nursing homes. The frequency of workers’ compensation claims in nurs-
ing homes are double the national average for private industry, and the
frequency of claims in home health is 17% higher than average, accord-
ing to a report by the National Council on Compensation Insurance
(NCCI) in Boca Raton, FL.1

Meanwhile, home health care will have the strongest employment growth
through 2014, according to the Bureau of Labor Statistics. Registered nurses,
home health aides, and nursing aides are all the in the top 10 occupations
with the largest job growth.2

“The biggest asset you have is your employees. They’re expensive to
replace, even those low-paid ones in nursing homes,” cautions Lynda
Enos, RN, MS, COHN-S, CPE, an ergonomics consultant with HumanFit
consulting firm in Oregon City, OR. “The biggest challenge is turnover. A
lot of that is due to the physical demands of the job.”

Wellness, injury prevention and safe patient handling will be the keys
to maintaining the aging work force even as demand for workers grows,
Enos says. “I do see that employers look at the aging work force as a lia-
bility, but I think that’s the wrong way to look at it,” she says. “If you’re
proactive as an employer and you design safety programs, then you’re
looking at being able to accommodate all workers and keep your older
workers at the workplace.”

Nationally, the average age of nurses was 47 in 2004. About 41% of nurses

NOW AVAILABLE ON-LINE! www.ahcmedia.com
For more information, contact (800) 688-2421.

MARCH 2008
VOL. 27 NO. 3  •  (pages 25-36)

IN THIS ISSUE
■ Aging Boom: Boomers means
soaring demand for LTC and HH
care — and growing workers’
comp claims. . . . . . . . . . . cover
■ Unhealthy hospitals?
Hospitals use financial
incentives to lure employees
into healthier lifestyles . . . . 27
■ Paying for health: Provider
saves money by paying
employees to participate in
wellness . . . . . . . . . . . . . . . . . 28
■ Holdout: Commission
upholds citation against lab
company for blood tube 
holder reuse . . . . . . . . . . . . 30
■ Faster fit-test: OSHA
considers shorter protocol for
Bitrex fit-testing . . . . . . . . . 31
■ Flu fight: Provider loses
appeal, can’t enforce
mandatory flu shots . . . . . . 31
■ HIV tests: States to allow
routine HIV testing without
written consent. . . . . . . . . . 33

Financial Disclosure:
Editor Michele Marill, Associate Publisher Coles
McKagen, Consulting Editor MaryAnn Gruden,
and Managing Editor Gary Evans report no con-
sultant, stockholder, speaker’s bureau, research,
or other financial relationships with companies
having ties to this field of study. 

Inserted in this issue: Em
ployee flu vaccine policy



were 50 or older, and only 8% were younger than
30, according to a study by the Health Resources
and Services Administration.3 The cost of replacing
a single nurse is $92,442, according to a Robert
Wood Johnson Foundation study.4

The retirement age is rising, and employees
want to keep working, says Sherry Taxer, RN,
COHN/CM, CCM, CPDM, senior clinical risk
management consultant with Medical Protective,
a consulting firm based in Beaverton, OR. But
employers will need to be flexible, she says. 

“We want the good, seasoned, hard-working
person who’s dedicated to the job,” says Taxer,

who previously worked as an employee health
nurse in home health care. “If the employer’s not
open to accommodating, they’re going to lose
that work force — and they need them.”

Greater total WC losses

Workers in hospitals and nursing homes are
injured at about twice the rate of all workers in
general industry. The primary reason: Greater
risk of musculoskeletal injuries due to patient
handling.

NCCI estimated total loss costs by multiplying
the incidence rates by the average incurred severity
from its claims database. Total loss costs for home
health care and nursing and personal care were
higher than for general industry in 2004. About a
quarter (23%) of all workers’ compensation claims
in long-term care were related to lifting.

The growth of a high-injury industry is an
“emerging issue for workers’ compensation,”
says Tanya Restrepo, MBA, an economist with
NCCI and a co-author of the report.

“We want people to be aware that [health care]
is a growing industry due to the aging of baby
boomers,” she says. “It’s a good idea to be aware
of the characteristics of injuries in that industry.”

For example, a worker older than 40 with a
musculoskeletal injury will be off work 12 days
longer, on average, than a younger worker,
according to data from UnumProvident, a
Chattanooga, TN-based disability insurer.

Home health care in particular presents chal-
lenges for safe patient handling. While some home
health nurses may have access to portable lifts,
others try to assist patients without any mechani-
cal devices. The rise in obesity increasingly puts
home health workers at risk, Taxer notes.

“The back strain in home health is unbeliev-
able,” she says. “You’re in the home and you’re
expected to lift with whatever [assistance] you
have available. You could be by yourself [and be]
expected to lift the patient.”

Hospitals should do more to bring those
nurses back to work in a job that isn’t physically
demanding, says Kenneth Mitchell, PhD, vice
president of Health and Productivity for Unum.

“It always amazes me that some of the hospi-
tals have the least progressive transitional work
programs,” he says. “A hospital can save money
by having an incremental return-to-work pro-
gram. [You should] show you’re committed to
bringing people back to work.”

Employers should take a “holistic” approach 
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to preventing injuries, says Enos. In addition to
ergonomic programs to reduce risks of muscu-
loskeletal injuries, employers should provide
wellness and stress management programs to
encourage a healthier work force. (See related
article, below right.)

“If you keep your body fit and healthy and
you’re flexible as you get older and you deal with
your stress, you’re a happier worker,” she says.
“[Being fit] may also provide some immunity
against the microtraumas and musculoskeletal
disorders. You may also heal more quickly. It’s all
interlinked.”

References

1. Restrepo T, Shuford H, and De A. An Emerging Issue
for Workers Compensation — Aging Baby Boomers and a
Growing Long-Term Care Industry. NCCI Research Brief
Fall 2007. Available at www.ncci.com/ncci/media/pdf/
research-baby-boomer-fall07.pdf. Accessed on Jan. 21, 2008.

2. Hecker DE. Occupational employment projections to
2014. Monthly Labor Review 2005; 70-101. Available at www.bls.
gov/opub/mlr/2005/11/art5full.pdf. Accessed on Jan. 21,
2008.

3. Health Resources and Services Administration. The
Registered Nurse Population: Findings from the 2004 National
Sample Survey of Registered Nurses. February 2007. Available
at ftp.hrsa.gov/bhpr/workforce/0306rnss.pdf. Accessed on
Jan. 21, 2008.

4. Hatcher B, Bleich MR, Connolly C, et al. Wisdom at Work:
The Importance of the Older and Experienced Nurse in the Work-
place. Princeton, NJ: The Robert Wood Johnson Foundation;
June 2006. Available at www.rwjf.org/files/publications/
other/wisdomatwork.pdf. Accessed on Jan. 25, 2008. ■

Facts about aging workers

In a physically demanding job, how do older
workers fit in? Will they be more likely to be

injured on the job? Not necessarily, according to
an analysis by UnumProvident, a disability
insurer based in Chattanooga, TN.

