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@ Contributions

We encourage members to contribute to In
SafeHandS by:

Participating in the ‘Member Profile’ by
providing a brief profile about yourself and
a brief example about your experience in
improving health care worker safety in your
workplace

Providing information about recent articles,
resources or upcoming events related to
health care worker safety

Submitting a question or concern or
comment you have about health care
worker safety

Photos courtesy of
& Mahosot, Lao PDR &
¥ Chiang Mai University
Hospital, Thailand

The focus of this issue is health workers with
infectious diseases.

The next issue will be in June 2008.

Deadline for contributions - 21st May, 2008.
Guidelines for contributors can be found on
the SafeHandS website.

SafeHandS

The Albion Street Centre
150-154 Albion Street
Surry Hills NSW 2010
Australia

Email:
safehands@sesiahs.health.nsw.gov.au
Tel: + 61-2 9332 9711

Fax: + 61-2 9380 6572

Web: http://www.uow.edu.au/health/safehands/index.html
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In SafeHandS
Editorial

Health care workers infected with blood
borne viruses

Dr Virginia Furner

“Dr Virginia Furner is a
senior clinician at the
Albion St Centre who has
had over twenty years
i experience in HIV care,
treatment and research,
| particularly in the care of
HIV  infected women
during pregnancy. Dr
Furner has a number of patients who are HIV
infected doctors and nurses who are able to
work long term in their chosen profession.”

To date, understandably, the major focus in
relation to blood borne virus (BBV) trans-
mission in the health care setting has been on
prevention of transmission of human immuno-
deficiency virus (HIV), hepatitis B (HBV), or
hepatitis C (HCV), particularly HIV, to health
care workers (HCWSs). Again, although there
has been public anxiety over potential HIV
transmission from infected HCWs, there has
been much less emphasis on the need for a
supportive environment for both the diagnosis
and the ongoing care of those HCWs who are
infected.

Although HCWs may potentially be at risk of
acquiring HIV infection in their workplace,
many will also potentially be at risk of the
acquisition of HIV within their private lives by
sexual transmission, or less commonly by in-
jecting drug use, both of which may increase
the stigma and the guilt they will subsequently
experience. In the not so distant future, as
people are living longer with HIV, a small
number of HCWs may even have become in-
fected as a consequence of vertical transmis-
sion in their infancy. Ilrrespective of how
HCWs have acquired HIV infection there are a
number of key issues that can be identified in
relation to the continuing employment of
HCWs with a blood borne virus.

Increasingly, in many jurisdictions, employers
and licensing boards require HCWs who per-
form, or could reasonably be anticipated to
perform, exposure prone procedure (EPPSs) to
know their status by being tested on a regular
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basis, and those HCWs who are diagnosed as
being HCV PCR positive or HBV DNA positive
or HIV antibody positive are then excluded
from performing EPPs. However, in all health
care settings, it is also in the employer's
interest to ensure that HCWs have options for
accessing completely confidential testing and
counselling in relation to HIV, HBV or HCV.
For HCWs who do not perform EPPs, regular
testing for BBVs is not justified because of the
very low risk of occupational transmission
especially when infection control precautions
are always utilised.

For HCWs identified as being infected with a
BBV, a number of key issues will arise within
the workplace:

1.Maintenance of confidentiality of
infected HCWs.  Unfortunately, in the past
some HCWs, with HIV in particular, have lost
employment because of inappropriate
disclosure of their HIV status. Access to
confidential testing for HCWs, and most
importantly, continued maintenance of
confidentiality over time, is in the public
interest and also encourages all HCWs to
seek appropriate testing, counselling and
treatment.

2.Disclosure of HIV status to patients.
Patients, like HCWs, are best protected from
exposure to BBVs by the adoption of
appropriate infection control practices and
HCWs should not be obliged to notify
patients of their BBV status. Indeed, there is
no onus on the patient to maintain
confidentially, and furthermore disclosure
may wrongly suggest that there is a high risk
of transmission from HCWs to patients in all
settings.

3.Disclosure of HIV/HBV/HCV status to
employers. It is desirable for HCWs
diagnosed with a BBV to notify their
employer if they have been performing
EPPs. But it is equally important for all
health care settings to foster a supportive
environment that promotes confidential self-
notification.

In addition health care settings should
ensure that HCWs infected with BBVS,
particularly HIV, who are not performing, or
not likely to ever perform EPPs should not be
obliged to notify at all, as long as:
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(@) they have been counselled regarding
any potential risk to patients;

(b) they can access an assessment by an
experienced HIV clinician to ensure that
their welfare and safety in the workplace
can be optimised.

Infected health care workers should be able to
obtain ongoing advice on infection control
procedures, continuing provision of patient
care, and advice on health matters such
vaccinations, and risks relating to TB and
other pathogens that they may be exposed to
in the workplace. Modification of work
practices may not be necessary at all, and
should be determined by the mental and
physical fithess of the HCW, their ability to
perform their routine duties at their level of ex-
pertise and the risks of contacting or transmit-
ting other infections.

4.Impact of a BBV diagnosis on the well-

being of a HCW. HCWs diagnosed with
HIV/HBV/HCV will experience the same
grief, loss, fears and psychological trauma as
all patients diagnosed with BBVs. However
their journey may well be accentuated by ex-
treme feelings of guilt and by anxiety and/or
depression. Yet because of the very nature
of their work they may be extremely reluctant
to ask for assistance, counselling and sup-
port. Many HCWs with HIV infection remain
very self-controlled in the face of the many
challenges of their own infection. They may
often tend to defer decision making to their
attending clinician.

Many infected HCWs will also choose to
work in the field of HIV/AIDS care. Un-
fortunately some HCWs in this setting may
be at increased risk of occupational burnout
or of suicide, particularly if they are young or
identify closely with their patients in terms of
lifestyle or disease. Others will have an en-
hanced prognosis because they are better
informed about care and treatment. It there-
fore benefits us all to ensure confidential
long term physical and psychological support
to our colleagues in this regard, so that they
can remain well, and ideally be maintained in
the workforce for as long as possible.
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Recently got email access?

Changed your email address?

If you received this newsletter in the post, it
means you have not supplied your emalil
address or the one you gave us is not
working.

Please help to keep our costs down by letting
us know if you get access to email or if your
address changes.

Email access means your copy of the news-
letter is available the day it is published.

The print version of the newsletter may also
be smaller than the email version.

More importantly, you can join in email
discussions with other members and receive
up to date information by email.

Just email us at:
safehands@sesiahs.health.nsw.gov.au
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What is SafeHandS?

SafeHandS is a ‘virtual' network designed to
link and support health care workers across
the Asia-Pacific region who are caring for
people with HIV/AIDS and other
communicable diseases.

We know that health care workers are
essential in responding to HIV/AIDS and other
communicable diseases. Without health care
workers, there is no health system. We want
this network to provide information, support
and practical solutions to help health care
workers in resource limited settings to feel
safe and encouraged to provide optimal care.

SafeHandS is a forum where health care
workers can share issues and ideas. We can
encourage and learn from each other to find
practical solutions to improve health care
worker safety in resource limited settings.

SafeHandS is being
funded by the Australian
Agency for International
Development  (AusAID)
and coordinated by the
Albion  Street Centre
(ASC). ASC is a public
health care facility based
in Australia for the treat-
ment, care and support

of people living with or
affected by HIV/AIDS. The team includes
infection control specialists with international
experience in health care worker safety.

Become a member

Benefits of membership include:

Receiving a newsletter (In SafeHandS)
every 3 months

Participating in a moderated group email
discussion e-list for posting questions, com-
ments and issues

Access to a clearinghouse of new
resources & publications produced by
different organisations about health care
worker safety (links are posted on the
website)
Access to
SafeHandS

Joining a database of expertise

resources developed by
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Membership is free. To join, you can either:

Go to our website: http://www.uow.edu.au/
health/safehands/index.html and click on
the ‘membership’ page, or,

Send an email to:
safehands@sesiahs.health.nsw.gov.au

You can elect to receive a hard copy of the
newsletter by post. However, this will be a
shorter version than the electronic version.
Update on SafehandS membership

We are pleased to report that at the end of
February 2008, we had 158 members of
SafeHandS working in 34 countries.

Members work in:

Australia, Cambodia, Canada, China, Cook
Islands, East Timor, Fiji, India, Indonesia,

Kenya, Kiribati, Lao PDR,
Malaysia, Marshall Islands, Nauru, New
Zealand, Nigeria, Niue Island, Northern

Mariana Islands, Pakistan, Palau, Papua New
Guinea, Philippines, Qatar, Samoa, Solomon
Islands, Sri Lanka, Taiwan, Thailand, Tonga,
Turkey, Tuvalu, Vanuatu and Vietham.

Feedback on membership forms indicates that
the services to members would most like are
(in order of preference):

Access to current publications on health
care worker safety

Training resources

Tools (e.g. surveillance forms, checklists for
health care worker safety)

Sample policies and protocols

Email discussion forum
members

between
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Member Profile

To help link and support members, we provide
a profile of one of our SafeHandS members.

