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Disclaimer

Unless stated otherwise,
opinions expressed in
this newsletter are those
of the identified author
and are not to be re-
garded as the official po-
sitions of SafeHandsS,
The Albion Street Centre
(ASC) or AusAID. Safe-
HandS accepts no re-
sponsibility for opinions
or information contained
in this newsletter. Safe-
HandS does not receive
any financial support or
contribution from any
commercial organisations
r ncies.
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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 ex-
perience in improving health care
worker safety in your workplace

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

is the official -

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

This issue focuses on: Education and
training

The next issue will be published in June
2009

Deadline for contributions — 21 May 2009

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:
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Rob Wilkins works in
the fields of adult learn-
ing and community de-
velopment in  public
health and trains health
care workers on issues
related to blood borne
viruses and alcohol and
other drugs. Rob has a
doctorate in education.

Dr Rob Wilkins

Attending training courses is a popu-
lar and well-used way of updating
health workers on evidence-based
practices, theories and policies that
continually shape our work. Some-
times the training experiences are
good: you enjoy the experience; you
can relate some of the theory or ideas
presented to your own work and you
get to meet up with colleagues from
other organisations or sectors.
Sometimes the training is less useful:
the trainer didn’t know of or draw on
the skills and expertise of participants
in the room; the curriculum didn’t ac-
knowledge the varied contexts and
complexities of our work settings, or
quite simply, the training was dull.
Although there are no foolproof for-
mulas for training, there are useful
educational philosophies, frameworks
and theories that can guide our ap-
proaches and help us work with the
complexities of bringing people to-
gether to facilitate learning that moves
beyond the training room setting and
into the world in which we live and
work.

There has a been a great deal of criti-
cism concerning the usefulness of
training as a primary strategy to
achieve such things as increases in
skills and knowledge, increases in
inter-professional problem-solving or
changes in values and attitudes back
in our work settings. The arguments
against training have focused on its
separateness from real work situa-
tions and a lack of understanding (or
measurement) about how well that
learning gets ‘transferred’ back to the
workplace. Etienne Wenger, a
teacher and advocate for extending
ideas of professional development out
of the classroom setting, acknowl-
edges that historically “our institutions
are largely based on the assumption
that learning is an individual process,
[and] that it is best separated from the
rest of our activities” (Wenger, E.
1996: 20). The problem is, the ‘rest of
these activities’ are thought to ac-

count for the bulk of our adult learn-
ing — including professional develop-
ment. In the 1990s, organisational
theorists began espousing that "it is
now recognised that by far the
greatest proportion — perhaps as
much as 90 per cent — of learning
occurs incidentally...through expo-
sure to the opinions and practices of
others also working in the same
context” (Matthews & Candy, 1999:
49). In other words, the bulk of our
learning occurs outside of the train-
ing room, informally, among our col-
leagues, friends and others we meet
along the way. How can we as edu-
cators or trainers take advantage of
all this informal learning that occurs
beyond our training rooms, when
training is the dominant approach to
our professional development?

Training courses can be opportuni-
ties to capture and learn from some
of this ongoing dialogue. Activities
that acknowledge and make use of
the expertise and skills in the room;
that involve participants in the devel-
opment of the curriculum and that
structure team problem-solving, are
just a few ways of encouraging par-
ticipation and critical reflection in the
training room. Importantly, they're
also ways to bring in discussions
about the outside world, where par-
ticipants work and socialise. These
activities influence the training cur-
riculum by acknowledging the im-
pacts of things going on outside of
the training room: organisational
issues, differences in geographical
and local regional settings and even
stories about critical incidents and
successes at work. All of these can
affect the implementation of policies
or practices outlined in a curriculum.
By drawing on participants’ profes-
sional experiences and expertise,
the curriculum becomes much more
tailored to the everyday complexities
of our work. I'll describe examples of
these activities in more detail.



Activities that make use of the ex-
pertise and skills in the room

Finding out about and making use of
expertise and skills in the training
room is essential if you are trying to
encourage dialogue and inter-
professional learning. Allow time for
introductions and try to guide the
process by posing a question about
who they are, where they work and
perhaps a more reflective question
about how their work roles relate to
the training topic. Build on these in-
troductions through the training. Di-
rect questions to people according to
their particular professions or roles or
pose questions to people who live
and work in particular regions. High-
light differences needed for the up-
take of a policy or piece of research
according to these varied perspec-
tives. And if possible, try to clarify
and encourage participants to speak
about their roles in relation to the
topic. This can be particularly useful
for primary health care teams or
other multi-disciplinary groups who
perform team-based or coordinated
care services.

Activities that involve participants

in the development of the curricu-
lum

Involve participants in the develop-
ment of the curriculum. Allow time for
small groups to tailor and contribute
to case studies. Provide a basic
framework involving:

a) an individual or population group,
b) the health issue (clinical, popula-
tion health or community concern for
example), and

c) the setting or region the issue is
located in.

Let the case studies become detailed
and complex and draw on the variety
of expertise and opinions in the
groups. Descriptions should provide
participants with a range of factors
that may impact on the individual or
population group. Tailoring case
studies results in a more challenging
and practitioner-centred curriculum —
one that acknowledges the work, set-
tings and roles (or actions) of practi-

tioners themselves.

Team problem-solving

Structure team problem-solving by
encouraging participants to include
their own questions in the case
studies. This can illuminate such
things as gaps or successes in ser-
vice provision, lack of clarity in un-
derstanding each other’s roles, as-
sets or resources of the patient or
population group, and a broader
awareness of how all these vari-
ables can impact on each other.
Team problem-solving also allows
participants to draw on and share
their particular expertise with the
group. Activities such as these can
also work towards enhancing com-
munication among clinical groups,
clarifying and coordinating roles
and building team approaches to
problem solving. Again, take advan-
tage of the informal learning that
has occurred in workplaces, com-
munity or clinical settings and en-
courage participants to share their
experiences and viewpoints when
problem-solving.

Working within the confines of a
training room does not restrict the
curriculum or educational activities
from drawing on the knowledge and
expertise that occurs beyond -in the
world in which we work and live. As
a trainer, this is often a more chal-
lenging approach, but one that can
lead to a more relevant and dy-
namic training experience.
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To help link and support members, we provide a profile of two of our SafeHandS members

Name: Dr. Pablo
C. Romakin

Title: Acting Chief
Medical Officer
Community
Health, Northern
Health Services,

Fiji

Contact Details: P.O. Box 104, Ro
Qomate House, Labasa, Fiji

Describe your current job.
Coordinate clinical and training ac-
tivities for subdivisional or district
hospitals, health centres and nurs-
ing stations in the northern division
of Fiji. |1 am also the medical officer
in-charge of the Labasa reproduc-
tive health clinic that looks after HIV
and STI patients.

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

| am a graduate of doctor of medi-
cine with special training in public
health, epidemiology and HIV medi-
cine.

What do you like most about your
job?

Doing disease surveillance activities
and training for staff.

What do you like least about your
job?

None. | learned to like all the things
about my job.

What does health care worker
safety mean to you?

Ensuring that all health care work-
ers are protected from getting in-
jured or acquire illness through pro-
vision of protective equipment,
proper use of technology and envi-
ronmental controls.

What are you reading at the mo-
ment?

“Miracle Cure” a novel by Michael
Palmer.

What are you currently listening
to?
Country music.