Here are some facts about older workers:
• Older workers (over the age of 40) are less

likely to be injured or to file claims for short-
term disability. In fact, a 55-year-old worker is
55% less likely to be injured on the job than a
30-year-old.

• However, 75% of long-term disability claims
are from workers over the age of 40. Older
workers may have a higher severity of injury
and take longer to recover from their injuries.

• Long-term impairment of older workers is most

likely to be due to musculoskeletal disorders,
cancer, and cardiovascular/circulatory disorders.

• Only about one in 10 workers who are 45 to 64
had a significant disease if they had few risk fac-
tors (obesity, smoking, sedentary lifestyle, high
blood pressure) compared with 61% of older
workers who had four or more risk factors.

• Medical costs of a 40-year-old with four or
more risk factors are three times as high as a
low-risk 40-year-old worker.  ■

Hospitals discover the 
value of healthy HCWs
Incentives for wellness gain favor, save money

Your employees have devoted their lives to
caring for others, but unfortunately, they
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Top 10 Workers’ Comp Claims
Nursing home workers:
1. Strain or injury by lifting
2. Strain or injury, not otherwise classified
3. Struck or injured by fellow worker or patient
4. Strain or injury by holding and carrying
5. Strain or injury by pushing or pulling
6. Fall, slip or trip, not otherwise classified
7. Fall or slip from liquid or grease spills
8. Fall or slip on same level
9. Cut, puncture, or scrape, not otherwise

classified
10. Struck or injured, not otherwise classified

Home health workers:
1. Strain or injury by lifting
2. Strain or injury, not otherwise classified
3. Fall, slip or trip, not otherwise classified
4. Fall or slip on same level
5. Motor vehicle collision or sideswipe with

another vehicle
6. Strain or injury by pushing or pulling
7. Strain or injury by holding and carrying
8. Cut, puncture, or scrape, not otherwise

classified
9. Striking against or stepping on, not otherwise

classified
10. Struck or injured by fellow worker or patient

Source: Top 10 Shares of Claims by Cause of Injury,
Accident Years 1997-2004, NCCI’s Integrated Database.
NCCI Holdings, Boca Raton, FL.



often aren’t very good at taking care of their own
health. They may be sedentary, or obese, or they
have undiagnosed hypertension or high choles-
terol. Those health risk factors equate to rising
medical costs and a greater risk of injury.

How can you prod your employees to adopt a
healthier lifestyle? A growing number of hospi-
tals are using financial incentives — a tactic that
is commonplace in other industries.

Almost half of all employers (46%) offer well-
ness incentives or are implementing such a pro-
gram, according to a survey by Watson Wyatt, an
Arlington, VA-based human resources consulting
firm. By 2009, that will likely rise to 70% of all
employers, based on employers who say they’re
planning to add the wellness incentives.

“Hospitals are late to the game and are just
now coming on board [with wellness programs]
in the last couple years — which is ironic,” says
Michael Wood, MS, MPH, a senior consultant in
health and productivity with Watson Wyatt in
Seattle. “They are realizing that their health care
costs are skyrocketing out of control.”

Health care workers are “among the unhealthiest
in America,” says Wood. “It doesn’t seem to matter
that they’re health care workers. What we hear rou-
tinely is the nurses say they are so busy caring for
other people that they neglect themselves.”

A successful wellness program includes risk
assessment, education, management support 
and incentives for continued participation, says
Wood, who consults with hospitals around the
country. Employers also need to monitor out-
comes to see if they need to alter the program, he
says. Companies with ”highly effective health
and productivity programs” cut the rise in gen-
eral health insurance costs in half and have
increases in sick leave that are five times lower
and short-term disability that are more than four
times lower, according to Watson Wyatt. 

“The holy grail is to reduce the number of risk
factors that your people have,” Wood says. That
means helping employees increase their exercise
and activity levels, detect their high cholesterol,
manage their high blood pressure and diabetes,
quit smoking, and cut their portion sizes. “All
those things can have a huge impact on health
status and risk factors,” he says.

Return on investment: two to five years

Wellness can be expensive. It can cost up to 
$2 million to establish a comprehensive wellness
program, depending on the number of employees,

the programs offered, and the incentives provided,
says Woods. “To CEOs who don’t want to spend
$2 million on a wellness program, we say, ‘Can
you afford to spend $2 million more a year in
increased [medical costs]?’” Wood says.

The return on investment will take about two
to five years, he says. Hospitals may see a slow-
ing of the growth of their medical costs — but
that represents a significant savings in an envi-
ronment of rising costs and an aging work force,
he says. (See related article on the aging health
care work force on p. 27.)

Hospitals may use a vendor who provides
online risk assessment, telephone-based or in-
person coaching, and chronic disease manage-
ment. But they also may tap into resources that
available for free or at low cost. For example,
insurance carriers may provide some wellness
resources, and major nonprofits such as the
American Heart Association and American
Cancer Society have prevention-based programs.

The Wellness Councils of America, based in
Omaha, NE, is a membership-based organization
that provides free resources as well as consulting
and training programs (www.welcoa.org).

Wellness programs must be tailored to the
needs of a particular work force, so it’s important
to survey employees about their interests as well
as to look at trends of medical claims data.

Management support is also critical. Hospital
administrators need to view wellness not just as 
a frill, but as part of their business plan. “If they
don’t get their arms around [wellness], it’s going
to hurt their competitiveness in the marketplace
for recruiting” and their health care costs will
continue to rise unabated, says Wood.  ■

Paying for good health
brings a big payback
Hospitals and employees save money

Survey your employees about their health status,
and the results you find may be eye-opening.

Sutter Health, a Sacramento, CA-based health sys-
tem, discovered that 30% of its employees were
obese and an equal number were overweight. A
sedentary lifestyle was taking its toll with health
conditions such as diabetes and high cholesterol.

Sutter Health Partners, a division of Sutter
Health, developed the “Live Well for Life” coaching
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program, and affiliate hospitals provided substan-
tial incentives for employees to participate. The pro-
gram was tailored to the needs of the employees
and emphasized healthy eating, exercise, stress
management, and weight management.

The results have been impressive:
• 25% of participants moved from high-risk

blood pressure readings to normal blood pressure
readings. Estimated cost savings: $706 per
employee.

• 27% of participants moved from high-risk
scores to healthy range scores. Estimated cost
savings: $492 per employee.

• 11% of participants moved from a high-risk
range of body mass index to a healthy range.
Estimated cost savings: $738 per employee.

• 16% of participants moved from a high-risk
range for sedentary lifestyle to a healthy range.
Estimated cost savings: $1,295 per employee.

The cost-savings estimates are based on a
study of healthy risk behaviors and their impact
on health care costs.1

“We have reports of people who have gotten
off their high blood pressure medicine or their
cholesterol medicine by changing the way they
eat and exercise,” says Kristine Baldwin, opera-
tions director for Sutter Health Partners. Some
people with significant health issues, such as high
blood pressure, have been identified so they can
get treatment, she says.