Name: Miriama Vakaloloma

Title: Infection Control Officer In Charge,
Colonial War Memorial Hospital, Suva, Fiji
Islands

Contact Details:
Mirima.Vakaloloma@health.gov.fj
Miriama.Vakaloloma@hotmail.com

Describe your current job:

Fulltime Infection Control Officer, currently
responsible for the overall coordination,
implementation and monitoring of the
divisional infection control program, national
infection control policies and procedures,
conduct of relevant training programs, and
consultations on infection control issues. This
position serves as the principal working
member of the Infection control committee
responsible for the influencing, coordinating,
implementing supervising and education of the
standards of care developed in conjunction
with committee.

What was your career path that brought
you to your current job?

I was a public health nurse for 9 years, serving
in the various nursing stations and health
centres in Fiji. General hospital nursing for one
year, followed by intensive care nursing for
three years in this teaching hospital before
taking up current job.

What do you like most about your job?
The contribution that the infection control unit
makes; that makes a change in patient care

that surrounds the prevention and control of
health care associated infections.
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What do you like least about your job?
Approaching the offending health care worker
for the third time regarding an infection control
issue that he/she has not improved on.

What does health care worker safety mean
to you?

Basically prevention and control of infection
hazards and risks in the health care facility to
promote quality patient care.

What are you reading at the moment?

The Draft Regional Infection Control Guideline
prepared by Margaret Leong and the WHO
guideline on hand hygiene.

What are you currently listening to?

August 9, 2007 Webber training session on
outcome and process surveillance tele-class
broadcasted by Webber training tele-classes
(This is from their library).

What is your favourite saying?
“The good you do today may be quickly

forgotten, but the impact of what you do will
never disappear” — Anonymous.
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Health care workers infected with
blood borne viruses: resources

By Maggy Tomkins

Much is written on preventing blood borne
virus (BBV) infections in health care workers
(HCWs); but what about the HCW who is
already infected with a BBV (possibly through
their occupation, most likely through a
community acquired infection unrelated to
their occupation)?

Below is a list of ideas to help support and
retain infected HCWs taken from the guide-
lines and articles in the reference lists which
follow.

What is needed to support and retain
infected HCWs

Policies: Written policies which include
protection from stigma and discrimination.’
ILO/WHO 2005) Involvement of infected
health workers in decision making and policy
and program development.™®

Training:  Specific education campaigns to
address stigma and tackle discrimination in
the workplace.?

Care and treatment: Wellness programs.?
Accessible, confidential, holistic care which is
conveniently located.?®

Special treatment programs and priority anti-
retroviral treatment access®® which are
integrated with tuberculosis and other treat-
ment programs. 6

Support: Welcome to infected staff at
orientation.* A benefits program.* Counsel-
ling — at the workplace or referral to outside
services.® Support for managers of services
with infected HCWs (Dieleman et al).

Guidelines

I. International Labour Organization. An ILO
code of practice on HIV/AIDS and the world
of work. 2001: http://www.ilo.org/public/
english/protection/safework/cops/english/
download/e000008.pdf

This code “covers key principles, such as
the recognition of HIV/AIDS as a workplace
issue, non-discrimination in employment,
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gender equality, screening and confidential-
ity, social dialogue, prevention and care
and support, as the basis for addressing
the epidemic in the workplace.”

“The guidelines cover the following key areas
of action:

a. prevention of HIV/AIDS

b. management and mitigation of the impact
of HIV/AIDS on the world of work

c. care and support of workers infected and
affected by HIV/AIDS

d. elimination of stigma and discrimination
on the basis of real or perceived HIV
status.”

2. World Health Organization. Taking stock:
Health worker shortages and the response
to AIDS. 2006 http://www.who.int/hiv/pub/
advocacy/ttr/en/index.html

This document outlines the ‘Treat Train
Retain’ plan which aims to strengthen and
expand the health workforce by addressing
both the causes and the effects of HIV and
AIDS for health workers.

The three components are:

Treat = a package of HIV treatment,
prevention, care and support services for
health workers who may be infected or
affected by HIV and AIDS.

Train = measures to empower health work-
ers to deliver universal access to HIV
services, including pre-service and in-
service training for a ‘public health’ ap-
proach.

Retain = strategies to enable public-health
systems to retain workers, including
financial and other incentives, occupational
health and safety and other measures to
improve the workplace as well as initiatives
to reduce the migration of health-care
workers.

3. International Labour Organization, World
Health Organization. Joint ILO/WHO guide-
lines on health services and HIV/AIDS
(2005) http://www.who.int/hiv/pub/
prev_care/ilowhoguidelines.pdf

“These guidelines promote the sound
management of HIV in health services,

6
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including the prevention of occupational
exposure. Health-care workers should
have decent, safe and healthy working
conditions, while ensuring effective care
that respects the needs and rights of
patients. The guidelines rest on the
principle that the process of policy
development and implementation should
be the result of collaboration between all
concerned parties. They take a rights-
based approach to HIV, expanding on ILO
and WHO HIV and occupational safety
and health instruments.” The guidelines
include information on care, treatment and
support for health care workers infected
with HIV.

4. World Health Organization, Management
Sciences for Health. Tools for Planning
and Developing Human Resources for HIV/
AIDS and other Health Services. 2006
http://www.who.int/hrh/tools/
tools_planning_hr_hiv-aids.pdf

“These guidelines will assist health
programme managers, policy makers, and
leaders to assess the impact of HIV on
the health workforce and its capacity to
deliver and scale up HIV services.”
Other related documents, articles and
resources

5. Tawfik L, Kinoti S. The impact of HIV/AIDS
on the health workforce in developing coun-
tries. Background paper prepared for The
World Health Report 2006 - working to-
gether for health. 2006 http://www.who.int/
hrh/documents/Impact_of_HIV.pdf.

6. Uebel K, Nash J, Avalos A. Supplement
article:  Caring for the caregivers: models
of HIV/AIDS care and treatment provision
for health care workers in Southern Africa.
The Journal of Infectious Diseases
2007;196:S500-S504.

7. Dieleman M, Biemba G, Mphuka S,
Sichinga-Sichali K, Sissolak D, van der
Kwaak A van der Wilt G-J. We are also
dying like any other people, we are also
people’: perceptions of the impact of HIV/
AIDS on health workers in two districts in
Zambia Health Policy and Planning
published online on March 30, 2007
doi:10.1093/heapol/czm006
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Exposure prone procedures

There have been some queries from members
about policies on restricting the practice of
HCWs infected with HIV, hepatitis B or
hepatitis C.

Below are some guidelines from Australia and
the United Kingdom and a review of the
literature from Canada. (If anyone has some
local guidelines, please forward them or the
reference to SafeHandS.)

In general HCWs are only restricted from
practicing a small subset of procedures called
‘exposure prone procedures’. This is the
definition from the UK:

Exposure prone procedures (EPPs) are
those where there is a risk that injury to the
worker may result in exposure of the
patient’s open tissues to the blood of the
worker. These procedures include those
where the worker’s gloved hands may be in
contact with sharp instruments, needle tips
or sharp tissues (spicules of bone or teeth)
inside a patient’s open body cavity, wound
or confined anatomical space where the
hands or fingertips may not be completely
visible at all times.” (Department of Health,
United Kingdom, 2005)

These restrictions are only for workers with a
certain level of infectivity. Definitions may vary
between jurisdictions. This is the current
definition in Australian government guidelines:

Health care workers must not perform
exposure prone procedures if they are HIV
antibody positive, hepatitis B e antigen
(HBeAg) positive or hepatitis B virus DNA
positive at levels of 104 viral equivalents
per ml or higher, or hepatitis C virus (HCV)
antibody positive and hepatitis C virus RNA
positive. (Australian Government Depart-
ment of Health and Ageing, 2005)

Australian Government: Department of Health
and Ageing. Guidelines for Managing Blood-
Borne Virus Infection in Health Care Workers.
Endorsed 22 September 2005
http://www.health.gov.au/internet/wcms/
publishing.nsf/Content/
E28B5CC8872BE9C5CA2572EC000829EE/
$File/bloodborne-virus-guidelines.pdf

Sections on: assessing and reducing risk,

7
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screening and vaccination, right to know and
privacy, managing the blood borne virus
positive health care worker, monitoring and
surveillance and investigation of incidents.

Department of Health (United Kingdom) HIV
Infected Health Care Workers: Guidance on
Management and Patient Notification. July
2005 http://mwww.dh.gov.uk/prod_consum_dh/
groups/dh_digitalassets/@dh/@en/
documents/digitalasset/dh_4116416.pdf

The document sets out UK policy on perform-
ing exposure prone procedures and patient
notification when a health care worker is found
to be infected with HIV.

Department of Health/Health Protection Divi-
sion/General Health Protection (United King-
dom) Hepatitis B infected healthcare workers
and antiviral therapy. March 2007
http://www.dh.gov.uk/en/
Publicationsandstatistics/Publications/
PublicationsPolicyAndGuidance/DH_073164

“These guidelines provide advice on the crite-
ria and arrangements for allowing certain
healthcare workers infected with hepatitis B to
perform exposure prone procedures while tak-
ing continuous antiviral therapy.”