What is your favourite saying?
Success is not built overnight; it
takes time to nurture — a Chinese
proverb.

Name: Dr Lalji K
Verma

Details: email

Contact
lalji.lkv2007@gmail.com ,

lkverma@medwasteind.org

Describe your current job.
President, Indian Society of Hospi-
tal Waste Management (ISHWM) —
A scientific society registered un-
der Society Registration Act (same
as for an NGO)

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

Retired from the post of Director
General of Medical Services of
Indian Air Force in the rank of Air
Marshal in August 2002. | have
been active in the field of biomedi-
cal waste management since last
about 10 years.



What do you like most about
your job?

It is a societal responsibility. | like to
contribute in whatever capacity |
can, and it provides a platform for
airing my ideas and contributions
for the benefit of the society.

What do you like least about
your job?

The slow pace at which changes for
the better are taking place in India —
my country, and perhaps in South
East Asia.

What does health care worker
safety mean to you?

Workers in healthcare have to per-
form patient related activities and
most of the time they are exposed
to infectious waste or procedures
which may expose them to bio-
medical waste during the course of
their duty. Degree of safety precau-
tion one takes will depend upon
level of awareness, educational
background, pre exposure prophy-
lactic measures etc. Thus it is obvi-
ous that nursing staff and waste
handlers are at greatest risks
amongst healthcare workers -
nursing staff as they remain in pa-
tient contact the maximum, and the
waste handlers since they are
charged with the duty to remove the
waste for treatment and disposal.
Infection contracted in hospital may
be far more dangerous since it may
be due to mutated variants. Infec-
tion can spread in the community
through infected healthcare worker.
Hence it will be in the interest of the
society at large to take better care
of biomedical waste.

What are you reading at the mo-
ment?

‘The Proudest Day’ by Antony Read
and David Fisher.

What are you currently listening
to?
TV News.

What is your favourite saying?
“Protect Environment to Protect
Yourself”

“Money not spent is not always
money saved”

Gary Wright

From time to time when writing arti-
cles/emails etc there comes a point
when you have to enter a URL for
a specific reference and the URL is
incredibly long. For example:
http://www.garywright.com.au/
isanIT guru/
forthealbionstreetcentre/
whoiscurrentlyupdatingthe/
safehands/newsletter/
for_March2009

Obviously, the above link is not to
an actual website but just inserted
as an example. Now you can see
that it is a fairly long URL.

There are a number of sites on the
internet which allow you to shorten
down a URL to something simple
like

http://tinyurl.com/c80d9a.

In the last issue of SafeHandS |
shortened down a number of URLS
using Tiny URL (http://tinyurl.com/)

Creating a small URL using Tiny
URL is quite simple. Copy the
original website link and the go to
the Tiny URL website and paste
the link in to the space provided
and then click MAKE TINY URL. In
an instant your URL has been
shortened and you will be pre-
sented with a new URL that you
can paste in to any document or
email.




Jeffrey Sheather
(Senior Health Educa-

tor/Education Man-

ager) has been working
at the Albion Street
Centre for nearly

twelve years, with ex-
perience both in Aus-
tralia and internation-

ally. He facilitates and

teaches on many edu-
cation/training courses
in HIV/AIDS and sex-
ual health, includ-

ing Train the Trainer.

He has been involved
in education and train-

ing, with both children

and adults, for more
years than he cares to
remember!

The development of successful train-
ers is essential if the learning needs
of organisations are to be met. The
successful operation of agencies,
health care facilities and other organi-
sations depends on keeping staff up-
to-date and skilled in the latest con-
cepts, techniques and information.
Mastering knowledge is essential and
using the most efficient and effective
processes is critical.

Organisations can achieve these re-
quirements through a number of
methods, one of the main ones being
training and learning programs. Staff
however need the correct skills to
conduct and co-ordinate training and/
or learning. Far too many ‘education
sessions’ are simply lectures focused
on the ‘teacher’ (usually consisting of
just Power Point slides) with little or
no involvement of those being trained.
Often there is little evidence of any
planning or of any knowledge of the
principles of adult education. Bore-
dom and irrelevance are common re-
actions to this type of ‘teaching’. Many
staff may be unwilling to pass on their
knowledge and skills because they
feel ill-equipped to do so and are lack-
ing in confidence. Train the Trainer
programs (also known as Training of
Trainers) provide the most appropri-
ate and educationally relevant range
of skills and knowledge.

Developing training skills is also, inci-
dentally, one of the best forms of
management development as they
focus on human communication and
relationships. The ability to pass on
skills and knowledge is an essential
feature of managing others. Train the
Trainer is not just for education staff
but applies to all levels of staff.

The content and format of Train the
Trainer courses are as diverse as the
people and the organisations they
serve, but each course should be
based on specific training needs.

Jeffrey Sheather

However the typical content of a
course would cover assessment of
needs, training design and planning,
preparing training material, presen-
tation and evaluation.

Why run Train the Trainer courses?
The answers to that are that they
increase the involvement and com-
mitment of staff to training and pass-
ing on of their skills and knowledge
by giving them training skills and
confidence; they increase the pool
of knowledgeable and skilled staff;
they spread the workload; they are a
very cost effective use of financial
and human resources and, probably
most importantly, they train the staff
in best practice in delivering educa-
tion and training programs — no
more irrelevant or boring education
sessions — hurrah!

It is important that the participants
involved in a Train the Trainer
course be selected carefully, in that
they should be able to provide sub-
sequent training to the staff. In prac-
tice this means that they must be
able to access the time and re-
sources for training; be assessed as
a competent trainer and, as a peer
educator, be credible to the target
group. It is also important that they
are already skilled and experienced
in what they are teaching their
peers. Programs which attempt to
give beginners new knowledge and
skills and also prepare them to train
others rarely work. Successful train-
ers are those who are confident in
the subject they are teaching.

It is usually too stressful for partici-
pants to ask them to learn new
information and skills at the same
time as learning how to be a
trainer and pass on those skills
without having practised them.



The content of any Train the
Trainer course may vary according
to the organisation and the staff be-
ing trained, but there are core com-
petencies which need to be cov-
ered in any course. These are prin-
ciples of adult learning; planning
(aims and objectives); presentation
skills; the correct use of available
educational technology or teaching
aids and evaluation of training/
education sessions. The methodol-
ogy of the course should encom-
pass all the different ways in which
students learn from didactic teach-
ing through to discussions, small
group work and experiential learn-

ing.

Train the Trainer courses are a
valuable and efficient means of
equipping staff to pass on their
skills and knowledge within an or-
ganisation and if done well they can
be an important component of the
overall education and training strat-
egy of any organisation.

Maggy Tomkins

What do you think of when you con-
sider staff training? In the past it may
have been: getting everyone together
in a nice room, inviting a local, na-
tional, or international expert to
speak, catering for morning tea and
lunch, and hoping the staff will gain
new knowledge or skills and be moti-
vated to implement what they have
learnt. The staff who attended will
have done some good networking,
will have a certificate to add to their
professional portfolio, but are not
really sure how to put what they have
learned into practice and don’t know
who to ask now that the expert trainer
has left. There is nothing to show
whether the resources spent on train-
ing have had any positive impact on
service delivery.