Meanwhile, employees have racked up impres-
sive savings, as well. The incentives vary among
Sutter-affiliated hospitals, but most offer $100 or
$200 for basic participation: completing a health
risk appraisal, meeting with a coach, and under-
going a health screening. 

“It’s just paying people to participate and get
engaged in their personal health,” says Baldwin.
“We do believe that alone is really making a dif-
ference in people’s outcomes. “

Sutter Health Partners offers a “high-touch”
wellness program. Employees set goals and meet
face-to-face with their coach for support and
advice to meet those goals. The more progress
they make, the greater their potential incentive. 

At Marin General Hospital in Greenbrae and
Novato (CA) Hospital, employees can receive a
waiver of their share of health insurance premi-
ums. At other Sutter hospitals, employees may
receive a $500 bonus, paid incrementally through-
out the year based on the achievement of goals.

“It’s a win-win for everybody. They’re happier,
they’re healthier and more productive,” Baldwin
says. “What we say is eat well, stay active, and

enjoy life. Those concepts translate into their per-
sonal life and their professional life.”

Employees consider the wellness program to
be a valuable benefit, she says. In a satisfaction
survey, 73% of employees said the wellness pro-
gram was responsible for helping them make
valuable changes in their lifestyle behaviors, she
says.

About 85% to 90% of the employees reported
reaching their goals through the program, she
says. “That has a lot to do with the skill sets of
the coach and [setting] realistic goals.”

The wellness program itself needs to have
well-defined goals, says Baldwin. Creating a suc-
cessful wellness program requires more than just
setting up some lunch-and-learn classes and exer-
cise sessions.

“Don’t just say you’re going to do a wellness
program unless you know what your objectives
are,” she says. “Make sure you’re meeting the
objectives of your leadership or else you won’t
have the support of your leadership.”

Consider these questions: How will you collect
data? Will you use health risk appraisals or inter-
est surveys? What interventions will you use?
Will they be online or personal coaching or on-
site educational programs? Will employees be
able to participate during work time? How will
you define your success and measure outcomes?

Your corporate culture should support your
program, Baldwin says. For example, if one of
your goals is to help employees with healthy
eating and reducing cholesterol, then make sure
your cafeteria has healthy food choices and don’t
serve donuts at the educational program.

Getting support of the administration is vital.
It may take three to five years to see the results of
your investment, she says. But you’ll need to win
over employees as well. Incentives are an effec-
tive way to boost participation, says Michael
Wood, MS, MPH, a senior consultant in health
and productivity with the Seattle office of Watson
Wyatt, a human resources consulting firm.

“The difference between having an incentive
and not having an incentive can be the difference
between having 5% and 90% of your people par-
ticipating,” he says.
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Final word: Reuse of tube
holders is prohibited
OSHA prevails in appeal of MetWest case

Those holdouts who still reuse blood tube
holders, take notice: You are in violation of

the Bloodborne Pathogen Standard and may be
cited by the U.S. Occupational Safety and Health
Administration.

Until recently, the reuse of blood tube holders
was common practice at labs and hospitals.
Phlebotomists released the used needles into dis-
posal containers by pressing a button. But OSHA
cautioned employers in 2003 that the practice
needlessly creates the risk of a needlestick from
the back end of the exposed needle.1

In December, the Occupational Safety and
Health Review Commission upheld a citation for
reuse of blood tube holders against MetWest, a
subsidiary of the lab company Quest Diagnostics of
Madison, NJ. MetWest argued that OSHA had once
allowed the use of reusable blood tube holders and
that its current enforcement was “inconsistent.”2

However, when OSHA issued the standard, sin-
gle-use holders were not available — as they are
now. The commission noted that the standard
“plainly prohibits all contaminated needle removal
except where the employer can demonstrate infea-
sibility or medical necessity.”

“We have prevailed on this one and we’re
delighted,” says Melody Sands, MS, director of
OSHA’s Office of Health Enforcement. “It does
cost a bit more, but it prohibits an employee from
being exposed to a potential hazard. That’s a big
win for OSHA.”

Quest Diagnostics declined comment on the
ruling.

Getting stuck by the back end

In 1999, a home health nurse removed the nee-
dle from a blood tube holder and moved toward
the disposal container, which was located on top
of the refrigerator to keep it out of reach of a
small child in the home. As she carried it, the
back end of the needle stuck her thumb. Weeks
later, she learned she had contracted hepatitis C
from the exposure.3

Julie Naunheim-Hipps became a vocal propo-
nent for single-use blood tube holders. Even with
a one-handed release, reusable blood tube holders

are not safe, says Jane Perry, MA, director of com-
munications for the International Health Care
Worker Safety Center at the University of Virginia
in Charlottesville, who wrote about Hipps’ case in
Advances in Exposure Prevention. Perry also testi-
fied in support of OSHA’s enforcement action in
the MetWest case.

The safety center maintains EPINet, a multi-
hospital database of sharps exposures. “We did
find [other] reports of injuries from the back end
of needles that were removed from the blood
tube holders,” she says.

Although it may seem safe to simply push a
release button while holding the device above a
sharps container, after numerous uses, the needle
may not release properly, says Sands. “Naturally,
the phlebotomist is going to reach over and pull
it out with their other hand,” she says. “That is an
unreasonable risk. It is not medically necessary to
do that.”

The review commission ruling settles the issue,
says Perry. “OSHA not only issued a safety health
and information bulletin sheet in 2003, but has
now litigated this successfully against one of the
major laboratory companies and its position has
been upheld. There’s no more wiggle room. It’s
clear that blood tube holders cannot be reused,”
she says.

It’s not clear how many employers have
already switched to the single-use blood tube
holders. The large lab companies had balked at
the additional cost of single-use holders.

“This is an all-too-common practice,” says Bill
Borwegen, MPH, safety and health director with
the Service Employees International Union in
Washington, DC. “This is a significant cause of
needlestick injuries with some of the most dan-
gerous needles — blood-filled needles used in
phlebotomy.”

Multiuse blood tube holders shouldn’t even be
commercially available, he says. “We call upon
companies that make reusable blood tube holders
to stop making them so there’s no temptation for
employers to continue this illegal practice,” he
says.
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Can annual fit-tests 
be streamlined?
OSHA considers new Bitrex protocol

Fit-testing of N95 filtering facepiece respirators
could become significantly quicker under a

new protocol proposed by the U.S. Occupational
Safety and Health Administration.

Employers using the Bitrex fit-testing method
would be able to conduct the exercises for 15 sec-
onds each rather than 60 seconds. Only those with
the highest sensitivity to Bitrex — who could
detect Bitrex in 10 squeezes of the nebulizer bulb
in a pretest — would be able to use the quicker fit-
testing protocol.