Johnston BL, Conley J. Nosocomial Transmis-
sion of Bloodborne Viruses From Infected
Health Care Workers to Patients. Canadian
Journal of Infectious Diseases 2003 Jul-Aug;
14(4): 192-196
http://www.pubmedcentral.nih.gov/
articlerender.fcgi?artid=2094936 (full text).

Worker Infection Protection Act
(US)
A new bill — the Worker Infection Protection

Act — was introduced to the US Senate in
December 2007.

The aim of the bill is “To protect health care
workers and first responders, including police,
firefighters, emergency medical personnel,
and other workers at risk of workplace
exposure to infectious agents and drug
resistant infections, such as MRSA and
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pandemic influenza.”

The proposed act would require the
Department of Health and Human Services to
develop and issue workplace standards to
provide for:

A. The development and implementation of an
exposure control plan to protect workers
from airborne and contact hazards

. Personal protective equipment

. Training and information

. Appropriate medical surveillance for work-
ers exposed to infections agents, including
MRSA or pandemic influenza

E. Immunization against the pandemic

influenza virus, if such a vaccine has been
approved by the Food and Drug
Administration and is available

|ON@Nvs)

The bill has been referred to the referred to
the Committee on Health, Education, Labor,
and Pensions for discussion.

New labour standard on AIDS
proposed

The International Labour Organization decided
in March 2007 to develop a new labour
standard on HIV/AIDS. A comprehensive
report, including the most comprehensive
compilation to date of national laws and
policies on HIV/AIDS covering 170 countries,
and a questionnaire have been sent to the
ILO's member States for consultation with its
constituents on the form and content of the
proposed standard. Governments are to reply
to the questionnaire in consultation with
employers and workers. The draft standard
will be discussed at the International Labour
Conference in June 2009. Access the report in
English here:

http://www.ilo.org/wcmsp5/groups/public/
@ed_norm/@relconf/documents/
meetingdocument/wcms_090177.pdf

The report is also available
Spanish, German, Arabic,
Chinese from this page:

in  French,
Russian, and

http://www.ilo.org/public/english/protection/
trav/aids/index.htm
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In Memorium: Julie Vit

It is with great sadness that we announce the death of our colleague, friend and sister Julie Vit on
December 28th 2007. Julie was the Nurse Coordinator of the Anua Moriri Clinic in Angau
Hospital Lae. Julie was featured in the member’'s profile of the September 2007 edition of
In-Safehands.

It is difficult to imagine the Anua Moriri Clinic without Julie. We all benefited from her dedication,
support and encouragement; she loved her patients and was devoted to her work. Her death has
surely touched everyone, but it has deeply affected those of us who knew her well. She was
extremely well known and will be fondly remembered.

Despite the difficult working conditions, limited resources and mounting workload, Julie never
ceased to be cheerful and optimistic. Her favourite saying to encourage herself and others was
‘Use the little that you have to do what you are able to do. 'Our thoughts are with the staff at
Anua Moriri clinic who have now taken over Julie’'s duties and to the patients who they will be
caring for.

Julie will be deeply missed and our heartfelt condolences go out to her family, husband Augustine
Sidney and their five children.

This is truly a great loss.
Robyn Hill
Clinical Nurse Consultant Albion Street Centre

SafeHandS 9
..Information, support and practical solutions to promote health care worker safety in the Asia Pacific



In SafeHandS

Current Resources

In this section, we list the abstracts of recent
relevant articles about health care worker
safety in the Asia Pacific. We will also list any
new resources which might be helpful such as
policies, protocols and training materials. In
some instances we may include references
from other regions if they can potentially be
adapted to the region.

SafeHandsS invites members to
contribute by sending an e-mail to:
safehands@sesiahs.health.nsw.gov.au

Title: Going dotty: a practical guide for
installing new hand hygiene
products

Authors:  Bush K, Mah M, et al

Date: December 2007

Source:  American Journal of Infection
Control 35(10):690-3

Country: Canada

Abstract: This report distills our experiences

coordinating the installation of a new commer-
cial line of hand hygiene products in a large,
integrated health care region in Western
Canada into a practical guide that can benefit
infection control professionals. Some key con-
siderations while managing such a large hand
hygiene products installation are stakeholder
collaboration, management of occupational
hand dermatitis, housekeeping support, and
communication.

Title: Needlestick and other potential
blood and body fluid exposures
among health care workers in
British Columbia, Canada

Authors:  Alamgir H, Cvitkovich Y, et al.

Date: February 2008

Source:  American Journal of Infection Con-
trol 36(1):12-21

Country: Canada

Abstract:

Background: Health care workers have high
risk of exposure to human blood and body
fluids (BBF) from patients in acute care and
residents in nursing homes or personal
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Methods: This analysis examined the
epidemiology for BBF exposure across health
care settings (acute care, nursing homes, and
community care). Detailed analysis of BBF
exposure among the health care workforce in
3 British Columbian health regions was
conducted by Poisson regression modelling,
with generalized estimating equations to deter-
mine the relative risk associated with various
occupations.

Results:  Acute care had the majority of
needlestick, sharps, and splash events with
the BBF exposure rate in acute care 2 to 3
times higher compared with nursing home and
community care settings. Registered nurses
had the highest frequency of needlestick,
sharps, and splash events. Laboratory
assistants had the highest exposure rates
from needlestick injuries and splashes,
whereas licensed practical nurses had the
highest exposure rate from sharps. Most
needlestick injuries (51.3%) occurred at the
patient's bedside. Sharps incidents occurred
primarily in operating rooms (26.9%) and at
the patient's bedside (20.9%). Splashes
occurred most frequently at the patient's bed-
side (46.1%) and predominantly affected the
eyes or face/mouth. The majority of needle-
stick/sharps injuries occurred during use for
registered nurses, during disposal for licensed
practical nurses, and after disposal for care
aides.

Conclusion: The high risk of BBF exposure for
some occupations indicates there is room for
improvement to reduce BBF exposure by

targeting high-risk groups for prevention
strategies
Title: Occupational Exposure to HIV

Among Health Care Providers:
A Qualitative Study in Yunnan,

China

Authors: LinC, LiL, etal.

Date: 2008

Source: Journal of the International Asso-
ciation of Physicians in AIDS Care
7(1): 35-41

Country: China

Abstract: With the HIV/AIDS epidemic

10

..Information, support and practical solutions to promote health care worker safety in the Asia Pacific



In SafeHandS

spreading, health care providers (HCPs) in
China are facing a growing risk of
occupational exposure to and infection with
HIV. There is a need to describe occupational
exposure cases and compliance with post-
exposure prophylaxis (PEP) guidelines among
HCPs. Qualitative in-depth interviews were
conducted with 33 HCPs in Yunnan Province,
China. Information about occupational ex-
posures the HCPs and their co-workers ex-
perienced was collected and analyzed using
ATLAS: ti. Most occupational exposure
accidents happened during emergencies,
when HCPs did not have time to consider self-
protection. Exposure to HIV caused exposed
HCPs severe adverse psychological pressure,
such as stress and anxiety. Compliance with
PEP guidelines among participants was poor;
barriers to better compliance were identified.
This study underscored the importance of
institutional support in promoting compliance
with  PEP guidelines among exposed
providers. Further training and emphasis on
universal precautions and PEP guidelines may
reduce the risk of occupational infections.

Title: Post-exposure prophylaxis with
a maraviroc-containing regimen
after occupational exposure to a
multi-resistant HIV-infected
source person

Authors: Meéchai F, Quertainmont Y, et al.

Date: January 2008

Source:  Journal of Medical Virology 80(1):9-
10

Country: France

Abstract : We report the case of a health care
worker who received a post-exposure
prophylaxis including an investigational drug,
maraviroc, after a needle stick percutaneous
injury to an HIV-infected patient with late-stage
disease and harboring a multi-drug resistant
virus.  Post-exposure prophylaxis including
maraviroc was pursued for a total of 28 days,
with a weekly clinical and biological evalua-
tion. Post-exposure prophylaxis was well toler-
ated, with no increase in liver function tests.
The health care worker remained HIV-
negative after a 6-month follow-up.
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Title: Quantity of ethanol absorption
after excessive hand
disinfection using three com-
mercially available hand rubs is
minimal and below toxic levels
for humans

Authors: Kramer A, Below H, et al.

Date: October 2007

Source: BMC Infectious Diseases 7:117
Full text: http:/
www.biomedcentral.com/1471-2334/7/117

Country: Germany

Abstract:

Background: Despite the increasing

promotion of alcohol-based hand rubs and the
worldwide use of ethanol-based hand rubs in
hospitals only few studies have specifically
addressed the issue of ethanol absorption
when repeatedly applied to human skin. The
aim of this study was to assess if ethanol
absorption occurs during hygienic and surgical
hand disinfection using three different alcohol-
based hand-rubs, and to quantify absorption
levels in humans.