The Global Health Workforce Alli-
ance (GHWA) was launched in May
2006 to address the extreme world-
wide shortage of health workers. It
aims “to help countries improve the
way they plan for, educate and em-
ploy health workers.” One of the five
strategies identified to achieve this
is: “Developing innovative ap-
proaches to teaching in developing
countries with state-of-the-art teach-
ing materials and continuing educa-
tion through information and commu-
nications technology.™

A new GWHA Task Force report on
scaling up education and training for
health workers recommends using
innovative teaching approaches to
both produce new health workers
and to improve the competencies
and skills of existing workers to meet
the future health needs of their coun-
tries. 2

Training of health workers needs to
be seen as a whole system, which
encompasses far more than just the
actual training period. It needs to be
cost effective, sustainable and show
results in improvement of patient
care and/or reducing attrition of
health workers.

This is a suggested set of steps for
an effective and sustainable training
system. Each is explained below.

Need or skills deficit identified
Infrastructure in place to be

able to implement skKills
learned
Monitoring and evaluation
system

Preparation for training
Training of participants
Practice with mentoring and
peer support

Review

Train the trainers

Support new trainers




Need or skills deficit identified
Motivation is a recognised principle of
adult learning. In practice it means
that to train adults successfully they
must have a reason and a desire to
learn. Training must therefore be re-
lated to something for which a need
has been identified — either by man-
agers or the staff themselves. Tech-
nigues such as the clinical practice
improvement model (discussed in this
newsletter in volume 2, issue 3, June
2007) are ideal for helping staff to
identify problems and skill deficits.

Infrastructure in place to be able to
implement skills learned

It often happens that staff are trained
and then cannot implement what they
have learned because of deficits in
the system. It may be that resources
have not been allocated, necessary
equipment has not arrived, new poli-
cies have not been written, managers
have not been consulted, or too many
people have been trained so there are
delays before they can practise their
skills. As well as being a waste of the
resources allocated for the training,
this leads to frustration for staff and
reluctance to participate in future
training. It is important to ensure that
everything is in place for new skills to
be practised and implemented before
training starts.

Monitoring and evaluation system
Following a monitoring and evaluation
(M&E) plan will mean accountability
for resources spent on training and
the availability of data to demonstrate
whether the training had an impact on
care delivery or staff attrition and pro-
vided value for money. However, the
M&E plan needs to be developed at
the planning stage, not once training
has commenced.

Often evaluation is just of the training
course — which is a measurement of
process or output. This is important
and should be done to inform how
future training may be improved.
However, it is also important to evalu-
ate the outcomes and impact of train-
ing. These are what indicate the ef-
fectiveness of the training in meeting
objectives (usually related to improve-

ment in patient care or occupational
health and safety.) This is an ongo-
ing activity as impact evaluation will
not start until perhaps one year or
more after the initial training.

Preparation for training

Preparation by the trainer is essen-
tial for interesting and effective train-
ing sessions. Not just preparation of
the content to be taught but context
specific preparation which takes into
account individual participant factors
such as skills, expertise, position
and location. (See the Editorial by
Dr Rob Wilkins in this issue of the
newsletter.) However, there is also
an advantage in preparing the par-
ticipants. It is much easier for every-
one if the participants have similar
levels of knowledge at the beginning
of the training. Some trainers have
always sent out questionnaires or
prerequisites before a course starts,
but this is easier now with online
training tools (discussed in the last
issue of this newsletter). Participants
can use an interactive self study
module before training begins to
make sure they have the required
baseline knowledge.

Training of participants

The editorial and article on Train the
Trainer in this issue of the newslet-
ter both discuss ways to deliver
meaningful training. Training should
not be limited to a facilitator-led
classroom approach. The GWHA
report, Scaling up, saving lives, rec-
ommends in-service training should
be at a pace and in a style that re-
flects the health needs of the popu-
lation. 2 Many different methodolo-
gies are available and useful, for
example, e-learning, problem based
learning, case studies, clinical
teaching, field work, individual or
small group research, group discus-
sions (in person or online), reflective
diaries, or focus groups.



Practice with mentoring and peer
support

The GWHA report, Scaling up, saving
lives, emphasises that health worker
training has traditionally been over-
theoretical and not relevant enough
to actual health work practice. 2

This is not a new concept. Twenty
five years ago, Dr Patricia Benner,
drawing on the Dreyfus model of
skills acquisition,® proposed that ex-
pert nurses become skilled in patient
care over time through practical
knowledge and clinical experience,
rather than abstract knowledge.* The
process from novice to expert is fa-
cilitated by experienced mentors who
provide guidance and reflection to
make experiences more meaningful.
It is also useful to form ongoing
groups of participants for peer sup-
port during the practice and early im-
plementation period, especially if the
skill they are learning is new to the
service.

Training participants need this prac-
tice time to consolidate what they
have learnt and slowly become ex-
perts who can in turn pass on knowl-
edge to another set of trainees.

Review

Once the participants have had time
to practise implementing what they
have learnt, they usually benefit from
some reflection and review. This
maytake the form of additional train-
ing if they identify specific areas of
deficit. It may be a peer- or facilitator-
led session where they report back
and reflect on their experiences in
implementing what they have
learned. It could also take the form of
an online discussion facilitated by the
trainer. This is a good way to main-
tain contact with and support from a
trainer who is no longer on-site. Pro-
viding this ongoing support is more
likely to lead to implementation of
what has been learned and overall
staff development.

Train the trainers

Once a core group have mastered
the skills being taught, the training
can be made sustainable by training
a group to become trainers and pass
on the skills.

The previous article gives some per-
spectives on successful “train the
trainer” courses. A key point is that
not everyone who has been through
training will be suitable to train as a
trainer.

Only staff who are expert and experi-
enced enough and who have the
opportunity and management sup-
port to provide training should be
selected. It also helps if they have
their own motivation, dedication,
passion and desire to train others

Support new trainers

The new trainers are also practising
a new skill, so need to receive the
same follow up, support, mentoring
and review provided after the original
training.

What do you think of when you con-
sider staff training? Hopefully it is a
coordinated system to support and
develop staff to keep them safe and
improve patient care.
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First grants awarded

We are pleased to announce the
recipients of the first two grants
awarded under the SafeHandS
Health Care Worker Safety Small
Grants Scheme. These grants of
AU$5,000 are for projects to be car-
ried out from April to June 2009.
The final reports will be submitted in
August 2009.

Organisation
Lautoka Hospital

Contact person
Margaret Leong

Location
Lautoka, Fiji

Project title

To increase the rate of compliance
to using eye shields and knowl-
edge of standard precautions
amongst healthcare workers in the
operating and labour/delivery
rooms.

Organisation
Samoa Safe Clinic, Samoa AIDS
Foundation

Contact person
Ken Moala

Location
Apia, Samoa

Project title

Niu life safety rules for health care
workers. Workshop and activities
for health care workers on Univer-
sal Precautions, immunisation,
personal protective equipment and
post exposure management

Expressions of interest for the next
grants (for 2009-2010) will be re-
guested soon. If you would like an
application form or more informa-

tion, please email SafeHandS at
safehands@sesiahs.health.nsw.gov.au

Recently got email access?
Changed your email address?

If you received this newsletter in the
post, it means you have not supplied
your email address or that the one
you supplied is no longer working.
Please help to keep our postage
costs down by letting us know if you
get access to email or if your ad-
dress changes.