“For this proposal, the Agency preliminarily
determined that the proposed [abbreviated
Bitrex] fit-testing protocol provides employees
with protection that is comparable to the protec-
tion afforded to them by the existing Bitrex®
qualitative fit-testing provisions,” OSHA stated
in a Federal Register notice. “In this regard, the
proposal is not expected to replace existing fit-
testing protocols, but instead would be an alter-
native to them.”

OSHA was accepting comments through Feb. 25
on the protocol, which was initially proposed by the
3M Corp. The National Institute for Occupational
Safety and Health was still evaluating the protocol.
American National Standards Institute (ANSI) stan-
dard for Bitrex fit-testing calls for exercises that last
at least 30 seconds. 

The proposed protocol could cover as many 
as 85% of employees, based on the prevalence 
of level one sensitivity to Bitrex, says John E.
Steelnack, an industrial hygienist with OSHA’s
Directorate of Standards and Guidance and pro-
ject officer for OSHA’s respiratory standard.

Health care employers are looking forward to a
streamlined fit-test method, but Steelnack cau-
tioned, “It’s not a valid method until ultimately
it’s published as an approved method.” It’s not
clear how long it would take for final approval,
he said.

Meanwhile, OSHA began enforcing the 
rule requiring annual fit-testing of N95 filtering
facepiece respirators. The so-called Wicker

Amendment, a Congressional caveat that prohib-
ited OSHA from using federal funds to enforce
annual fit-testing related to tuberculosis, expired
in December.

“If we fit employees wearing respirators for
protection from any hazard including TB and
they have not been fit-tested in the past 12
months, then the employer may be cited,” says
Craig Moulton, industrial hygienist with OSHA’s
Office of Health Enforcement.

Some hospitals have altered their respiratory
protection programs in response to the renewed
enforcement policy. For example, the Marshfield
(WI) Clinic has purchased powered air-purifying
respirators (PAPRs), which do not require fit-test-
ing, and is reducing the number of employees
who will receive annual fit-testing for N95s.

The 45 clinics of Marshfield Clinic only
encountered four cases of tuberculosis last year,
says Bruce Cunha, RN, MS, COHN-S, manager
of employee health and safety. Fit-testing should
be risk-based, he says.

But Cunha also notes that PAPRs are a practi-
cal alternative. “It’s just not feasible for large
facilities to do annual testing, not of thousands of
people,” he says.

PAPRs also are more comfortable to wear for
long periods and provide a higher level of protec-
tion, Cunha notes. “To me, it doesn’t make sense
to tell people to wear masks when there are better
[respirators] out there,” he says.

(Editor’s note: A copy of the Federal Register notice
is available at www.osha.gov/pls/oshaweb/owadisp.show
_document?p_table=FEDERAL_REGISTER&p_id=20
236.) ■

Union nurses exempt 
from mandatory flu shots
VA Mason loses appeal, still vaccinates 98%

Nurses won the final round of litigation over
the mandatory flu vaccination program at

Virginia Mason Medical Center in Seattle. They
cannot be required to have the vaccine as a condi-
tion of employment.

Still, the dispute hasn’t deterred the hospital
from its primary goal. Most of the nurses have
stepped forward to take the vaccine voluntarily,
helping the hospital achieve a hospitalwide vacci-
nation rate of about 98%.
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Virginia Mason’s model remains more strin-
gent than any in the nation, but there are some
signs that hospitals are moving toward stricter
requirements for health care workers to receive
annual flu vaccines. At least one other hospital
has adopted a mandatory stance.

“More hospitals are actually seeing it as a
safety/quality issue now, realizing how impor-
tant it is and trying to figure out what they 
can do about it,” says Sarah Patterson, MHA,
FACMPE, executive vice president and chief
operating officer of Virginia Mason.

For the Washington State Nurses Association,
the issue is not about flu shots; it’s a matter of
respecting the union contract and collaborative
vs. punitive measures. “Had they approached us,
we would have been more than happy to work
with them on [a flu vaccination] program,” says
Barbara Frye, RN, BSN, director of labor relations
for the union. “We work with many hospitals and
employers. We understand better than anyone
why nurses don’t get flu shots. [But] forcing peo-
ple and threatening people is not the way to get
people to comply.”

Union leaders insist that hospitals can promote
patient safety and the flu vaccine without manda-
tory programs. ”If best practice is intimidating
workers to get vaccinated, I just can’t buy that,”
says Bill Borwegen, MPH, health and safety
director of the Service Employees International
Union (SEIU), which was not involved in the
legal case. “Certainly, we would do everything in
our power to recommend voluntary vaccination
for our members. [But] to intimidate workers into
getting vaccinated, we don’t think that’s the
proper course of action.”

‘Fitness for duty’

Virginia Mason adopted the mandatory flu
vaccination program in 2004, as the hospital’s
Infection Control Committee sought a way to
substantially improve the hospital’s vaccination
rate. It had a bumpy start because of a flu vaccine
shortage, but in 2005-2006, the hospital required
the flu vaccine as a “fitness-for-duty” condition
of employment.

Employees with allergies to vaccine compo-
nents or other medical contraindications or reli-
gious objections received an accommodation, and
the hospital offered a choice of the nasal spray or
injection. About seven employees refused the
vaccine and were terminated. (Frye asserts that
other employees, including nurses, have left

because of the mandatory vaccine program.)
The Washington State Nurses Association filed a

grievance, stating that the hospital could not change
a condition of employment without collective bar-
gaining. An arbitrator agreed, and that decision was
upheld by a U.S. District Court judge and a panel of
the U.S. Court of Appeals. As a result, about 556
nurses are not subject to the mandatory vaccination.
Forty-one of them declined the vaccine this year.

However, employees who don’t receive the
vaccine must wear a surgical mask while in
patient care areas during the flu season and may
be asked to take prophylactic antiviral medica-
tions during a flu outbreak.

“We will continue our requirement that anyone
who hasn’t had the immunization take the pre-
cautions,” says Patterson. “That is just our infec-
tion control policy. We’ll work with our nurses to
continue our work on patient safety. We will
make sure we’re protecting our patients.”

Employees have become accustomed to the
vaccination rule, and there have been no further
terminations since the first year, Patterson says.
“They understand the expectation and they can
make a choice not to come to work at Virginia
Mason,” she says.

No shot? Wear a mask

The Virginia Mason experience has had an
influence on other hospitals around the country.
Lakeview Medical Center, a 75-bed acute care
hospital in Rice Lake, WI, vaccinated 85% of its
employees last year, an impressive rate that is
about double the national average.

But the hospital wanted to do even better. This
year, a new hospital policy requires employees to
receive the vaccine as a condition of employment,
unless they have a note signed by a physician
indicating they have a medical contraindication.
Because the hospital is not unionized, they are
able to implement the policy among nurses as
well as other staff. (See policy inserted in this
issue.)

The policy does not specify that employees
will be terminated if they refuse the vaccine.
However, employees who don’t receive the vac-
cine will be required to wear a mask, says Terri
Ruppel, RN, BSN, CIC, an infection control nurse
who also handles employee health.