Methods: Twelve volunteers applied three
hand-rubs containing 95% (hand-rub A), 85%
(hand-rub B) and 55% ethanol (hand-rub C; all
w/w). For hygienic hand disinfection, 4 mL
were applied 20 times for 30 s, with 1 minute
break between applications. For surgical hand
disinfection, 20 mL of each hand rub was
applied to hands and arms up to the level of
the elbow 10 times for 3 minutes, with a break
of 5 minutes between applications. Blood con-
centrations of ethanol and acetaldehyde were
determined immediately prior and up to 90
minutes after application using head space
gas chromatography.

Results: The median of absorbed ethanol
fter hygienic hand disinfection was 1365 mg
(A), 630 mg (B), and 358 mg (C). The
proportion of absorbed ethanol was 2.3% (A),
1.1% (B), and 0.9% (C). After surgical hand
disinfection, the median of absorbed ethanol
was 1067 mg (A), 1542 mg (B), and 477 mg
(C). The proportion of absorbed ethanol was
0.7% (A), 1.1% (B), and 0.5% (C). The high-
est median acetaldehyde concentration after
20 hygienic hand disinfections was 0.57 mg/L
(hand-rub C, after 30 min), after 10 surgical
hand disinfections 3.99 mg/L (hand-rub A,
after 20 minutes).
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Conclusion: The overall dermal and
pulmonary absorption of ethanol was below
toxic levels in humans and allows the
conclusion that the use of the evaluated
ethanol-based hand-rubs is safe.

Title: The association of needlestick
injury with depressive
symptoms among first-year
medical residents in Japan

Authors: Wada K, Sakata Y, et al.

Date: December 1, 2007

Source: Industrial Health 45(6): 750-5

Country: Japan

Abstract : Depressive symptoms among

medical residents are common. The objective
of this study was to determine the association
of depressive symptoms with needlestick
injury among first-year medical residents (so-
called "intern"). We conducted a prospective
cohort study among 107 medical residents in
14 training hospitals. The baseline survey
was conducted in August 2005 and the follow-
up survey was conducted in March 2006.
Depressive symptoms were based on the
Center for Epidemiological Study of
Depression. Factors associated with
depressive symptoms were examined using
logistic regression analysis.  For medical
residents without depressive symptoms at the
baseline survey, needlestick injury events
were associated with depressive symptoms at
the follow-up survey (corrected odds ratio
[cOR]=2.98; 95% confidence interval [CI], 1.16
-3.70). Because it was not possible to
determine when the medical residents
developed depressive symptoms, it is not
possible to definitely determine causality
between needlestick injury and depressive
symptoms, although these findings are
suggestive. Therefore, it would seem prudent
to suggest the provision of mental health
services to medical residents sustaining a
needlestick injury since this may be helpful in
identifying and treating depression.
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Title: Knowledge, attitudes and prac-
tices of health care workers re-
garding needle stick injuries at a
tertiary care hospital in Pakistan

Authors: Zafar A, Aslam N, et al.

Date: February 2008

Source:  Journal of the Pakistan Medical
Association 58 (2):57-60

Country  Pakistan

Abstract:

Objective: To assess the knowledge, attitude
and practices of HCWSs regarding needle stick
injuries at the Aga Khan University Hospital.

Methods: A cross-sectional study was
conducted on medical personnel. A structured
pre-tested questionnaire was administered
during June-July 2003. The data was
analysed by SPSS 13.0. Percentages of the
categorical variables were computed and
compared by Chi square test at a 5% level of
significance. Odds ratios and their 95% Cls
were also computed.

Results: Of 80 participants, 29 were doctors
and 51 were registered nurses. About 45%
reported having a needle stick injury in the
past. Frequency of injury was significantly
higher among doctors (p<0.001). The most
common reason identified was stress or being
over burdened followed by careless attitude.
More than 50% of the injuries occurred while
injecting or drawing blood samples. The risk
of getting infections was well known amongst
both the groups. Two third of participants
were familiar with the prevention protocols and
practices of nurses were generally safer than
doctors (p<0.001).

Conclusion: Despite knowing the risks,
frequency of needle stick injury was generally
higher especially among doctors reflecting bad
practice and careless attitude towards work.
Mandatory reporting, proper follow-up and
constant reinforcement are recommended to
reduce the rate of nosocomial transmission to
health care workers.
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Title: Use of safety devices and the
prevention of percutaneous inju-
ries among healthcare workers

Authors:  Valls V, Lozano M, et al.

Date: December 2007

Source: Infection Control and Hospital
Epidemiology 8:1352-1360

Country:  Spain

Astract :

Objective: To study the effectiveness of

safety devices intended to
percutaneous injuries.

prevent

Design: Quasi-experimental trial with before-
and-after intervention evaluation.

Setting: A 350-bed general hospital that has
had an ongoing educational program for the
prevention of percutaneous injuries since
January 2002.

Methods: In October 2005, we implemented
a program for the use of engineered devices
to prevent percutaneous injury in the emer-
gency department and half of the hospital
wards during the following procedures:
intravascular catheterization, vacuum phlebot-
omy, blood-gas sampling, finger-stick blood
sampling, and intramuscular and subcutane-
ous injections. The nurses in the wards that
participated in the intervention received a 3-
hour course on occupationally acquired blood-
borne infections, and they had a 2-hour
“hands-on” training session with the devices.
We studied the percutaneous injury rate and
the direct cost during the pre-intervention
period (October 2004 through March 2005)
and the intervention period (October 2005
through March 2006).

Results: We observed a 93% reduction in the
relative risk of percutaneous injuries in areas
where safety devices were used (14 vs 1
percutaneous injury). Specifically, rates
decreased from 18.3 injuries (95% confidence
interval [CI], 5.9-43.2 injuries) to O injuries per
100,000 patients in the emergency department
(P =.002) and from 44.0 injuries (95% CI, 20.1
-83.6 injuries) to 5.2 injuries (95% CI, 0.1-28.8
injuries) per 100,000 patient-days in hospital
wards (P = .007). In the control wards of the
hospital (ie, those where the intervention was
not implemented), rates remained stable. The

SafeHandS
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direct cost increase was 0.558 (US$0.753)
per patient in the emergency department and

0.636 (US$0.858) per patient-day in the hos-
pital wards.

Conclusion: Proper use of engineered
devices to prevent percutaneous injury is a
highly effective measure to prevent these
injuries among healthcare workers. However,
education and training are the keys to
achieving the greatest preventative effect.

Title: Evaluation of a training
programme on knowledge and
compliance of nurse assistants'
hand hygiene in nursing homes

Authors:  Huang T, Wu S

Date: February 2008

Source:  Journal of Hospital Infection 68
(2):164-170

Country: Taiwan

Summary : The aims of this study were to

examine the impact of a comprehensive train-
ing programme in hand hygiene for nurse
assistants (NAs) on their knowledge and com-
pliance, as well as on the infection rate of
nursing home residents. An intervention was
conducted in northern Taiwan at three long-
term care facilities. Forty NAs participated in a
hand-hygiene training programme that
included 1 h of in-service classes and 30 min
of hands-on training. Demographic data and
NAs' knowledge and compliance regarding
hand hygiene were collected and the infection
rate of residents calculated. Three months
after hand-hygiene training the NAs had
significantly more knowledge (from 13.82 to
15.41, P < 0.001) and better compliance (from
9.34% to 30.36%, P < 0.001) than before the
intervention. There was a reduction in
residents’ infection rate from 1.74%
(December 2004 to February 2005) and
2.04% (June 2005 to August 2005) to 1.52%
(December 2005 to February 2006) (P <
0.001).
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Title: Developing the duty to treat:
HIV, SARS, and the next epi-
demic

Authors:  Dwyer J and Tsai D.

Date: January 2008

Source:  Journal of Medical Ethics 34 (1):7-
10

Country: Taiwan

Abstract: SARS, like HIV, placed healthcare

workers at risk and raised issues about the
duty to treat. But philosophical accounts of
the duty to treat that were developed in the
context of HIV did not adequately address
some of the ethical issues raised by SARS.
Since the next epidemic may be more like
SARS than HIV, it is important to illuminate
these issues. In this paper, we sketch a
general account of the duty to treat that arose
in response to HIV. Our purpose is not to de-
fend or criticise this account, but to show that
it needs to be developed in order to address
three important issues. The first issue
concerns how risks should be distributed
among healthcare professionals. The second
issue concerns the conflicts that arise between
professional duties and family duties. The
third issue concerns the forms of support that
societies owe healthcare workers during
epidemics. Our descriptions of these issues
are drawn from our experience of the SARS
epidemic in Taiwan.

Title: Human immunodeficiency virus
postexposure prophylaxis for
occupational exposure in a
medical school hospital in Thai-
land

Authors:  Hiransuthikul N, Hiransuthikul P, et
al.