Email access means your copy of
the newsletter 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 mem-
bers and receive

up to date information by email.
Just email us at: safe-
hands@sesiahs.health.nsw.gov.au




Community and Hospital Infection Control Associatio n — Canada: 2009
National Education Conference
9 — 14 May, 2009, St. Johns, Newfoundland Labrador, = Canada
Solid Foundations...Shifting Horizons
Infection Prevention and Control (IP&C) is based on a solid foundation of
knowledge, skills and practice. All health care workers must be constantly
updated their foundation as microorganisms and environments change and
new knowledge and technologies emerge.
The 2009 Education Program will address core topics in IP&C while updat-
ing ICPs on
science, methods and technology, and providing new ideas. The objectives
of the 2009
National Education Conference are:
To provide educational opportunities to improve practice for all ICPs,
regardless of practice setting or level of experience.
To provide a forum for the exchange of ideas related to the science
and practice of IP&C.
For more information visit the website:
http://www.chica.org/conf registration.html

Association for Professionals in Infection Control and Epidemiology
(APIC) Annual Conference

7-11 June, 2009, Fort Lauderdale, Florida, USA

Abstract submissions closed on 19 December

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

Asia Pacific Society of Infection Control, 4 ™ International Congress

5 —9 July 2009, Macau SAR, China

“Controlling Infection for Safer Hospital and Safer Community”, the theme of
the Congress, explains a close connection between hospital and commu-
nity. The organizing committee is delighted to hold this international infection
control congress co-jointly with the Asia-Pacific Society of Infection Control.
This congress offers the delegates great opportunity to meet leading speak-
ers from all over the world who will share excellent thoughts, experience and
scientific information in this field.

For more information visit the website: http://www.apsic2009.org

The 5th International AIDS Society Conference on HI  V Pathogenesis,
Treatment and Prevention

19 — 22 July, Cape Town, South Africa

As the fifth conference in this series, IAS 2009 will continue its strong em-
phasis on basic, clinical and biomedical prevention science. However, for
the first time, the scientific programme also will include a fourth track on Op-
erations Research. This newest feature underscores one of the defining
characteristics of the IAS conference: to examine how scientific advances
increase knowledge and are instrumental, through very practical ways, to
reach populations which need new and improved methods to prevent, treat,
and effectively confront the epidemic.

Abstract submissions closed on 25 February

For more information visit the website: http://www.ias2009.org




The 9" International Congress on AIDS in Asia and the Pac ific

9 — 13 August, 2009, Nusa Dua, Bali, Indonesia

The Theme of the 9th ICAAP is "Empowering People, Strengthening Net-
works". The 9th International Congress on AIDS in Asia and the Pacific in
Bali in August 2009 aims to address, among others, issues of mobility, mi-
gration, as well as gender and people with disabilities in order to empower
the people and strengthen networks to effectively respond to AIDS.

Abstract submissions closed 31 January

For more information visit the website: http://new.icaap9.org

Australasian HIV/AIDS Conference 2009 (21st Annual  Conference of

the Australasian Society for HIV Medicine)

9 — 12 September 2009, Brisbane, Australia

The Australasian HIV/AIDS Conference 2009 was previously called the
ASHM Conference. This new name reflects how the conference is now a
strong National and Regional meeting and the content of the meeting.

The ASHM Conference brings together the range of disciplines involved in
HIV Management including Basic Science, Clinical Medicine, Community
Programs, Education, Epidemiology, Nursing and Allied Health, Policy, Pre-
vention, Primary Care, Public Health and Social Research. The conference
will include sessions on HIV and co-infection with Sexual Health, Hepatitis
and other related diseases.

Abstract submissions close 22 May

For more information visit the website:

http://www.hivaidsconference.com.au

10th International Federation of Infection Control (IFIC) Congress
October 8-11, 2009, Vilnius, Lithuania
For more information visit the website:
http://www.theific.org/conferences.asp

Do you have any training stories or resources?

If you have any experiences, research, or resources that
others may be interested in please send them to us.

safehands@sesiahs.health.nsw.gov.au.

Fax: + 61-2 9380 6572
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[HIV and the nursing professional in face of needle  stick accidents]
Article in Portuguese
Vieira M, Padilha M

Revista da Escola de Enfermagem da USP 2008 Dec;42(4):804-10
Brazil

The goal of this study was to identify the scientific production about
work-related needlestick accidents among nursing professionals involv-
ing HIV-contaminated biological material, as well as to characterize the
pre-existing factors to such accidents, such as procedures occurring
after the exposure to potentially HIV-contaminated needlestick material.
This is a literature review, whose bibliographic search for keywords
was carried out within the LILACS databases from the year 2000 on-
ward. This study confirms that pre-existing factors for the occurrence of
work-related needlestick accidents are related to work conditions as
much as to individual conditions. In face of these accidents, the nursing
workers need to know the conducts concerning post-exposure to po-
tentially HIV-contaminated needlestick material. We conclude that the
adoption of standardized precautions when working in healthcare is a
fundamental condition for worker safety, independently of their area of
expertise, given the increasing number of HIV cases.

Percutaneous injuries correlates in the nursing tea m of a Brazilian
tertiary-care university hospital
Canini S, Moraes S, Gir E, Freitas |

Revista Latino-Americana de Enfermagem 2008 Sep-Oct;16(5):818-23
Brazil

The study aims to identify percutaneous injuries correlates in the nurs-
ing team from a Brazilian tertiary-care hospital. A case-control study
was conducted from January 2003 to July 2004, including 200 cases
and 200 controls. Cases and controls were paired by gender, profes-
sional category, and work section. To evaluate the relationship be-
tween potential risk/protective factors and the outcome, odds ratios
were estimated, using multivariate logistic regression methods. The
results shown six predictors of percutaneous injuries: "recapping nee-
dles" (OR 9.48; CI(95%): 5.29-16.96); "hours worked per week > 50
hours" (OR 2.47; CI(95%): 1.07-5.67); "years in nursing practice < 5
years" (OR 6.70; CI(95%): 2.42-18.53); "work shift in night" (OR 2.77;
CI(95%): 1.35-5.70); "low self evaluation of risk" (OR 10.19; CI(95%):
3.67-28.32) and "previous percutaneous injuries" (OR 3.14; CI(95%):
1.80-5.48). The results support the recommendation of applying effec-
tive strategies to prevent percutaneous injuries in the nursing team
working on tertiary-care institutions.
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Personal protective equipment in health care: Can o nline infection
control courses transfer knowledge and improve prop er selection
and use?

Hon C-Y, Gamage B, Bryce E, LoChang J, Yassi A, Maultsaid D, Yu S

American Journal of Infection Control 2008 36(10): €33-e37
Canada

We used observational evaluation to assess the ability of an online
learning course to effectively transfer knowledge on personal protective
equipment (PPE) selection and removal. During orientations for new
hospital staff, 117 participants applied either airborne, droplet, or con-
tact precautions in mock scenarios. Postcourse, all 3 scenarios demon-
strated improvement in PPE sequence scores (P = .001); moreover,
hand hygiene also was more frequent during both donning and doffing
of PPE (P < .001).