Only one employee adamantly refused the vac-
cine, and that person does not work in patient
care areas, Ruppel says. Otherwise, the hospital
attained a 100% vaccination rate.
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“As a committee, we decided this was impor-
tant enough to pursue,” says Ruppel. The com-
mittee gained administration support and found
some champions among physicians and staff —
including a couple of employees who missed a
couple of months of work due to the flu and a
physician whose niece died from complications
of the flu.

Lakeview is becoming part of the Marshfield
(WI) Clinic, which requires declination statements
but does not have mandatory vaccinations. Yet
Marshfield Clinic set a goal of 90% immunization
of its staff. By January, the physician-led organiza-
tion had vaccinated about 73% of its staff.

Marshfield focused on education and email
reminders to boost participation. “It just amazes
me how many people are not getting vaccina-
tions, and the excuses they give are feeble,” says
Bruce Cunha, RN, MS, COHN-S, manager of
employee health and safety. “It doesn’t hit home.
They just don’t get it.”

Some physicians at the Marshfield Clinic want
to make the flu vaccine mandatory. “Why should
our patients come in here and have the risk of
getting a disease from our employees?” says
Cunha.

But creating a mandatory vaccination program
is a controversial proposition. “We shouldn’t
have to mandate it,” says Cunha. “Every person
who works in a health care facility should under-
stand that they should do everything they can to
keep themselves healthy.”  ■

States loosen HIV testing
laws on patient consent
Changes benefit post-exposure treatment

Obtaining source patient consent for HIV test-
ing after a bloodborne pathogen exposure

may slowly be getting easier. Some states have
responded to the Centers for Disease Control and
Prevention recommendation to make HIV testing
a routine part of health care.

For example, as of Jan. 1, written informed
consent for HIV testing is no longer required in
California. Clinicians may simply inform the
patient that they want to order an HIV test and give
them an opportunity to decline. Pre- and post-test
counseling also is not required. Similarly, Illinois
and Maine also have eliminated the requirement for

written consent.
In 2006, CDC called for health care facilities to

conduct routine testing for HIV, while allowing
patients an opportunity to “opt out.” Widespread
testing would identify unrecognized HIV infec-
tion and give people an opportunity to benefit
from early treatment, the CDC said.

The recommendation would indirectly impact
post-exposure testing of source patients because
more patients would know their HIV status.

“I don’t think it will eliminate the need to do
source patient testing, but it will give a much bet-
ter idea right at the start whether post-exposure
prophylaxis (PEP) is needed,” says Ronald H.
Goldschmidt, MD, director of the National
HIV/AIDS Clinicians’ Consultation Center at 
the University of California-San Francisco, which
runs the PEPLine advice call line for clinicians
[(888) HIV-4911].

“It would be useful in many instances, but this
doesn’t necessarily mean every time there’s an
occupational exposure you’re going to know
somebody’s status,” concurs Lisa Panlilio, MD,
MPH, medical epidemiologist with CDC’s
Division of Healthcare Quality Promotion.

Rapid risk assessment

Risk assessment of the exposure and the source
patient still should occur immediately after an
exposure, says Goldschmidt, who is also profes-
sor of Clinical Family and Community Medicine
and vice chair of the UCSF Department of Family
and Community Medicine San Francisco General
Hospital. It may be prudent to start PEP while
getting more information about the source
patient, he says.

“Everything we know about PEP seems to
indicate that the sooner one starts, the better it
is,” he says.

New “opt-out” laws may make it quicker to
get consent, he says. “The process of getting writ-
ten consent and providing counseling has been
seen in the past as burdensome and difficult for
the busy clinician to do,” he says. “In part, what
this new [CDC] guideline, and in California this
new law, addresses is a way to make that less
cumbersome. It eliminates the need for extensive
counseling, which to some people means sitting
down for an hour and discussing all about HIV
and safe sex practices. 

“Basically, the new law allows one not to do
such extensive counseling and get written con-
sent. It’s something that can happen in a few
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short sentences between the clinician and
patient,” Goldschmidt says.

Legacy of stigma

HIV testing laws vary from state to state, but
many of them were written amid widespread fear
and stigma about AIDS and HIV infection.
Researchers at Georgia State University School of
Law and the University of San Francisco found
that most states require specific consent for HIV
testing. In 14 states, that must include written
informed consent, and in 11 states, clinicians
must provide pretest counseling.1

State laws on source patient consent for testing
after a significant exposure also vary widely. The
National HIV/AIDS Clinician Consultation
Center (www.ucsf.edu/hivcntr/), which main-
tains the PEPline, has developed a compendium
of state HIV testing laws and posted it on the cen-
ter’s web site.

“Because of concerns about occupational expo-
sures, there was legislation passed in a number of
states that permitted testing of potential source
patients without consent in the context of an
occupational exposure,” notes Panlilio.

Reference

1. Wolf LE, Donoghoe A, Lane T. (2007) Implementing
Routine HIV Testing: The Role of State Law. PLoS ONE
2(10): e1005. doi:10.1371/journal.pone.0001005. ■

Noise in the kitchen tops 
recommended level
Clanging and churning as loud as a rock concert

Dishes are churning in the dishwasher, metal
utensils are clanging against pots, the radio

is blaring, and someone is running the blender
and an electric can opener. The noises in a hospi-
tal kitchen can be a cacophony as loud as a rock
concert. But do they add up to an occupational
hazard?

The National Institute for Occupational Safety
and Health conducted a Health Hazard Evaluation
in the kitchen of the Cincinnati VA Medical Center
and found exposures that exceeded the NIOSH
recommended limit (REL) — although not the per-
missible levels set by the U.S. Occupational Safety
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CNE questions
9. According to a study by the National Council on

Compensation Insurance, workers’ compensation
claims in long-term care:

A. are equivalent to those in the hospital sector.
B. are declining as injuries decline in long-term care.
C. are off-set by return-to-work programs.
D. are about double the frequency of claims in

general industry.

10. According to Michael Wood, MS, MPH, employers
can expect what return on investment from a com-
prehensive “health management” program for
employees?

A. One year
B. Two to five years
C. Three to six years
D. More than five years.

11. The Occupational Safety and Health Review
Commission considered an appeal by MetWest, a
subsidiary of Quest Diagnostics, and determined
that blood tube holders:

A. may be reused if they have a single-hand release.
B. may not be reused because it exposes the back

end of the needle.
C. may be reused if they are used on the same

patient.
D. are no longer available for multiuse.

12. In an Occupational Safety and Health Review
Commission case regarding bloodtube holders
and MetWest, the commission:

A. upheld OSHA’s citation for reuse of bloodtube
holders.

B. vacated OSHA’s citation for reuse of bloodtube
holders.

C. created a higher standard for medical necessity.
D. limited the reuse of bloodtube holders.

Answer Key: 9. D; 10. B; 11. B; 12. A.