Date: December 2007

Source:  Journal of Hospital Infection 67
(4):344-9

Country:  Thailand

Abstract :  This is a retrospective review of

occupational exposure to human
immunodeficiency virus (HIV) and subsequent

postexposure prophylaxis (PEP) among
healthcare workers (HCWs) in King
Chulalongkorn Memorial Hospital (KCMH),

SafeHands
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Bangkok, Thailand. From January 2002 to
December 2004, data were collected from
incident reports, the hospital's infectious
diseases unit and the emergency department.
There were 315 reported episodes of
occupational exposure among 306 HCWs.
Nurses (34.0%) were the HCWs most
frequently exposed and percutaneous injury
(91.4%) was the most common type of
exposure. One-third of the source patients
tested were infected with HIV. PEP was
initiated following 200 (63.5%) of the 315
exposures and was started within 24h in >95%
of cases. The most commonly prescribed
PEP regimen was zidovudine, lamivudine and
nelfinavir.  Fifty-six percent of HCWs given
PEP completed a four-week course but the
remainder discontinued PEP prematurely due
to side-effects, or after negative results from
the source, or following informed risk reas-
sessment or from their own accord. No
exposed HCW acquired HIV during the study
period. Appropriate counselling and careful
risk assessment are important in achieving
effective HIV PEP among HCWSs.

Title: Needleguard systems: an
evaluation

Author: Sherwood C

Date: November 2007

Source:  The Journal of the Royal Society
for the Promotion of Health (127)6:
280-286

Country:  United Kingdom

Abstract:

Aims: The National Blood Service is

responsible for ensuring that the NHS demand
for blood products is met. The use of needles
forms a fundamental procedure in the
collection of blood. A common engineering
control used to minimize needlestick injury is a
needleguard. This study investigates the
effectiveness of needleguards as a risk
reduction measure. Injury rates, performance
and the effectiveness of training are also
addressed.

Methods: The methodology adopted two
techniques for collecting data, namely data-
base analysis and questionnaire analysis. In
examining the accident database, it was
identified that the incidence of needlestick
injuries fell when needleguards were
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introduced in 2001. However, a rise in injuries
was observed over the 12 months of 2003.

Results: Although the guestionnaire showed
that staff directly involved in the collection of
blood believed that needleguards act to
reduce the risk of injury, they also reported
difficulties in the operation of the needleguard
system. An association was identified
between the perceived quality of training and
the reported difficulties. It was also identified
that training provided by external organiza-
tions had the least effect in reducing the op-
erational difficulties.

Conclusions: The study concludes that the
use of needleguards as a successful control
measure requires further investigation and that
further research should be carried out to
ensure the effectiveness of training in reducing
injuries.

Title: Blood and body fluid splashes
during surgery - the need for eye
protection and masks

Authors:  Davies C, Khan M, et al.

Date: November 2007

Source:  Annals of the Royal College of Sur-
geons of England 89(8): 770-772

Country:  United Kingdom

Abstract:

Introduction: While most surgeons make an
effort to avoid needlestick injury, some can
pay little attention to reduce the potential route
of infection occurring when body fluids splash
into the eye. It has been shown that
transmission of HIV, hepatitis B or C can occur
across any mucous membrane. This study
aims to quantify how frequently body fluids
splash the mask and lens of wrap around
protective glasses thus potentially exposing
the surgeon to infection.

Patients and Methods: A prospective study
was carried out by a single surgeon on all
cases performed over a 1l-year period.
Protective mask and glasses were examined
before and after operations.

Results: A total of 384 operations were
performed with 174 (45%) showing blood or
body fluid splash on the lens. A high inci-
dence of splashes was found in vascular

SafeHandS
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surgical procedures (79%). All amputations
showed splash on the protective lens.
Interestingly, 50% of laparoscopic cases re-
sulted in blood or body fluid splash on the pro-
tective lens.

Conclusions: This study has shown a high
incidence (45%) of blood and body fluid
splashes found on protective glasses and
masks. There was a very high incidence
(79%) during vascular surgical procedures.
With the prevalence of HIV and hepatitis
increasing, it seems prudent to protect oneself
against possible routes of transmission.

Title: An enzyme-mediated assay to
guantify inoculation volume
delivered by suture needlestick
injury: two gloves are better
than one

Authors:  Lefebvre D, Strande L, et al.

Date: January 2008

Source:  Journal of the American College of
Surgeons 206(1):113-22

Country: USA

Abstract :

Background: Acquiring a blood-borne disease
is a risk of performing operations. Most data
about seroconversion are based on hollow-
bore needlesticks. Some studies have exam-
ined the inoculation volumes of pure blood de-
livered by suture needles. There is a lack of
data about the effect of double-gloving on con-
taminant transmission in less viscous fluids
that are not prone to coagulation.

Study design: We used enzymatic colorimetry
to quantify the volume of inoculation delivered
by a suture needle that was coated with an
agueous contaminant. Substrate color change
was measured using a microplate reader.
Both cutting and tapered suture needles were
tested against five different glove types and
differing numbers of glove layers (from zero to
three).

Results: One glove layer removed 97% of
contaminant from tapered needles and 65%
from cutting needles, compared with the no-
glove control data. Additional glove layers did
not significantly improve contaminant removal
from tapered needles (p > 0.05). For the
cutting needle, 2 glove layers removed 91% of
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contaminant, which was significantly better
than a single glove (p = 0.002). Three glove
layers did not afford statistically significant
additional protection (p = 0.122). There were
no statistically significant differences between
glove types (p = 0.41).

Conclusions: With an aqueous needle
contaminant, a single glove layer removes
contaminant from tapered needles as
effectively as multiple glove layers. For cutting
needles, double-glove layering offers superior
protection. There is no advantage to triple-
glove layering. A surgeon should double-
glove for maximum safety. Additionally, a
surgeon should take advantage of other risk-
reduction strategies, such as sharps safety,
risk management, and use of sharpless
instrumentation when possible.

Title: Dissemination of the CDC's
Hand Hygiene Guideline and
impact on infection rates

Authors:  Larson E, Quiros D, et al.

Date: December 2007

Source: hAmerican Journal of Infection
Control 35(10):666-75

Country: USA

Abstract:

Background: The diffusion of national

evidence-based practice guidelines and their

impact on patient outcomes often go
unmeasured.

Methods: Our objectives were to (1) evaluate
implementation and compliance with clinical
practices recommended in the new Centers
for Disease Control and Prevention (CDC)
Hand Hygiene Guideline, (2) compare rates of
health care-associated infections (HAI) before
and after implementation of the Guideline
recommendations, and (3) examine the
patterns and correlates of changes in rates of
HAI.  We used pre- and post-Guideline
implementation site visits and surveys in the
setting of 40 US hospitals--members of the
National Nosocomial Infections Surveillance
System--and measured HAI rates 1 vyear
before and after publication of the CDC Guide-
line and used direct observation of hand
hygiene compliance and Guideline
implementation scores.

SafeHands
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Results: All study hospitals had changed their
policies and procedures and provided
products in compliance with Guideline recom-
mendations; 89.8% of 1359 staff members
surveyed anonymously reported that they
were familiar with the Guideline. However, in
44.2% of the hospitals (19/40), there was no
evidence of a multidisciplinary program to
improve compliance. Hand hygiene rates re-
mained low (mean, 56.6%). Rates of central
line-associated bloodstream infections were
significantly lower in hospitals with higher
rates of hand hygiene (P < .001). No impact of
Guideline implementation or hand hygiene
compliance on other HAI rates was identified.
Other factors occurring over time could affect
rates of HAL Observed hand hygiene
compliance rates were likely to overestimate
rates in actual practice. The study may have
been of too short duration to detect the impact
of a practice guideline.

Conclusion: Wide dissemination of this Guide-
line was not sufficient to change practice.
Only some hospitals had initiated multi-
disciplinary programs; practice change is
unlikely without such multidisciplinary efforts
and explicit administrative support

Title: Preventing needlestick injuries
in obstetrics and gynaecology:
how can we improve the use of
blunt tip needles in practice?

Authors:  Catanzarite V, Byrd K, et al.

Date: December 2007

Source:  Obstetrics & Gynecology 110
(6):1399-403

Country: USA

Abstract: Surgical needlestick injuries are

common in obstetrics and gynaecology and

can cause transmission of viral diseases
including hepatitis and acquired
immunodeficiency syndrome (AIDS). Strate-

gies to reduce the rate of needlestick injuries
include using instruments rather than fingers
to retract tissue and grasp needles, double
gloving, using surgical staplers for skin
closure, and substituting blunt tip surgical
needles for sharp tip needles where
applicable. Studies have shown the use of
blunt tip surgical needles to be remarkably
effective in reducing needlestick injuries.
Despite recommendations by the American
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College of Surgeons that blunt tip surgical
needles be used routinely, at least for fascial
closure, and by the Occupational Safety and
Health Administration and the
National Institute for Occupational Health and
Safety that these devices be used whenever
medically appropriate, use in obstetrics and
gynaecology appears to be limited. Potential
barriers to use include availability, the "feel" of
the needle as it penetrates tissue, and habit.
We suggest that blunt tip surgical needles
have the potential to replace traditional
needles for many obstetric and gynaecologic
applications. If their use is to become more
widespread, we must focus on availability,
evaluation for specific applications, and
physician education.