Preventing healthcare workers from acquiring influe nza
Ng T, Lee N, Hui S-C, Lai R, IpM
Infection Control and Hospital Epidemiology 2009 Mar; 30 (3):292-295

China (Hong Kong)

Our survey of 133 on-duty medical ward nurses showed that, during
peak influenza season, 30 (23%) developed an influenza-like illness,
despite wearing a mask at work. Suboptimal adherence to standard
precautions, such as the use of a face shield (odds ratio, 3.56) during
high-risk procedures, and failure to receive influenza vaccination (odds
ratio, 4.82) were independent risk factors, adjusted for household con-
tacts
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Cohort study of adherence to correct hand antisepsi s before and
after performance of clinical procedures
Laustsen S, Lund E, Bibby B, Kristensen B, Thulstrup A, Kjglseth

Infection Control and Hospital Epidemiology 2009 Feb;30(2):172-8
Denmark

Obijective: To investigate the rate of adherence by hospital staff mem-
bers to the correct use of alcohol-based hand rub before and after per-
formance of clinical procedures. DESIGN: A cohort study conducted
during the period from 2006 through 2007 and 2 cross-sectional stud-
ies conducted in 2006 and 2007. Setting: Arhus University Hospital,
Skejby, in Arhus, Denmark.

Participants: Various hospital staff members. METHODS: Following an
ongoing campaign promoting the correct use of alcohol-based hand
rub, we observed rates of adherence by hospital staff to the correct use
of alcohol-based hand rub. Observations were made before and after
each contact with patients or patient surroundings during 5 weekdays
during the period from 2006 through 2007 in 10 different hospital units.
A logistic regression model was used to estimate the rate of adherence
to the correct use of alcohol-based hand rub before and after perform-
ance of a clinical procedure.

Results: A total of 496 participants were observed during 22,906 oppor-
tunities for hand hygiene (ie, 11,177 before and 11,729 after clinical
procedures) that required the use of alcohol-based hand rub. The over-
all rates of adherence to the correct use of alcohol-based hand rub
were 62.3% (6,968 of the 11,177 opportunities) before performance
and 68.6% (8,041 of the 11,729 opportunities) after performance of
clinical procedures. Compared with male participants, female partici-
pants were significantly better at adhering to the correct use of alcohol-
based hand rub before performance (odds ratio [OR] 1.51 [95% confi-
dence interval {Cl}, 1.09-2.10]) and after performance (OR, 1.73 [95%
Cl, 1.27-2.36]) of clinical procedures. In general, the rate of adherence
was significantly higher after the performance of clinical procedures,
compared with before (OR, 1.43 [95% ClI, 1.35-1.52]). For our cohort of
214 participants who were observed during 14,319 opportunities, the
rates of adherence to the correct use of alcohol-based hand rub were
63.2% (4,469 of the 7,071 opportunities) before performance and
69.3% (5,021 of the 7,248 opportunities) after performance of clinical
procedures, and these rates increased significantly from 2006 to 2007,
except for physicians.

Conclusion: We found a high and increasing rate of adherence to the
correct use of alcohol-based hand rub before and after performance of
clinical procedures following a campaign that promoted the correct use
of alcohol-based hand rub. More hospital staff performed hand hygiene
with alcohol-based hand rub after performance of clinical procedures,
compared with before performance. Future campaigns to improve the
rate of adherence to the correct use of alcohol-based hand rub ought
be aware that certain groups of hospital staff (eg, male staff members)
are known to exhibit a low level of adherence to the correct use of alco-
hol-based hand rub.
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Study of blood contact in simulated surgical needle stick injuries
with single or double latex gloving
Wittmann A, Kralj N, Kéver J, Gasthaus K, Hofmann F

Infection Control and Hospital Epidemiology 2009 Jan;30(1):53-6
Germany

Obijective: Needlestick injuries are the most common injuries that occur
among operation room personnel in the health care service. The risk of
infection after a needlestick injury during surgery greatly depends on
the quantity of pathogenic germs transferred at the point of injury. The
aim of this study was to measure the quantity of blood transferred at
the point of a percutaneous injury by using radioactively labeled blood.

Design: This study was conducted to evaluate the risk of infection
through blood contact by simulating surgical needlestick injuries ex
vivo. The tests were conducted by puncturing single and double latex
gloves with diverse sharp devices and objects that were contaminated
with Technetium solution-labeled blood.

Results: A mean volume of 0.064 muL of blood was transferred in
punctures with the an automatic lancet at a depth of 2.4 mm through 1
layer of latex. When the double-gloving indicator technique was used, a
mean volume of only 0.011 muL of blood was transferred (median,
0.007 muL); thus, by wearing 2 pairs of gloves, the transferred volume
of blood was reduced by a factor of 5.8.

Conclusions: The results revealed that double gloving leads to a signifi-
cant reduction in the quantity of blood transferred during needlestick
injury.

Needle stick injuries in a tertiary care hospital

Jayanth S, Kirupakaran H, Brahmadathan K, Gnanaraj L, Kang G
Indian Journal of Medical Microbiology 2009 Jan-Mar;27(1):44-7
India

Background: Accidental needle stick injuries (NSIs) are an occupational
hazard for healthcare workers (HCWSs). A recent increase in NSls in a
tertiary care hospital lead to a 1-year review of the pattern of injuries,
with a view to determine risk factors for injury and potential
interventions for prevention. We reviewed 1-year (July 2006-June
2007) of ongoing surveillance of NSls.

Results: The 296 HCWs reporting NSIs were 84 (28.4%) nurses, 27
(9.1%) nursing interns, 45 (21.6%) cleaning staff, 64 (21.6%) doctors,
47 (15.9%) medical interns and 24 (8.1%) technicians. Among the staff
who had NSls, 147 (49.7%) had a work experience of less than 1 year
(P n=230, 77.7%). In 73 (24.6%) of the NSls, the patient source was
unknown. Recapping of needles caused 25 (8.5%) and other improper
disposal of the sharps resulted in 55 (18.6%) of the NSIs. Immediate
post-exposure prophylaxis for HCWs who reported injuries was pro-
vided. Subsequent 6-month follow-up for human immunodeficiency
virus showed zero seroconversion.

Conclusion: Improved education, prevention and reporting strategies
and emphasis on appropriate disposal are needed to increase occupa-
tional safety for HCWs.
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Unsafe injection practices in Gujarat, India

Pandit N, Choudhary S

Singapore Medical Journal 2008 Nov;49(11):936-9
India

Introduction: The objective of this study was to obtain comprehensive data
on injection practices, especially about safety issues, among health ser-
vices providers and residents in the Anand district of Gujarat, India.
Methods: The study was a cross-sectional study. Stratified random sam-
pling method was used to select primary healthcare facilities, and the field
method of randomisation was used to select families in the general popula-
tion in the catchment areas of the selected health facilities. Thus, 182
health facilities and 510 families (2,080 population) were covered in the
study.

Results: Almost 77 percent of service providers had unsafe injection prac-
tices, including the use of a boiling pan for sterilisation, recapping of nee-
dles and exposure to body fluids. The proportion of unsafe injection prac-
tices was higher among Government health service providers. The preva-
lence of needle stick injuries (NSI) among service providers was 52.2 per-
cent and the annual incidence of NSI was 19 percent. 21.6 percent of the
population studied had received one or more injections in the past one
year, and the average number of injections per head per year in the pre-
sent study was 0.2.

Conclusion: The study revealed a high proportion of unsafe injection prac-
tices in the district studied, but a low average number of injections per
head per year in the community. Serious issues regarding injection safety
need to be addressed urgently. There is a need to develop local guidelines
for injection usage and implement a community- based educational pro-
gramme for the people.