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



and Health Administration.
The noise came in loud bursts that weren’t sus-

tained. But dosimetry showed that a cook and
food service workers in the pot and pan room
and dishwasher room has exposures that
exceeded the NIOSH recommended limit.

“Even though the time it takes to do these
things is short — it only takes 20 seconds to
puree something — but if you do it 10 or 12 times
a day, it can add up to the [REL] noise level,” says
Chandran Achutan, PhD, an industrial hygienist
with NIOSH in Cincinnati.

For example, the clanging of china on china in
the dishwashing room measured 97 db, or about
as loud as a motorcycle. When the pulper, which
removed water from food waste and chopped it
up to compact it for disposal, and a dishwasher
ran at the same time, the sound was 110 db, or as
loud as a rock concert. The noise of stainless steel
pans hitting the metal racks measured 94 db and
the blenders measured 96 db.

For some employees, that added up to a signif-
icant exposure. When considered against a daily
noise limit, they exceeded their recommended
dose, says Achutan. “Some people exceeded
100%, even if they only worked 3½ hours,” he
says. “If they were doing the same work for eight
hours, they may get 200% dose.”

No symptoms reported

None of the employees reported any symp-
toms from noise exposure. In fact, food service
managers had requested the evaluation; it 
was not related to employee complaints. The
Nutrition and Food Services Department had
recently installed a new PowerSoak continuous
dishwashing system, and the managers were con-
cerned about its noise levels.

By itself, the PowerSoak turned out not to be a
significant problem, measuring 77 db. “Whether
employees are complaining or not, it’s worth
making some kind of hazard assessment,” says
Ron Sollberger, CHMM, HEM, CHSP, safety spe-
cialist with the Cincinnati VA Medical Center.

The hospital has already adopted some of the
NIOSH recommendations. “We don’t have an
overexposure. We’re not exceeding the OSHA
standard,” Stollberger says. “But we’re still
choosing to make these changes to improve the
work environment.”

Although the noise isn’t high enough to
threaten someone’s hearing, it could add to work
stress and cause people to feel irritable or anx-
ious, says Stollberger.

The metal racks that hold the pots are being
replaced with a fiberglass version. The hospital
plans to move or partially enclose the blenders to
block some of the noise. The radio is being turned
down. The pulper is being replaced with a garbage
disposal.

“We’re going to ask for noise documentation
on that from the manufacturer to make sure we’re
not bringing in something that’s noisier than a
pulper,” says Stollberger.

The changes will reduce the noise exposure of
employees. But it won’t eliminate the potential for
too much noise — especially for those employees
who walk around wearing ear buds and listening
to loud music on an IPod.

(Editor’s note: A copy of the Health Hazard
Evaluation is available at www.cdc.gov/niosh/hhe/
reports/pdfs/2007-0183-3047.pdf.) ■
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■ Why you should get
rid of gait belts

■ Attacking the
problem of workplace
violence

■ Hepatitis and HIV
aren’t the only
bloodborne concerns

■ Bringing safe patient
handling to home
health care

■ What you should
know about TSTs and
false positives

COMING IN FUTURE MONTHS

BINDERS AVAILABLE
HOSPITAL EMPLOYEE HEALTH 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.
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Sign up for free infection control
weekly e-mail alert today

Subscribers to Hospital Employee Health can join
the Hospital Infection Control Weekly Alert e-mail

list now. This alert is designed to update you weekly
on current infection control issues that you may deal
with on a daily basis. To sign up for the free weekly
update, go to www.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 customer service at (800)
688-2421.  ■
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EDITORIAL ADVISORY BOARDCNE objectives

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

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

• describe how those issues affect health care
workers, hospitals, or the health care industry in
general;

• cite practical solutions to problems associated
with the issue, based on overall expert guidelines
from the Centers for Disease Control and Preven-
tion, the National Institute for Occupational Safety
and Health, the U.S. Occupational Safety and
Health Administration, or other authorities, or
based on independent recommendations from
clinicians at individual institutions. ■
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On-line bonus book 
for HEH subscribers

Readers of Hospital Employee Health who
recently have subscribed or renewed

their previous subscriptions have a free gift
waiting — The 2008 Healthcare Salary Survey
& Career Guide.

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

For access to your free 2008 on-line bonus
report, visit www.ahcmedia.com.  ■
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SUBJECT: EMPLOYEE : FLU VACCINE 
 
 
POLICY:  LMC Employee influenza vaccination program 
 
The Infection Control Committee recognizes that not only patient safety but 
ensuring a safe environment for patients and the staff caring for them, is a top 
priority at LMC. We recognize that “the flu” is a contagious respiratory illness 
caused by influenza viruses.  It can cause mild to severe illness, and at times can 
lead to death.  The single best way to prevent the flu is to get a flu vaccination 
each year.  
 

   Nosocomial transmission of influenza with serious complications is a major risk 
to our patient population.  Those patients include neonates, pediatrics, the 
elderly, and people with certain health conditions such as CHF, asthma, or 
diabetes.   
 
Starting in the 2007-2008 influenza season, the influenza vaccine will be 
required as a condition of employment for all LMC employees unless 
contraindicated by a physician in writing.  The contradictions to vaccination (as 
listed below) must be in writing Link: Employee Health, Influenza vaccination 
contraindication form, signed by a physician, and will be kept in the employee’s 
health file.  Note:  If you have received another type of vaccine within the past 14 
days, consult your physician prior to vaccination. 
 

   The influenza vaccine is not a live vaccine and is safe.  
 
The flu vaccine shall be available during the months of October through the flu 
season as long as vaccine supply lasts.  This will be free of charge to all hospital 
employees, physicians, students, and volunteers.  
 
.AFFECTED PARTIES: All Departments 
 
PROCEDURE: 
 

I. INDICATIONS:  
All hospital and health service personnel.  

 
II. CONTRAINDICATIONS: 

A. Allergies to eggs, chickens, or chicken feathers. 
B. Sensitivity/allergy to Gentamicin or other Aminoglycosides. 
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C. Known convulsive disorders. 
D. *History of Guillain- Barre syndrome within 6 weeks of getting 

an influenza vaccination previously.   
*Ref: www.cdc.gov/flu/keyfacts.htm 

 
PLEASE NOTE:  If you have one of the above conditions and want to be 
vaccinated, please bring written permission from your physician stating you 
can have the vaccine. 

 
III. ADVERSE REACTIONS: 

A. Fever, malaise, myalgia may occur 6 to 12 hours after 
vaccination persisting 1 to 2 days. 

B. Immediate, presumably allergic responses as wheal or various 
respiratory problems are expressions of hypersensitivity. 