Title: Prospective, controlled, cross-
over trial of alcohol-based hand
gel in critical care units.

Authors:  Rupp M, Fitzgerald T, et al.

Date: January 2008

Source: Infection Control and Hospital
Epidemiology 29:8-15

Country:  USA

Abstract:

Background: There are limited data from

prospective studies to indicate whether

improvement in hand hygiene associated with
the use of alcohol-based hand hygiene
products results in improved patient outcomes.

Design: A 2-year, prospective, controlled,
cross-over trial of alcohol-based hand gel.

Setting: The study was conducted in 2
medical-surgical ICUs for adults, each with 12
beds, from August 2001 to September 2003 at
a university-associated, tertiary care teaching
hospital.

Methods: An alcohol-based hand gel was
provided in one critical care unit and not
provided in the other. After 1 year, the assign-

ment was reversed. The hand hygiene
adherence rate and the incidence of
nosocomial infection were monitored.

Samples for culture were obtained from
nurses' hands every 2 months.

Results: During 17,994 minutes of observa-
tion, which included 3,678 opportunities for
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hand hygiene, adherence rates improved
dramatically after the introduction of hand gel,
increasing from 37% to 68% in one unit and
from 38% to 69% in the other unit (P<.001).
Improvement was observed among all groups
of healthcare workers. Hand hygiene rates
were better at higher workloads when hand
gel was available in the unit (P=.02). No sub-
stantial change in the rates of device-
associated infection, infection due to multidrug
-resistant pathogens, or infection due to Clos-
tridium difficle was observed. Culture of
samples from the hands of nursing staff
revealed that an increased number of
microbes and an increased number of microbe
species was associated with longer fingernails
(ie, more than 2 mm long), the wearing of
rings, and/or lack of access to hand gel.

Conclusions:  The introduction of alcohol-
based gel resulted in a significant and
sustained improvement in the rate of hand
hygiene adherence. Fingernail length greater
than 2 mm, wearing rings, and lack of access
to hand gel were associated with increased
microbial carriage on the hands. This
improvement in the hand hygiene adherence
rate was not associated with detectable
changes in the incidence of healthcare-
associated infection.

Title: Non-hospital based registered
nurses and the risk of blood-
borne pathogen exposure.

Authors:  Gershon R, Qureshi K, et al.

Date: October 2007

Source: Industrial Health 45(5):695-704

Country:  USA

Abstract: The aim of this study was to

assess the risk of blood and body fluid
exposure among non-hospital based
registered nurses (RNs) employed in New
York State. The study population was mainly
unionized public sector workers, employed in
state institutions. A self-administered
guestionnaire was completed by a random
stratified sample of members of the New York
State Nurses Association and registered nurse
members of the New York State Public
Employees Federation. Results were reviewed
by participatory action research (PAR) teams
to identify opportunities for improvement. Nine
percent of respondents reported at least one

17

..Information, support and practical solutions to promote health care worker safety in the Asia Pacific



In SafeHandS

needlestick injury in the 12-month period prior
to the study. The percutaneous injury (PI) rate
was 13.8 per 100 person years. Under-
reporting was common; 49% of all Pls were
never formally reported and 70% never
received any post-exposure care. Primary
reasons for not reporting included: time con-
straints, fear, and lack of information on re-
porting. Significant correlates of needlestick
injuries included tenure, patient load, hours
worked, lack of compliance with standard pre-
cautions, handling needles and other sharps,
poor safety climate, and inadequate training
and availability of safety devices (p<0.05).
PAR teams identified several risk reduction
strategies, with an emphasis on safety
devices. Non-hospital based RNs are at risk
for bloodborne exposure at rates comparable
to hospital based RNs; underreporting is an
important obstacle to infection prevention, and
primary and secondary risk management
strategies appeared to be poorly implemented.
Intervention research is warranted to evaluate
improved risk reduction practices tailored to
this population of RNs.

Title: Bloodborne pathogens
exposure from occupational
fingernail scratches.

Authors: Lohiya GS, Tan-Figueroa L, et al.

Date: November 2007

Source: Journal of the National Medical
Association 99(11):1271-5

Country:  USA

Abstract: Following occupational fingernail

scratches (OFSs) in a developmental center,
the source resident and the injured employee
were tested for bloodborne pathogens (BPs).
The pros and cons of this practice were
scrutinized since fingernails usually contain no
blood. Available records revealed no OFS-
related BP transmission in 14 years. PubMed
displayed no article linking OFS with BP. The
facility's practice was discontinued as it was
deemed unnecessary, wasteful, an
impediment to the event's expeditious closure,
an ineffective workers' compensation safe-
guard, and a potential source of venipuncture-
related complications and false-positive
laboratory results. Even long-standing
practices require periodic scientific review.

SafeHands
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Title: Predictors of the initiation of
HIV postexposure prophylaxis
in Rhode Island emergency
departments

Authors: Merchant R, Mayer K, et al.

Date: 20 December 2007

Source: AIDS Patient Care STDS [Epub
ahead of print]

Country:  USA

Abstract:  The objective of this study was to

elucidate factors that predicted the initiation of
HIV postexposure prophylaxis (PEP) for blood
or body fluid exposures evaluated at Rhode
Island emergency departments (EDs). The
study involved a retrospective review of
patient visits to all civiian Rhode Island EDs
for these exposures from 1995 to mid-2001.
Multivariate logistic regression models were
created to evaluate predictors of the offering
and the acceptance and receipt of HIV PEP
from 1996 to 2001. The search identified
3622 patients who sustained a blood or body
fluid exposure. Of these, 43.8% were health
care workers (HCWs) and 57.2% were not
HCWs. Most (52.0%) of the exposures were
nonsexual. HIV PEP was offered to 21.0% and
accepted and received by 9.4% of all patients.
HIV PEP was offered more often after
significant exposures, exposures to known
HIV-infected sources, when time elapsed after
the exposure was shorter, if the patients were
HCWs, adults, presented to a teaching
hospital, presented during the latter years of
the study, or sustained nonsexual exposures.
Once offered HIV PEP, patients who were
male, adult, sustained a significant exposure,
knew the source was HIV infected, sustained
a nonsexual exposure, or were HCWs had a
greater odds of accepting and receiving HIV
PEP. Even when controlling for exposure
significance, HIV status, and time elapsed
since the exposure, several factors such as
gender and type of hospital that are unrelated
to the exposure appeared to influence the
initiation of HIV PEP. ED providers should
ensure that these factors do not
inappropriately restrict its initiation.
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Title: Incidence of visits for health
care worker blood or body fluid
exposures

Authors:  Merchant R, Chee K, et al.

Date: 20 December 2007

Source: Journal of Acquired Immune
Deficiency Syndrome [Epub ahead
of print]

Country:  USA

Abstract:

Objectives: To compare the incidence and

types of emergency department (ED) visits for
blood or body fluid exposures sustained by
health care workers (HCWSs) in Rhode Island
and to identify factors predictive of HIV postex-
posure prophylaxis (PEP) utilization for these
exposures.

Methods: A retrospective study of ED visits
for blood or body fluid exposures to all Rhode
Island EDs from January 1995 to June 2001
was conducted. Average incidence rates (IRS)
of visits by HCW occupation and type of
exposure were estimated and compared.
Logistic regression models were created to
determine which HCWs were more likely to be
offered and to accept HIV PEP.

Results: Of 1551 HCW ED visits for
occupational exposures, 72.5% sustained a
percutaneous injury and only 2.5% were
exposed to a source known to be HIV-
infected. Hospital custodians had the highest
IR of ED visits for percutaneous injuries (81
ED visits per year per 10,000 workers). Visits
for all exposures increased over the study
years and were most common during March,
on weekends, and at 5:00 PM. Of all HCWs,
91.2% presented within 24 hours of their
exposure and 98.2% presented within 72
hours. HIV PEP was offered to 469 HCWs and
accepted 229 times. HCWs more likely to be
offered HIV PEP were exposed to a known
HIV-infected source (odds ratio [OR] = 6.38),
sustained a significant exposure (OR = 4.98),
presented to an academic hospital ED (OR =
2.60), were a member of the medical staff (OR
= 2.02), and were exposed during the latter
years of the study (OR = 1.23). HCWs were
more likely to accept HIV PEP when it was
offered if they were male (OR = 1.64) and pre-
sented to an academic hospital ED (OR =
2.72).
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Conclusions: The IRs of ED visits for
exposures varied by occupation, and there
were clear temporal trends for these visits.
Despite the existence of federal guidelines for
HIV PEP for occupational blood or body fluid
exposures, factors other than characteristics
of the exposure, such as type of hospital,
occupation, and gender, may be influencing
HIV PEP utilization.

Title: 2007 Guideline for isolation
precautions: preventing trans-
mission of infectious agents in
health care settings

Authors:  Siegel J, Rhinehart E, et al.