Evidence of hepatitis C virus-specific interferon g amma-positive T
cells in health care workers in an infectious disea  se department
Perrella A, Grattacaso S, d'Antonio A, Atripaldi L, Sbreglia C, Gnarini M,
Conti P, Vecchiet J, Perrella O.

American Journal of Infection Control 2009 Jan 18 [Epub ahead of print]

Italy

Background: Few studies are available on possible hepatitis C virus (HCV)
-specific T- cell immune response in health care workers (HCWs) involved
in the care of patients with HCV infection. We aimed to investigate whether
a HCV-specific interferon (IFN)-gamma T-cell response, known to be in-
volved in infection resolution, was present in those HCWs involved in the
management of patients with persistent HCV infection.
Methods: Our study involved 30 subjects, classified as group A (20
consecutive patients, 16 males and 4 females, with histologically proven
chronic hepatitis), or group B (10 HCWs, 7 males and 3 females, with at
least 7 years of health care experience and HCV-RNA and anti-HCV nega-
tive). As a control group, we used 10 blood samples from healthy donors at
a blood donor center (group C). HCV-RNA was measured by real- time
polymerase chain reaction. Blood samples (at least 35 mL) were collected
from all group A and group B subjects in our hospital. Specific IFN-gamma
was stimulated with HCV pool peptides (core, 2 mug/mL), with influenza
Mp peptides used as a positive control.

Results: Levels of HCV-specific IFN-gamma-positive cells were higher in
the HCWs (group B) compared with the infected patients (group A) and
healthy blood donors (group C) (Mann-Whitney U test, P < .001).
Conclusion: A clinically silent persistent exposure to HCV, through some
as-yet undetermined mechanism, may induce a virus-specific IFN-gamma-
producing CD8(+) T-cell response in healthy aviremic HCWs. This finding-
suggests that possible unapparent parenteral routes may stimulate hostde-
fenses with no evidence of hepatitis.
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Compliance with standard precautions among operatin g room nurses
in South Korea

Jeong |, Cho J, Park S

American Journal of Infection Control 2008 Dec; 36(10): 739 - 42
South Korea

Background: Standard precautions are widely adopted to prevent the
transmission of bloodborne pathogens among health care workers. There
is no system to monitor compliance with standard precautions among
health care workers, and few studies have been done to identify the level
of compliance with standard precautions among health care workers in
South Korea.

Objectives: This study aimed to determine the level of compliance with and
education on standard precautions among operating room nurses in South
Korea.

Methods: A cross-sectional survey was done with 158 operating room
scrub nurses from 7 general hospitals that each had 500 beds or more in
Busan, South Korea, from April to May 2006. Data were collected using
self-administered questionnaires on compliance with double gloving, using
protective eyewear, and no recapping of needles.

Results: Twelve percent (19/158) of the participants always used double
gloving, 2% (3/158) always used protective eyewear, and 10% (15/158)
always practiced not recapping used needles. All hospitals investigated in
the study had regular educational programs lasting less than 1 hour on the
control of hospital infection for new employees. Only 1 hospital has pro-
vided on the job training on the infection control for current operating room
nurses.

Conclusion: Operating room nurses in this study rarely complied with stan-
dard precautions, especially with using protective eyewear. Training on a
more regular basis should be established to increase the compliance with
standard precautions among operating room nurses in South Korea.

Incidence of ambulatory care visits among female nu rsing staff in
Taiwan: a claim data-based retrospective cohort ana  lysis
Huang |, Yang C, Sung F, ChenH, Li C

Journal of Clinical Nursing 2008 Nov 20 [Epub ahead of print]
Taiwan

Aims: To investigate the incidence of ambulatory care visits among female
nursing staff in Taiwan. Background. Literature frequently indicates in-
creased risks of needlestick injury and musculoskeletal disorders among
practicing nurses. With increased workload in the healthcare system, nurs-
ing staff could also be vulnerable to other diseases.

Design: A retrospective cohort study design including 27,624 female nurs-
ing staff with a contract with Taiwan's National Health Insurance (NHI) pro-
gramme between 2001-2004.

Methods: Information on ambulatory care visits was retrieved from the NHI
claim data. Comparison groups included other female medical personnel
and active non-medical working women. Incidence rates of ambulatory
care visits were calculated using person-year approach. Rate ratio ad-
justed for potential confounders was estimated from the Poisson regres-
sion model.

Results: The nurse cohort developed a total of 781,352 ambulatory care
visits, representing an incidence rate of 85,285/10(4) person-years. Com-
pared with the other female medical personnel, female nurses had signifi-
cantly elevated incidence of genitourinary [adjusted rate ratio (ARR) =
1.20], circulatory (ARR = 1.14), mental (ARR = 1.12), infectious/parasitic
diseases (ARR = 1.11) and pregnancy/birth complications (ARR = 1.07).



Significantly increased incidence sustained for both infectious/parasitic diseases and
pregnancy/birth complications as the nurse cohort was compared with the active non-
medical working women. The nurses, on the contrary, had significantly lower ARRs than
the comparison groups of neoplasm, injury, metabolic, respiratory, digestive and muscu-
loskeletal diseases.

Conclusions: Female nurses had increased incidences of certain types of systemic ill-
ness when compared with other medical personnel and with women working outside of
the health industry. Whether the findings found in this study were region specific or
could be applicable to other nations, requires further investigations. Relevance to clinical
practice. Policy makers and hospital administrators must not overlook nurses' potentially
unseen health problems. A mandatory periodical physical examination for nursing staff
must be considered.

Title HIV prone occupational exposures: Epidemiology and factors associ-
ated with initiation of post-exposure prophylaxis
Author Zenner D, Tomkins S, Charlett A, Wellings K, Ncube F

Source Journal of Epidemiology and Community Health 2009 Feb 2 [Epub ahead
of print]
Country United Kingdom

Abstract  Background: Occupational exposures to bloodborne viruses are very com-
mon. Whilst occupational HIV transmissions are rare, the serious physical,
psychological and cost implications of potential transmission make this an
important public health topic. European and UK guidelines recommend HIV
post-exposure prophylaxis (PEP) as a valuable tool of preventing occupa-
tional HIV infection. Yet one in five UK healthcare workers did not initiate
PEP despite having been exposed to an HIV positive source patient. The
aim of the study is to examine factors associated with PEP uptake behav-
iour.

Methods: The study is based on an analysis of the UK Health Protection
Agency surveillance database of "Significant Occupational Exposures to
Bloodborne Viruses in Healthcare Workers". Associations between possi-
ble predicting factors and PEP-uptake have been examined with univariate
analysis and logistic regression modelling.

Results: Univariate analysis and logistic regression found significant asso-
ciations between PEP-uptake and visible blood on the device (p<0.0001)
and a linear relationship with increasing injury depth (p<0.0001). Doctors
were significantly more likely to start PEP than nurses (OR 1.88, 1.16;
3.02). Multiple imputation of missing values did not significantly alter these
results.

