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	� PRESIDENT’S MESSAGE 

Our 2009-2010 membership year is more than half complete, but we have a great deal of excitement in the 
remaining months as we celebrate our 25th anniversary year of incorporation 1985-2010.   The two dynamic 
conferences this past fall were well attended with much positive feedback.  I look forward to continued 
success with the remaining upcoming events in March and June.  A very special thank you is due to our 
generous sponsors of the fall events as well as those already committed to our upcoming 2010 events.  
Please visit the AHRMNY website for a list of the sponsors and their website links at www.ahrmny.com. 
 
On Thursday, March 18, 2010 Raymond W. Kelly, Police Commissioner of New York City and Joseph M. 
Demarest, Jr., Assistant Director in Charge of the FBI New York Division will present a discussion on 
Terrorism Preparedness for New York City Hospitals.  This is our 2010 complimentary cocktail hour and 
formal dinner at the Harvard Club in Manhattan.  We are limiting attendance to this exclusive event to 
members of AHRMNY. The brochure has been distributed and posted on the website for registration.  
Please take advantage of this opportunity to learn more about this topic and network with other members 
and the Board, but register early as high attendance is expected.         
 
The Annual Full Day Conference and 25th Anniversary Celebration will be held on Friday, June 11, 2010 at 
the Helmsley Hotel in Manhattan.  The event will begin with our annual business meeting and election 
results. Topics for the day will include Enterprise Risk Management, Privacy and Security, and Legislative 
Updates. We have also invited special guests to briefly speak throughout the course of the day. This will be 
followed by our 25th Anniversary Celebration Cocktail Hour. The 2010 June Conference promises to be 
something special. 
 
Our educational mission is predominantly accomplished through the conferences and the robust articles in 
The Risk Management Quarterly.  I strongly encourage all members to become involved in writing articles 
for the journal and reaching out to other healthcare professionals who will share their writing talents. I urge 
all members to become active in AHRMNY by participating on a committee. It provides you with an 
opportunity to share your expertise, network with other industry professionals and gain exposure to pursue 
election to the Board of Directors. Those interested in serving on one of our committees should contact me 
for details.  Remember the words of Theodore Roosevelt, “Far and away the best prize that life has to offer 
is the chance to work hard at work worth doing.”  
 
The election of The Board of Directors and Officers is quickly approaching. The Nominating Committee is 
already in the process of preparing a ballot for the election of Officers for the year 2010-2011 and Directors 
for the years 2010-2012.  Consider nominating a member or yourself.  When making your nominations, 
please take into account individuals with leadership ability that have expressed or demonstrated evidence of 
interest in being active members of the AHRMNY Board of Directors.  Keep in mind that Board meetings 
are held monthly and attendance is expected.  Participation on a committee of the Board is another 
important responsibility. 
 
It’s not too late to renew your membership or join the organization for the first time. Remember the 
complimentary March 18th Dinner is offered exclusively to members only.  Becoming a member will also 
allow you to register for the Annual June Conference at the reduced Member rate. It has never been easier 
to join or renew membership using the online payment method through our website. Please take advantage 
of our 25th ANNIVERSARY CELEBRATION ECONOMIC STIMULUS PROG RAM .  A current 
member who successfully refers two new members will receive a complimentary extension of their 
individual membership for one additional year.  Refer to the membership application for specific details. 
 
We have accomplished a great deal during the first half of this membership year. The enhanced website 
feature permitting electronic payments has been heavily utilized. Our Treasurer’s life has been made easier 
with electronic banking.  Tremendous financial support from our sponsors has allowed us to present our 
conferences in comfortable venues. Our revised journal is in its 3rd publication for the year. AHRMNY 
membership continues to grow. The ongoing success of AHRMNY is dependent on involvement of the 
membership.  We are fortunate to have a membership base filled with a tremendous talent pool of highly 
motivated healthcare, legal and insurance professionals who are essential in continuing to move us forward. 
 