Date: December 2007

Source: American Journal of Infection
Control 35(10): S65-S164

Country:  USA

Article outline (abbreviated)

Executive Summary

Part I: Review of Scientific Data Regarding
Transmission of Infectious Agents in Health
Care Settings

I.A. Evolution of the 2007 Document
I.LA.1. Objectives and Methods
I.LA.2. Changes or Clarifications in
Terminology
I.LA.3. Scope
I.B. Rationale for Standard and Transmission-
Based Precautions in Health Care Settings
I.B.1. Sources of Infectious Agents
I.B.2. Susceptible Hosts
[.B.3. Modes of Transmission
I.C. Infectious Agents of Special Infection
Control Interest for Health Care Settings
I.D. Transmission Risks Associated With
Specific Types of Health Care Settings
I.D.1. Hospitals
[.D.2. Nonacute Health Care Settings
I.E. Transmission Risks Associated With
Special Patient Populations
I.LF. New Therapies Associated With
Potentially Transmissible Infectious Agents

Part 1l: Fundamental Elements Needed to
Prevent Transmission of Infectious Agents in
Health Care Settings

IILA. Health Care System Components That
Influence the Effectiveness of Precautions to
Prevent Transmission
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II.B. Surveillance for Health Care-Associated
Infections
II.C. Education of Health Care Workers,
Patients, and Families
[1.D. Hand Hygiene
II.E. Personal Protective Equipment for Health
Care Workers
II.LF. Safe Work Practices to Prevent Health
Care Worker Exposure to Bloodborne
Pathogens
II.G. Patient Placement
II.H. Transport of Patients
[I.I. Environmental Measures
I1.J. Patient Care Equipment and Instruments/
Devices
II.K. Textiles and Laundry
Il.L. Solid Waste
II.M. Dishware and Eating Utensils
II.N. Adjunctive Measures

[I.N.1. Chemoprophylaxis

[I.N.2. Immunoprophylaxis

[I.N.3. Management of Visitors

Part lll: Precautions to Prevent Transmission
of Infectious Agents

I1l.LA. Standard Precautions

[1LA.1. New Elements of Standard Precau-
tions

I11.B. Transmission-Based Precautions

llI.C. Syndromic and Empiric Applications of
Transmission-Based Precautions

I11.D. Discontinuation of Transmission-Based
Precautions

I.LE. Application of Transmission-Based
Precautions in Ambulatory and Home Care
Settings

I1.F. Protective Environment

Part IV: Recommendations

I. Administrative Responsibilities

II. Education and Training

lll. Surveillance

IV. Standard Precautions

V. Transmission-Based Precautions

VI. Protective Environment (see Table 4)

GLOSSARY

Appendix A. Type and Duration of Precautions
Recommended for Selected Infections And
conditions
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Title: WHO core principles for
achieving safe and sustainable
management of health-care
waste

Authors:  World Health Organization

Date: 2007

Source: http://www.who.int/
water_sanitation_health/medicalwaste/
hcwprinciples/en, or
http://www.who.int/
water_sanitation_health/medicalwaste/
hcwprinciples.pdf

Country:  Global

From the WHO website: “The safe and
sustainable management of health-care waste
is a public health imperative and a
responsibility of all. Improper management of
health-care waste poses a significant risk to
patients, health-care workers, the community
and the environment. This problem can be
solved. The right investment of resources and
commitment will result in a substantive
reduction of disease burden and correspond-
ing savings in health expenditures.

Background

Health-care waste can cause serious harm if
not managed properly. For example, in 2000,
WHO estimated that injections with
contaminated syringes caused 21 million
hepatitis B virus (HBV) infections (32% of all
new infections), two million hepatitis C virus
(HCV) infections (40% of all new infections)
and 260 000 HIV infections (5% of all new in-
fections). In addition, health-care activities
generate significant amounts of hazardous
waste such as mercury and expired pharma-
ceuticals, as well as large amounts of general
waste.

The management of health-care waste is an
integral part of a national health-care system.
A holistic approach to health-care waste man-
agement should include a clear delineation of
responsibilities, occupational health and safety
programs, waste minimization and
segregation, the development and adoption of
safe and environmentally-sound technologies,
and capacity building.

Recognizing the urgency of this problem, a
growing number of countries have taken initial
steps to respond to this need. These include
the establishment of regulatory frameworks,
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development of national plans, and the
demonstration of innovative approaches.
However, funding for health-care waste man-
agement remains very inadequate.

Recommendations

The WHO core principles (were developed
during the International Health Care Waste
meeting hosted by WHO in Geneva on June
20 - 22, 2007) require that all associated with
financing and supporting health-care activities
should provide for the costs of managing
health-care waste. This is the duty of care.
Manufactures also share a responsibility to
take waste management into account in the
development and sale of their products and
services.

The establishment and sustained maintenance
of sound systems for health-care waste man-
agement depend on the availability of
resources. Therefore, in keeping with the
WHO core principles, WHO recommends that:

Governments should:
allocate a budget to cover the costs of es-
tablishment and maintenance of sound
health-care waste management systems;
request donors, partners and other sources
of external financing to include an adequate
contribution towards the management of
waste associated with their interventions;
and
implement and monitor sound health-care
waste management systems, support
capacity building, and ensure worker and
community health.

Donors and partners should:
include a provision in their health program
assistance to cover the costs of sound
healthcare waste management systems.

Non-governmental organizations should:

- include the promotion of sound health-care
waste management in their advocacy; and
undertake programs and activities that con-
tribute to sound health-care waste manage-
ment.

The private sector should:

- take responsibility for the sound manage-
ment of health-care waste associated with
the products and services they provide,
including the design of products and pack-

aging.

SafeHandS
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All concerned institutions and

organizations should:

- promote sound health care waste manage-
ment;
develop innovative solutions to reduce the
volume and toxicity of the waste they pro-
duce and associated with their products;
and
ensure that global health strategies and
programs take into account health-care
waste management.

All concerned institutions and organizations
are invited to express their commitment to the
WHO core principles for achieving safe and
sustainable management of health-care waste
by writing to: hcwaste@who.int. WHO will
maintain a public listing of entities that
subscribe to the WHO core principles at:
http://www.who.int/water_sanitation_health/en/

Additional information on health-care waste
management can be found at:
www.healthcarewaste.org.”

Title: Physical interventions to inter-
rupt or reduce the spread of
respiratory viruses: systematic
review

Authors:  Jefferson T, Foxlee R, et al.

Date: 27 November 2007

Source: British Medical Journal
doi:10.1136/bm;.39393.510347.BE
Full text: http://www.bmj.com/cgi/
content/full/lbm;j.39393.510347.BEv1

Country:  Multiple

Abstract:

Objective: To systematically review evidence
for the effectiveness of physical interventions
to interrupt or reduce the spread of respiratory
viruses.

Data extraction: Search strategy of the Coch-
rane Library, Medline, OldMedline, Embase,
and CINAHL, without language restriction, for
any intervention to prevent transmission of
respiratory viruses (isolation, quarantine, so-
cial distancing, barriers, personal protection,
and hygiene). Study designs were randomised
trials, cohort studies, case-control studies, and
controlled before and after studies.

Data synthesis: Of 2300 titles scanned 138
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full papers were retrieved, including 49 papers
of 51 studies. Study quality was poor for the
three randomised controlled trials and most of
the cluster randomised controlled trials; the
observational studies were of mixed quality.
Heterogeneity precluded meta-analysis of
most data except that from six case-control
studies. The highest quality cluster random-
ised trials suggest that the spread of
respiratory viruses into the community can be
prevented by intervening with hygienic
measures aimed at younger children. Meta-
analysis of six case-control studies suggests
that physical measures are highly effective in
preventing the spread of SARS: handwashing
more than 10 times daily (odds ratio 0.45, 95%
confidence interval 0.36 to 0.57; number
needed to treat=4, 95% confidence interval
3.65 to 5.52); wearing masks (0.32, 0.25 to
0.40; NNT=6, 4.54 to 8.03); wearing N95
masks (0.09, 0.03 to 0.30; NNT=3, 2.37 to
4.06); wearing gloves (0.43, 0.29 to 0.65;
NNT=5, 4.15 to 15.41); wearing gowns (0.23,
0.14 to 0.37; NNT=5, 3.37 to 7.12); and hand-
washing, masks, gloves, and gowns combined
(0.09, 0.02 to 0.35; NNT=3, 2.66 to 4.97). The
incremental effect of adding virucidals or anti-
septics to normal handwashing to decrease
the spread of respiratory disease remains un-
certain. The lack of proper evaluation of
global measures such as screening at entry
ports and social distancing prevent firm con-
clusions being drawn.

Conclusion: Routine long term implementation
of some physical measures to interrupt or
reduce the spread of respiratory viruses might
be difficult but many simple and low cost inter-
ventions could be useful in reducing the
spread.