Conclusions: PEP-uptake was associated with known transmission risk
factors, suggesting awareness of current guidelines. The significant differ-
ences in PEP-uptake across occupation categories may be due to differen-
tial risk perceptions or other underlying factors. This is the first national
study to examine PEP-uptake following occupational exposures to HIV.
Further research and exploration of these findings are warranted, to under-
stand the role of PEP-uptake behaviour in preventing occupational HIV
transmission
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Effective practice in community IV therapy

Kayley J

British Journal of Community Nursing 2008 Jul;13(7): 323-8
United Kingdom

The government has policies for care in the community, reducing acute
admissions and length of hospital stays and greater patient choice
(Department of Health (DH) 2002; DH, 2006) but the NHS has no overall
strategy for community intravenous (IV) therapy. Despite this, community
IV therapy is expanding to cover a wider range of medication and thera-
pies. While this enables community nurses to extend their skills it can also
present many challenges. Carrying out this form of treatment in the com-
munity requires comprehensive organization and multidisciplinary working.

This article aims to cover the key aspects that need to be in place to en-
sure that community IV therapy is safe, appropriate and manageable and
that infection control is maintained.

A simple effective clean practice protocol signific antly improves hand
decontamination and infection control measures in t he acute surgical
setting

Howard D, Williams C, Sen S, Shah A, Daurka J, Bird R, Loh A, Howard A

Infection 2008 Dec 5 [Epub ahead of print]
United Kingdom

Background: The Hand Hygiene Liaison Group and Epic Projects (Pratt et
al., J Hosp Infect 47[Suppl A], 2001) have asked specifically for further
trials of educational interventions to improve hand decontamination compli-
ance and infection control in the hospital setting. This study investigates
the efficacy of a 'clean practice protocol' (CPP), derived from international
guidelines, to improve compliance of infection-control practices by surgical
teams in a large UK teaching hospital.

Methods: The key infection-control activities were summated to form the
CPP presented here. An undisclosed infection-control audit of consultant-
led ward-rounds from breast, gastrointestinal, vascular, urological, and
intensive-care departments was performed. The audit results were pre-
sented to the surgical teams, after which an education/awareness program
was implemented. A repeat undisclosed audit was performed 3 months
later. In both audits, infection-control activities were recorded together with
consultation time and any patient infective complications.

Results: The surgical teams performed as follows in the initial audit: hand
decontamination (28% of consultations), correct use of gloves (2%), instru-
ment cleaning (0%), garment contamination (49%), and notes contamina-
tion (34%). Introduction of the CPP education program significantly im-
proved hand decontamination to 87% (p < 0.0001), the correct use of
gloves/aprons to 50% (p < 0.0001), and overall infection- control practice
from 63% to 89% (p < 0.05).

Conclusions: The introduction of the CPP significantly improved compli-
ance of hand decontamination, correct usage of gloves and aprons, and
overall infection-control in a large teaching hospital. The CPP is a highly
effective auditing and educational tool that can be readily adapted for use
in hospitals globally to monitor and improve infection-control practices.
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Provision and use of personal protective equipment and safety de-
vices in the National Study to Prevent Blood Exposu re in Paramedics
Mathews R, Leiss J, Lyden J, Sousa S, Ratcliffe J, Jagger J

American Journal of Infection Control 2008 Dec;36(10):743-9
USA

Background: Paramedics are at risk for human immunodeficiency virus,
hepatitis B virus, and hepatitis C virus infection from occupational blood
exposure. This study examined how often paramedics are provided with
personal protective equipment (PPE), sharps containers, and selected
safety devices by their employers; the frequency with which paramedics
use sharps containers and these safety devices; and paramedics' attitudes
regarding this equipment.

Methods: We conducted a mail survey among a nationally representative
sample of certified paramedics. California was oversampled to allow for
separate estimation of proportions for this population.

Results: The final sample included 2588 paramedics, 720 of whom were
from California (adjusted response rate, 55%). Paramedics in California
were provided safety devices more often than paramedics in the United
States as a whole. For each type of device, there was at least a 40% in-
crease in use when the device was always provided compared with when it
was not always provided. Eighty-four percent of paramedics thought that
safety needles significantly reduce blood exposure, but substantial per-
centages thought that safety needles, eye protection, and masks interfere
with some medical procedures. Approximately one fifth said that they need
more training in the use of safety devices and PPE.

Conclusion: Lack of access to safety devices is the major barrier to their
use, and the higher rates of provision and use in California may be the re-
sult of the state's early safety needle legislation. Increased provision, train-
ing, and improvement of safety equipment are needed to better protect
paramedics from blood exposure.

The impact of U.S. policies to protect healthcare w  orkers from blood-
borne pathogens: The critical role of safety-engine ered devices
Jagger J, Perry J, Gomaa A, Phillips E

Journal of Infection and Public Health 2008 Dec; 1(2): 62-71
USA

Summary: In the United States (U.S.), federal legislation requiring the use
of safety-engineered sharp devices, along with an array of other protective
measures, has played a critical role in reducing healthcare work-
ers’ (HCWs) risk of occupational exposure to bloodborne pathogens over
the last 20 years. We present the history of U.S. regulatory and legislative
actions regarding occupational blood exposures, and review evidence of
the impact of these actions. In one large network of U.S. hospitals using
the Exposure Prevention Information Network (EPINet) sharps injury sur-
veillance program, overall injury rates for hollow-bore needles declined by
34%, with a 51% decline for nurses. The U.S. experience demonstrates
the effectiveness of safety-engineered devices in reducing sharps injuries,
and the importance of national-level regulations (accompanied by active
enforcement) in ensuring wide-scale availability and implementation of pro-
tective devices to decrease healthcare worker risk.
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Risk of sharp device-related blood and body fluid e Xposure in operat-
ing rooms
Myers D, Epling C, Dement J, Hunt D

Infection Control and Hospital Epidemiology 2008 Dec;29(12):1139-48
USA

Objective: The risk of percutaneous blood and body fluid (BBF) exposures
in operating rooms was analyzed with regard to various properties of
surgical procedures.

Design: Retrospective cohort study. SETTING: A single university hospital.
METHODS: All surgical procedures performed during the period 2001-
2002 (n=60,583) were included in the analysis. Administrative data were
linked to allow examination of 389 BBF exposures. Stratified exposure
rates were calculated; Poisson regression was used to analyze risk factors.
Risk of percutaneous BBF exposure was examined separately for events
involving suture needles and events involving other device types.
Results: Operating room personnel reported 6.4 BBF exposures per 1,000
surgical procedures (2.6 exposures per 1,000 surgical hours). Exposure
rates increased with an increase in estimated blood loss (17.5 exposures
per 1,000 procedures with 501-1,000 cc blood loss and 22.5 exposures per
1,000 procedures with >1,000 cc blood loss), increased number of person-
nel ever working in the surgical field (20.5 exposures per 1,000 procedures
with 15 or more personnel ever in the field), and increased surgical proce-
dure duration (13.7 exposures per 1,000 procedures that lasted 4-6 hours,
24.0 exposures per 1,000 procedures that lasted 6 hours or more). Asso-
ciations were generally stronger for suture needle- related exposures.

Conclusions: Our results support the need for prevention programs that are
targeted to mitigate the risks for BBF exposure posed by high blood loss
during surgery (eg, use of blunt suture needles and a neutral zone for
passing surgical equipment) and prolonged duration of surgery (eg, double
gloving to defend against the risk of glove perforation associated with
long surgery). Further investigation is needed to understand the risks
posed by lengthy surgical procedures.