C. Epinephrine shall be available and ready for immediate use 
when the above vaccine is administered. 

 
IV. AUTHORIZATION TO GIVE EPINEPHRINE: 

 
A. CRITERIA FOR GIVING:  

1. Severe respiratory problems 
2. Systemic reactions 
3. Anaphylactic reactions 
4. Angio-Neurotic Edema (swelling of throat) 
5. Acute asthmatic reactions 
6. Hives 

 
B. DOSAGE:    Epinephrine 1:1,000 give 0.4 cc sub q 

 
C. WHO CAN GIVE IT:   The nurse giving flu shots to employees. 

 
APPROVALS: 
 
 
 

 
 
 
 

 

  9/07 
Infection Control/Coordinator 
Revised 

 Date 
05/07
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The Joint Commission has broadly expanded
its emphasis on infection prevention in pro-

posed 2009 patient safety goals that recommend
specific strategies to fight a veritable “murderers’
row” of health care-associated infections (HAIs).
(See goals, p. 3.) Moving boldly beyond a com-
paratively general emphasis on hand hygiene
and sentinel event reporting in longstanding
patient safety goals, The Joint Commission is
establishing what are essentially “best practices”
to prevent the following infections:

• multiple drug-resistant organisms infections
in acute care hospitals, focusing on methicillin-
resistant Staphylococcus aureus (MRSA);

• Clostridium difficile-associated disease
(CDAD);

• catheter-associated bloodstream infections
(CA-BSIs);

• surgical-site infections (SSIs).

Goals could affect surveys 

Though The Joint Commission will consider all
comments compiled in a field review that ran
through the end of February, the final goals will
be enforceable in 2009 accreditation surveys.

“Health care organizations will need to
demonstrate their attempts at complying with
these goals,” says Peter B. Angood, MD, vice
president and chief patient safety officer for joint
commission. “The goals are surveyed and scored
in similar fashion to all of the standards. It does
affect the overall scoring as part of the accredita-
tion review process.”

The move comes as HAIs gain increasing noto-
riety among the public, consumer groups, and
state and federal lawmakers. Though this recent

attention is driving the new patient safety goals, it
follows a growing emphasis on infection preven-
tion within The Joint Commission. In a continuing
effort to bring patients into the safety loop, the
goals call for organizations to provide patients
with information regarding infection control mea-
sures for hand hygiene practices, respiratory
hygiene practices and contact precautions as
appropriate to the patient’s condition. The infor-
mation is to be discussed with the patient and
family members on the day the patient enters the
organization. (The information may be written or
recorded.)

“Health care-associated infections have really
become very topical in the last three to five
years,” Angood says. “There have been national
as well as international efforts to standardize the
approaches in managing HAIs. We felt that it
would be important to focus on this issue
through the national patient safety goals.”

Indeed, The Joint Commission goals could gen-
erate additional resources for infection control
programs as administrators realize accreditation
hangs in the balance. That said, there are always
concerns that such a comprehensive list of infec-
tion prevention activities could result in the
proverbial unfunded mandate for ICPs. “We rec-
ognize that in order to comply with many of
these patient safety goals it does require institu-
tions to sometimes add resources,” Angood tells
The Joint Commission Update for Infection Control.
“But these are important [infections] and they
need to be addressed.”

However, the specificity of the goals could box
in ICPs who prefer to style their programs to
their institutional needs and problems. “They’re
very specific and there doesn’t seem to be a lot of

Joint Commission ups the ante on infection prevention
Sweeping 2009 patient safety goals could have major impact



leeway for ICPs to do their internal assessments
and determine the path that’s correct for their
organization,” says Susan Kraska, RN, CIC, an
ICP at Memorial Hospital of South Bend, IN. 

The Joint Commission should provide more
“punch” for infection control resources while
leaving ICPs the flexibility to target their pro-
grams, she says. “Prevention strategies should be
focused on all aspects,” she adds. “Keying in on
one or two organisms is micromanaging infection
prevention and control programs. I hope the Joint
Commission will ask [hospitals] to support
national patient safety goals, but be less specific.”

Asked whether the goals were prescriptive to a
fault, Angood says a balancing act is always part
of the process. “If we are too general, then we have
noted over time that the variety of approaches are
way too diffuse and we wind up not creating a
positive impact,” he says. “If we get too prescrip-
tive then we end up having to manage all the con-
cerns that individual organizations have — we
have to address their own particular nuances. We
are always trying to hit a balance.”

Feedback from the field could influence the
process, he adds. “It gives us an opportunity to
revise and edit the goals and better hit the bal-
ance prior to their formal release,” he says.

Active surveillance for MRSA

Though some ICPs have raised concerns about
the cost-effectiveness and the potential unin-
tended consequences of active surveillance cul-
tures (ASC) for MRSA, The Joint Commission
calls for hospitals to adopt the practice in the
proposed 2009 patient safety goals. The specific
goal calls for “clinical or active surveillance cul-
ture/testing” as part of MRSA surveillance
programs.

“We are putting it on the table,” Angood says.
“We had a lot of deliberation on this particular
issue of surveillance and we [decided] to get
some feedback from our field review and make 
a final decision.  Depending how the feedback
comes back in the field review, we will make a
final choice on whether it is going to be a goal or
whether it is perceived as way too onerous.”

ASC has been successfully used in some institu-
tions to detect the reservoir of MRSA, place colo-
nized patients in contact isolation, and ultimately
lower infection rates. However, there is consider-
able controversy about the practice within the
infection control community. Some ICPs see ASC
as an essential prevention measure, while others

argue that it is expensive and unnecessary if other
infection prevention measures, such as standard
precautions, are practiced with high compliance by
health care workers. Critics of the practice cite
unintended consequences such as a rise in other
pathogens and ambulance diversions as demand
for isolation rooms exceeds bed capacity.1,2 Many
favor the approach recommended by the Centers
for Disease Control and Prevention, which calls 
for active surveillance cultures only if rates con-
tinue to go up after all basic measures have been
implemented.3

“I continue to be convinced that is the best
approach for the most hospitals, says William
Scheckler, MD, who has previously served on
advisory boards for both the CDC and The Joint
Commission. “The concern I have [about the
patient safety goals] is that they focus a bit much
on MRSA and C. diff. That’s not in and of itself a
bad thing, but those are not the only organisms of
interest.”

That said, The Joint Commission’s increasing
interest in infection prevention is good news, he
emphasizes. “The increased emphasis and inter-
est in infection control is very welcome for us that
have dedicated a good share of our professional
lives to preventing these infections,” says
Scheckler, a health care epidemiologist at St.
Mary’s Hospital in Madison, WI. 

The Joint Commission goals also include estab-
lishing surveillance systems for Clostridium diffi-
cile-associated disease (CDAD). As an epidemic
strain of C. diff continues to emerge in many U.S.
hospitals, a Centers for Disease Control and
Prevention working group has issued clinical def-
initions and is urging ICPs to increase surveil-
lance for the pathogen.4 However, the general
consensus is that formal C. diff surveillance sys-
tems are more the exception than the rule, in part
because the pathogen was so named because it is
‘difficult’ to grow out in lab cultures. “We recog-
nize that surveillance will be a stretch for many
organizations, but if we don’t prompt them to
pay attention to it then the problem is going to
continue to evolve and potentially get worse,”
Angood says. 