Respectfully, 
Mike Midgley  
President, AHRMNY 
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EDITOR’S CORNER 

 
The Risk Management Quarterly (RMQ), the official journal of 
the Association for Healthcare Risk Management of New York, 
Inc. is published four times a year. 
 
RMQ’s Mission Statement: To enhance the quality of healthcare 
delivery through education, research, professional practice, and 
analysis specific to risk management issues. 
 
This journal will contain articles on a wide variety of subjects 
related to risk management, patient safety, insurance, quality 
improvement, medicine, healthcare law, government regulations, 
as well as notices of improvement and other relevant information 
of interest to risk managers.  The articles are usually written by 
AHRMNY members, so the journal serves as an opportunity for 
members to showcase their writing talents. 
 
For the official RMQ Author Guidelines visit our website 
http://www.ahrmny.com 
 
Please forward any ideas or submissions for publication in the 
RMQ to “Editors” , via email with attachments to: 
CGulinello@lmcmc.com 
 
The deadline for submission & consideration in the next journal is 
March 15, 2010. 
 
Reminder 
Maximum article length 3,500 words 
Photo requirements: 
(high resolution JPEGs – at least 300 dpi) 
AHRMNY will not publish those articles promoting           
products or services 

 
Editorial Committee:  

Judith Block 
Carol Gulinello 
Robert Marshall 

Pamela Monastero 
Ruth Nayko 

Linda Rowett 
 

 
The information presented in 

 THE RISK MANAGEMENT QUARTERLY  
is for educational purposes only and not intended to be relied upon 

in any particular situation. 
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AHRMNY was first incorporated on March 5, 1985 as The 
Association of Hospital Risk Management of New York, Inc. 



 
 
 

By: Linda A. Rowett, BSN, RN 
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A Day in the Life of Emergency Workers  
“911, what is your emergency?”  These words are uttered 
multiple times a day every day whenever a call is placed for 
emergency assistance.   This initial event then sets off a 
series of actions starting with the dispatch of an emergency 
vehicle.  Specialized personnel trained to respond to 
emergency calls are contacted and engage in the operation 
and management of ambulance services for every call 
received.  Emergency medical technicians and assistants, by 
virtue of what they do on a regular basis, come in contact with 
numerous risks each day starting with the high-speed journey 
to the place of the emergency.  Once on site, emergenc 
workers enter into a variety of settings including private 
residences, apartment complexes or accident and crime 
scenes to provide emergency services.  Each encounter 
starts with an initial assessment to evaluate a chief complaint 
and/or the disposition of the caller or victim along with the 
need for on-site emergency care or transport to an 
appropriate medical center.   
 
In the face of duty, all emergency personnel are constantly 
exposed to risks for infectious disease or blood-borne 
pathogens. Unless emergency callers or victims are 
conscious and honest, reliable historians, emergency workers 
may be challenged with obtaining accurate and thorough 
information on a patient’s past medical history.  In particular, 
the presence of infectious disease and communicable 
diseases transmitted via blood and other body fluids may 
remain a secret if the emergency victim is unable to speak or 
their consciousness has been altered, which is often the case 
in many emergencies.  If knowledgeable family or friends are 
present, they may be able to shed light on pre-existing 
conditions or health-related information regarding the events 
leading up to the emergent condition and any other relevant 
details such trauma, exposures or medications that may have 
contributed to the condition or that might potentially 
complicate treatment for the patient.   All of these details are 
essential in minimizing risk to the patient and ensuring rapid 
and appropriate treatment and responses that promote a 
chance for stabilization and ultimate recovery.  But what 
about the risks to emergency care personnel or first 
responders? 
 
HIV Onset and the Advent of Universal Precautions  
While sterile conditions have always been a requirement to 
minimize risk for patient infections in modern-day healthcare, 
universal precautions evolved out of the need to ensure that 
both patient and healthcare provider be protected from 
infectious disease.  With the sudden prevalence of human 
immune-deficiency virus (HIV) infections in the early 1980’s 
as well as the increased potential for exposure to infectious 
hepatitis in healthcare, the development of universal 
precautions was one way of responding to all patient care 
and emergency care situations by acting as though anyone 
and everyone may be potentially infected.  Spurned by the 
introduction of the deadly HIV and AIDS virus, the wide-
spread use of gloves, gowns and protective face/eye 
coverings was instituted to protect healthcare providers 
against splatter and contamination with bodily fluids and to 
minimize the spread of infectious disease.   