The use of blunt needles does not reduce glove perf  orations during
obstetrical laceration repair
Wilson L, Sullivan S, Goodnight W, Chang E, Soper D

American Journal of Obstetrics and Gynecology 2008 Dec;199(6):641.e1-3
USA

Objective: The objective of the study was to compare the rate of glove
perforation for blunt and sharp needles used during obstetrical laceration
repair. A secondary aim was to assess physician satisfaction with blunt
needles.

Study design: This was an institutional review board-approved, random-
ized, prospective trial. Patients with obstetric lacerations were randomized
to repair with either blunt or sharp needles. Patient demographics, operator
experience, and other clinical variables were collected. Physicians
reported any percutaneous injuries and were surveyed regarding
satisfaction with the assigned needles. Glove perforation was determined
using a validated water test method.

Results: There were 438 patients enrolled in the trial: 221 in the control
group and 217 in the study group. There was no statistical difference
between groups in patient demographics, clinical variables, severity of
laceration, or experience level of the surgeon. There was no difference in
the glove perforation rate between blunt and sharp needles (risk ratio,
0.79; 95% confidence interval, 0.2-2.95). There was poor correlation
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between reported perforations and those detected by water test (R(2) =
0.33). The physicians reported that blunt needles were more difficult to
use than sharp needles (P =.0001).

Conclusion: There was no difference in the rate of surgical glove
perforation for blunt, compared with sharp, needles used during vaginal
laceration repair. Physicians also reported increased difficulty
performing the repair with blunt needles.

Needlestick injuries among electromyographers
Mateen FJ, Grant IA, Sorenson EJ

Muscle Nerve 2008 Dec;38(6):1541-5

USA

The objective of this study was to determine the self-reported prevalence
of needlestick injuries among practicing electromyographers. In January
2008, an anonymous electronic survey was sent to all active members of
the American Association for Neuromuscular and Electrodiagnostic Medi-
cine (AANEM) who provided e-mail addresses to the Association. Eight
hundred and eight members (56% neurologists, 43% physiatrists; 97%
practicing physicians, 3% trainees) responded, with a response rate of
22% (808 of 3659). The mean number of years in practice, involving elec-
tromyography (EMG) at least 1 day per week, was 16 years. A majority of
physicians (64%) reported at least one needlestick injury involving EMG,
and 8% reported five or more injuries. Needlestick injuries involving pa-
tients with human immunodeficiency virus/acquired immunodeficiency syn-
drome (HIV/AIDS), hepatitis B, and/or hepatitis C occurred in 1 of every 11
electromyographers. Nearly half of all respondents (44%) who experienced
a needlestick injury stated that they did not report at least one injury event
to official centers. Injuries were most likely to occur during a routine proce-
dure (45%) or when a patient moved (26%). The most common prevent-
able reason for injury was a perceived lack of time.

Personal healthcare worker (HCW) and work-site char  acteristics that
affect HCWSs' use of respiratory-infection control m easures in ambula-
tory healthcare settings

Turnberg W, Daniell W, Simpson T, Van Buren J, Seixas N, Lipkin E,
Duchin J

Infection Control and Hospital Epidemiology 2009 Jan; 30(1):47-52.

USA

Objectives: To identify healthcare worker (HCW) and work-site characteris-
tics associated with HCWs' reported use of recommended respiratory-
infection control practices in primary and emergency care settings.

Design: A cross-sectional study using a self-administered questionnaire for
HCWs during the summer and fall of 2005.

Setting: Primary and emergency care clinics at 5 medical centers in King
County, Seattle, Washington.

Results: Nurse professionals who reported receiving training (odds ratio
[OR], 2.5 [confidence interval {Cl}, 1.1-5.9]; P=.029), instructional feedback
from supervisors (OR, 3.0 [CI, 1.5-5.9]; P=.002), and management support
for implementing safe work practices had a higher odds of also reporting
adherence to recommended respiratory precautions, compared with
nurses who did not. Training was the only important determinant for adher-
ence to respiratory precaution measures among medical practitioners (OR,
5.5 [CI, 1.2-25.8]; P=.031). The reported rate of adherence to hand hy-
giene practices was higher among nurse professionals who were male
(OR, 2.2 [CI, 1.0-4.9]; P=.045), had infants, small children, or older adults
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living at home (OR, 2.2 [CI, 1.2-3.9]; P=.007), reported cleanliness and or-
derliness of the establishment where they worked (OR, 2.0 [CI, 1.1-3.5];
P=.019), had received respiratory-infection control training (OR, 3.2 [CI, 1.8-
6.0]; P<.001), and reported fears about catching a dangerous respiratory
infection at work (OR, 2.3 [CI, 1.2-4.5]; P=.011).

Conclusion: A number of HCW and work-site characteristics associated with
HCWs' use of recommended respiratory-infection control measures have
been identified. These potentially influential characteristics should be con-
sidered as targets or guides for further investigation, which should include
the evaluation of intervention strategies.

Religion and culture: Potential undercurrents influ encing hand hy-
giene promotion in health care

Allegranzi B, Memish Z, Donaldson L, Pittet D for the World Health Organi-
zation

American Journal of Infection Control 2009 Feb; 37(1): 28-34

Global

Background: Health care—associated infections affect hundreds of millions
of patients worldwide each year. The World Health Organization's (WHO)
First Global Patient Safety Challenge, “Clean Care is Safer Care,” is tack-
ling this major patient safety problem, with the promotion of hand hygiene
in health care as the project's cornerstone. WHO Guidelines on Hand Hy-
giene in Healthcare have been prepared by a large group of international
experts and are currently in a pilot-test phase to assess feasibility and ac-
ceptability in different health care settings worldwide.

Methods: An extensive literature search was conducted and experts and
religious authorities were consulted to investigate religiocultural factors that
may potentially influence hand hygiene promotion, offer possible solutions,
and suggest areas for future research.

Results: Religious faith and culture can strongly influence hand hygiene
behavior in health care workers and potentially affect compliance with best
practices. Interesting data were retrieved on specific indications for hand
cleansing according to the 7 main religions worldwide, interpretation of
hand gestures, the concept of “visibly dirty” hands, and the use of alcohol-
based hand rubs and prohibition of alcohol use by some religions.

Conclusions: The impact of religious faith and cultural specificities must be
taken into consideration when implementing a multimodal strategy to pro-
mote hand hygiene on a global scale

SafeHandsS is a ‘virtual’ network designed to link and support health care work-
ers across the Asia-Pacific region who are caring for people with HIV and other
communicable diseases.

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

SafeHandsS 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 im-
prove health care worker safety in resource limited settings.



SafeHandsS is being funded by the Australian Agency for International Develop-
ment (AusAID) and coordinated by the Albion Street Centre (ASC). ASC is a
public health care facility based in Australia for the treatment, care and support
of people living with or affected by HIV. The team includes infection control spe-
cialists 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
guestions, comments and issues
Access to a clearinghouse of new resources and publications produced
by different organizations about health care worker safety (links are
posted on the website.
Access to resources developed by SafeHandS
Joining a database of expertise.

Membership is free. To join, you can either:

Go to our website:
http://www.uow.edu.au/health/safehands/index.html

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 January 2009, we had 193 members
of SafeHandS working in 34 countries.

Members work in:

Australia, Cambodia, Canada, China, Cook Islands, East Timor, Fiji, India, Indo-
nesia, Kenya, Kiribati, Lao PDR, Malaysia, Marshall Islands, Nauru, New Zea-
land, Nigeria, Nuie 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 that the 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 between members