Research or quality improvement?

In another interesting aspect of The Joint
Commission goals, the practices outlined to
prevent CA-BSIs are almost identical to the pro-
gram developed at Johns Hopkins Hospital in
Baltimore and implemented by 108 intensive
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care units in the Michigan Keystone project. One
problem: That highly successful program was
recently shut down by the federal Office for
Human Research Protections because it appeared
to be involved in human research rather than
quality improvement. 

“It is very similar,” Angood concedes. “But this
is oriented toward improving the quality and
safety of health care. Some of the topics we wind
up addressing are important for improving qual-
ity and safety, but we recognize occasionally
there [are research questions raised].”

In addition, CA-BSIs are one of the infections
targeted for reduced reimbursement by the
Centers for Medicare & Medicaid Services
(CMS). Effective this October, the new CMS
rules cut payments for the additional costs of
CA-BSIs and other “preventable conditions,”
including infectious complications of medias-
tinitis and catheter-related urinary tract infec-
tions. The latter two were not included in The
Joint Commission’s proposed patient safety
goals. “We chose not to specifically mirror those
efforts by CMS,” Angood says. “This is indepen-
dent and specifically focused on trying to
improve the management of HAIs overall. “

SSIs after discharge

One of the HAIs The Joint Commission is trying
to manage are SSIs, but the proposed goals do not
address the troublesome issue of post-discharge
surveillance. “We certainly discussed it and chose
not to keep it in there at this stage,” he says. “If the
feedback comes in that’s an obvious gap then we
will make efforts to put it into place.” According 
to the CDC, between 12% and 84% of SSIs are
detected after patients are discharged from the hos-
pital.5 However, many hospitals do not do suffi-
cient post-discharge follow-up on patients to
record subsequent infections. Such programs can
be labor-intensive to say the least, so some epi-
demiologists and surgeons have suggested target-
ing SSIs that require additional hospitalization or
antibiotic prescriptions. The Joint Commission SSI
goal calls for rate compilation and reporting, but
does not specify feedback of surgeon-specific rates.
“The intent is that reporting [occurs], and all levels
of the organization that need to know the results
are informed so, if needed, there can be further
quality initiatives,” he says. 

The 2009 proposed patient safety goals were
created as a part of a multiorganization collabora-
tion that included The Joint Commission, the

Centers for Disease Control and Prevention, the
Society for Healthcare Epidemiology of America
and the Association for Professionals in Infection
Control and Epidemiology. Guidelines to assist 
in adopting the goals are expected to be issued
soon. 
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Proposed safety goals call
for specific practices 

The Joint Commission’s proposed 2009 National
Patient Safety Goals include the following new

emphasis on infection prevention: 
• Requirement 7C: Implement best practices

to facilitate the prevention of multiple drug
resistant organisms (MDRO) infections in acute
care hospitals, focusing on methicillin-resistant
Staphylococcus aureus (MRSA) and Clostridium dif-
ficile-associated disease (CDAD).

1. Educate health care workers about MDRO
and the necessity for prevention.

2. Measure MRSA and CDAD infection rates,
monitor compliance with best practices, and eval-
uate the effectiveness of prevention efforts.

3. Provide MRSA and CDAD infection rate
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data and prevention outcome measures to key
stakeholders including senior hospital leader-
ship, physicians, nursing staff, and other
clinicians.

4. Educate patients and their families about
MRSA and CDAD prevention.

5. Conduct a risk assessment for MRSA inci-
dence, prevalence, acquisition, and transmission.

6. Implement hand hygiene practices.
7. Use contact precautions for patients with

MRSA to reduce patient-to patient spread of
infection. 

8. Effectively clean and disinfect patient care
equipment and the patient care environment
based on standards identified by the organization. 

9. Implement a MRSA surveillance program to
identify and track patients with clinical or active
surveillance culture/testing specimen positive
results for MRSA.

10. Implement a laboratory-based alert system
that identifies new patients with MRSA.

11. Implement an alert system that identifies
readmitted or transferred MRSA-positive patients.

• CDAD
12. Conduct a risk assessment for CDAD inci-

dence, prevalence, acquisition, and transmission.
13. Implement hand hygiene practices.
14. Use contact precautions for patients with

CDAD to reduce patient-to patient spread of
infection. 

15. Effectively clean and disinfect patient care
equipment and the patient care environment. 

16. Implement a CDAD surveillance program.

• Requirement 7D: Implement best practices
for prevention of catheter-associated blood-
stream infections (CABSI). 

1. Educate health care workers about CABSI
and the necessity for prevention.

2. Measure CABSI rates, monitor compliance
with best practices, and evaluate the effectiveness
of prevention efforts.

3. Provide CABSI rate data and prevention out-
come measures to key stakeholders including
senior leadership licensed independent practi-
tioners, nursing staff, and other clinicians.

4. Educate patients and their families about
CABSI prevention.

• Before insertion
5. Reinforce the education of health care per-

sonnel about CABSI prevention and the care of
central venous lines.

At insertion
6. Use a catheter checklist and a standardized

protocol for central venous catheter insertion.
7. Perform hand hygiene prior to catheter

insertion or manipulation. 
8. Avoid using the femoral vein, if possible, for

central venous access in adult patients.
9. Use a standardized supply cart or kit that is

all inclusive for the insertion of central lines.
10. Use a standardized protocol for maximum

sterile barrier precautions during central venous
catheter insertion.

11. Use a chlorhexidine-based antiseptic for skin
preparation in patients older than 2 months of age.

• After insertion
12. Use a standardized protocol to disinfect

catheter hubs and injection ports before accessing
the ports.

13. Evaluate all central lines daily and remove
nonessential catheters.

• Requirement 7E: Implement best practices
for prevention of surgical site infections (SSI).

1. Educate health care workers about SSI and
the necessity for prevention. 

2. Measure SSI rates, monitor compliance with
best practices, and evaluate the effectiveness of
prevention efforts.

3. Provide SSI rate data and prevention out-
come measures to key stakeholders including
senior leadership, licensed independent practi-
tioners, nursing staff, and other clinicians.

4. Implement policies and practices aimed at
reducing the risk of SSI that meet regulatory and
accreditation requirements and are aligned with
evidence-based standards. 

5. Educate patients and their families about SSI
prevention.

6. Administer antimicrobial agents for prophy-
laxis with a particular procedure or disease
according to standards and guidelines for best
practices:

a. Deliver intravenous antimicrobial prophy-
laxis within one hour before incision [two hours
are allowed for the administration of vancomycin
and fluoroquinolones].

b. Discontinue the prophylactic antimicrobial
agent within 24 hours after surgery [within 48
hours is allowable for cardiothoracic procedures]. 

7. Shaving is an inappropriate hair removal
method. When hair removal is necessary, use
clippers or depilatories.

8. Maintain optimal control of blood glucose
levels (as defined by the organization) with stan-
dardized protocols during the perioperative
period for surgical procedures. ■
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