Title: Task Shifting: Global recommen-
dations and guidelines

Authors:  World Health Organization and US
President's Emergency Pan for
AIDS Relief (PEPFAR)

Date: January 2008

Source: http://iwww.who.int/healthsystems/
task_shifting/en/index.html

Country:  Global

WHO press release. 8 January 2008. Addis
Ababa, Ethiopia.
National health ministers, public health leaders
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and HIV/AIDS experts convene today at the
first-ever international conference on task
shifting to scale up access to HIV/AIDS treat-
ment and, at the same time, expand the
global health workforce. Task shifting is a
process whereby tasks are moved to less
specialized health workers to free up the time
of doctors and nurses, rapidly expanding the
number of health workers and making more
efficient use of current human resources in the
face of severe shortages. The conference is
hosted by the government of Ethiopia and co-
sponsored by the World Health Organization
(WHO), United States President's Emergency
Plan for AIDS (PEPFAR) and UNAIDS.

“Task shifting not only addresses the two inter-
linked emergencies of the health worker crisis
and the HIV/AIDS pandemic, but also offers
long-term potential for strengthening health
systems in a way that is consistent with the
current renaissance in primary healthcare ser-
vices,” said Dr Anders Nordstrom, WHO As-
sistant Director General, Health Systems and
Services. The conference opened with the
presentation of new WHO guidelines to assist
countries to implement task shifting. At least
57 countries — most of them in Africa — are
facing crippling health worker shortages. WHO
estimates that more than four million additional
health workers are needed to fill the gap glob-
ally.

Task shifting maximizes the role of primary
community-led health care, delivered closer to
patients by an integrated team of health care
professionals. “Doctors and nurses are
essential but countries cannot afford to wait
years while they complete their training,” said
Dr Nordstrdom. Training a new community
health worker, for example, takes between a
few months and a year depending on the com-
petencies required. This contrasts with three
or four years of training required for a nurse to
fully qualify, and up to eight years for a doctor.

The new guidelines have been developed by
WHO in collaboration with the United States
President's Emergency Plan for AIDS
(PEPFAR) and UNAIDS. They are part of a
larger WHO-led initiative called “Treat, Train
and Retain” that is focused on increasing
access to HIV/AIDS treatment and care. “A
major strength in the development of the
guidelines is the broad partnership, including
public health, political and professional
interests, that has gone into the process,” said
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Dr Thomas Kenyon, PEPFAR Principal
Deputy Coordinator and Chief Medical Officer.
“Country ownership, with the support of inter-
national and bilateral agencies, is vital to task
shifting being accepted, effective and sustain-
able.”

The guidelines are the result of 18 months of
consultation involving 167 top public health
and HIV/AIDS experts, and are based on
evidence from experience and detailed pro-
gramme evaluations in countries where task
shifting is already being implemented. “What
is important is that these guidelines build on
what is already in place with an aim to
ensuring quality of care, better motivating and
retaining health workers, and rapidly expand-
ing care and treatment to the poorest in a
safe, efficient and effective way,” said Michel
Sidibe, UNAIDS Deputy Executive Director.
Over the past few years, a number of
countries, including Ethiopia, Haiti, Malawi and
Uganda, have made progress implementing
the task shifting approach. Ethiopia, for
example, created new health worker cadres
and accelerated pre-service training of a
number of cadres.

More than 350 participants, including Ministers
of Health, representatives of UN agencies,
health professional associations, non-
governmental organizations, bilateral donors
and people living with HIV/AIDS will discuss
during the three-day conference what is
needed to implement the new guidelines, as
well as share experience and data.

Calendar of Events

In SafeHandS invites members to advise us
about any future events related to health care
worker safety which other members may be
interested to attend. Send an email to:
safehands@sesiahs.health.nsw.gov.au

The Society for Healthcare Epidemiology of
America, 18th Annual Scientific Meeting
5-8 April, 2008

Orlando, Florida, USA

“The mandates and challenges faced by
professionals in healthcare epidemiology to-
day require members of this community to

SafeHandS
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integrate science, cost containment realities,
theoretical threats, and local pressures into
our practice. The past several years have
brought new approaches and technologies as
well as higher standards to study and assess
the efficacy of infection control measures. The
18th Annual Scientific Meeting will join the
efforts and expertise of top clinicians,
scientists, and epidemiologists from around
the world to discuss the latest advances in
healthcare epidemiology practice, study, and
preparation. To bring you the most important
and relevant information, we have invited an
expert international faculty to address health-
care epidemiology issues within plenary,
symposia, workshop, and meet-the-consultant
formats. Our goal is to support SHEA's
mission for the promotion, development, and
application of scientific principles to healthcare
epidemiology to advance education, foster
safe healthcare environments, and improve
patient outcomes. Our program will provide
you with the very latest information, including
cutting edge updates on new and emerging
issues such as resistant tuberculosis,
problematic outbreaks, and cost-effective
infection control, as well as point-counter-point
discussions on controversial topics, and
reviews of the science and practice related to
longstanding issues of concern, such as anti-
biotic resistance, Clostridium difficile,
advances in epidemiologic methods, hand
hygiene, surveillance (including NHSN
updates,) and healthcare worker and patient
safety. Many of our expert invited speakers
are from outside North America and will
ensure these issues are addressed from a
global perspective.”

Abstract deadline closed 4 January 2008

For more information visit the website:
http:/www.shea-online.org/about/
annual_meeting_overview.cfm

35th Annual Conference, Association for
Professionals in Infection Control &
Epidemiology

15-19 June, 2008

Denver, Colorado, USA

“Please join APIC on June 15-19, 2008 at the
Colorado Convention Center in Denver to take
infection prevention and control to the next
level - Leading to New Heights!
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Why Attend?

LISTEN to and share ideas with infection pre-
vention and control colleagues from around
the globe.

LEARN from a broad variety of practical,
timely and relevant topics for the beginner,
intermediate, and very experienced ICP.

LEAD infection prevention and control into the
future with APIC.

APIC 2008 is designed to meet the educa-
tional needs of health care professionals,
including ICPs, quality and patient safety
professionals, epidemiologists, physicians,
nurses, microbiologists, clinical pathologists,
laboratory technologists and public health
practitioners and  other health care
professionals whose responsibilities include
the prevention of infection.”

Abstract deadline closed 16 January 2008

For more information visit the website:
http://conference.apic.org

13th International Congress on Infectious
Diseases (ICID)

19-22 June, 2008

Kuala Lumpur, Malaysia

“Sponsored by the International Society for
Infectious Diseases (ISID), a vibrant
organization committed to international health,
the meeting will continue the pattern of over-
whelming successes in recent years in Lisbon,
Cancun, Singapore, and Buenos Aires.

Our meeting in Kuala Lumpur hosted by the
Ministry of Health, Malaysia will again
welcome delegates from over 100 countries.
The program will include plenary talks by
world renowned experts in the science of
infectious diseases and important topics
critically presented by international luminaries
in our field. Moreover, there will be great
opportunities to spend time with leaders in the
field, exchange ideas and develop
collaborations with scientists from
distinguished Medical Centers around the
globe. All who are committed to the
prevention and control of infections in
developing countries will find this a compelling
meeting that should not be missed.”

Abstract deadline closed 15 February 2008
SafeHands
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For more information visit the website:
http://www.isid.org/13th_icid/index.shtml

XVII International AIDS Conference
3-8 August, 2008
Mexico City, Mexico

“AIDS 2008 will be the first International AIDS
Conference ever held in Latin America” and
“will provide many opportunities for the
presentation of important new scientific
research and for productive, structured dia-
logue on the major challenges facing the
global response to AIDS. Conference
organizers are developing a wide variety of
session types that meet the needs of various
participants and support collective efforts to
expand delivery of HIV prevention and treat-
ment to communities worldwide. Central to
many of these sessions will be the transfer of
knowledge and sharing of best practices.

In addition to the conference sessions there
are a number of activities, including satellite
meetings, exhibitions, the Global Village and
the Cultural Programme, that are integral to
delegates’ experience at the conference.”

“Key issues the AIDS 2008 Programme
(sessions and activities) will explore/address
include:
Health systems strengthening, service
models, integration with TB, SRH, co-
infections, maternal health, long-term care,
mental health, palliative care, drug resis-
tance, harm reduction, primary health care,
hepatitis C, etc.
Specific regional issues e.g. stigma; setting
regional policy agendas; using what is
gained and expanding to other regions
(south-south)
Synergy of treatment and prevention; treat-
ment as a tool for prevention (reducing viral
load and infectivity)
Respect and promotion of human rights
and gender equality as a framework for all
aspects of the response.”

Abstract deadline closed 19 February 2008

For more information visit the website:

http://www.aids2008.org

24

..Information, support and practical solutions to promote health care worker safety in the Asia Pacific



In SafeHandS

Hong Kong Infection Control Nurses'
Association: 3rd International Infection
Control Conference

30th August — 1 September, 2008

Hong Kong SAR, China

“Breakthrough in Infection Control”

Abstract submission deadline 15 June 2008

For more information visit the website:

http://www.hkicna.org/education.html

Australasian Society of HIV Medicine 20th
Annual Conference

17-20th September, 2008

Perth, Australia

Abstract submission deadline 23 May 2008
For more information visit the website:

http://www.ashm.org.au/conference

7th International Infection Control
Conference, Infection Control Society
17-18th December, 2008

Pakistan

For more information visit the website:
http://www.infectioncontrolsociety.org/index2.html
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