Risk for exposure to blood and body fluids along with a lack 
of medical detail or history is common-place for emergency 
care workers.  For this reason, compliance with universal 
precautions is of particular importance in emergency care 
settings. 
 
Reducing Risk for Transmission  
The Centers for Disease Control (CDC), National Institute for 
Occupational Safety and Health (NIOSH), the Occupational 
Safety and Health Association (OSHA) and the American 
Heart Association (AHA) all provide educational and training 
materials for healthcare workers on the proper 
implementation of universal precautions to protect against 
illnesses related to blood-borne pathogens such as HIV and 
hepatitis.  While regular hand washing with soap and water or 
the use of hand sanitizers is required after every patient 
contact, exposure to blood and bodily fluids requires use of 
gloves and other personal protective equipment to reduce the 
chance of infected fluid from coming into contact with mucous 
membranes or any openings in the skin.  In addition, proper 
handling and disposal of protective equipment and medical 
supplies such as needles or other sharps, intravenous 
catheters and oxygen tubing, masks and/or respiratory 
nebulizers contaminated with blood must be enforced as well.   
The presence of and access to red biohazard waste bags and 
sharps containers in the field or on an emergency vehicle is 
essential to ensure that any contaminated materials are 
contained and properly disposed.  In addition, if emergency 
workers come into contact with blood-soaked objects at crime 
scenes such as sharp weapons, knives or box cutters, these 
objects must also be properly covered and handled to prevent 
exposing emergency personnel or law enforcement officers. 
 
Because of the rapid-paced activities and actions that 
normally occur while providing emergency care under life-
threatening conditions, it is highly recommended that 
emergency personnel utilize lower risk medical supplies such 
as safety needles and rounded bandage scissors and to have 
gloves, goggles, splash-proof coverings or barriers, sharps 
containers and red bags on hand at all times. Emergency 
vehicles should be routinely checked for inventory of 
protective equipment and supplies should be replaced quickly 
and on a continuous basis. While it is human nature to take 
short-cuts when time is limited, emergency personnel must 
be indoctrinated to be consistently compliant with stocking 
protective equipment and supplies and adherent to universal 
precautions for their own protection and to prevent the spread 
of potentially deadly infectious diseases to others.  
Environmental contamination of emergency vehicles requires 
that emergency personnel are trained in proper 
decontamination techniques as well.   Additionally, absorbent 
materials used to soak up large blood spills should be 
available on emergency vehicles to minimize exposure to and 
spread of potential blood-borne contaminants and infectious 
disease.  Disinfectants such as bleach or other agents known 
to kill bacterial and viral contaminants should be available 
and emergency personnel should be trained on the safe use 
and disposal of these agents and absorbents. 
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Simulating emergency responses in an educational setting is 
another way for emergency service providers and ambulance 
companies to ensure that their personnel are properly trained 
and utilize universal precautions at all times.  Regular 
reinforcement of safety techniques helps make compliance 
more likely and serves to reduce risk of contamination and 
exposure.  Regular ongoing education and observation in the 
field is one way to ensure that first responders and 
emergency personnel, both new and experienced, are 
utilizing proper technique and always have ample amounts of 
protective equipment, safety supplies, spill kits and 
decontaminants are readily available.   
 
Occupational Exposure and Risk  
While the most vigilant safety strategies may be employed 
and compliance reinforced, there is always the possibility of 
an emergency care worker being exposed through some 
freak or unanticipated occurrence such as expected 
movements or distraction or other sudden developments that 
might occur in a fast-paced and dangerous setting.  Exposure 
would include contact by emergency personnel with a 
patient’s blood, semen, vaginal secretions, tissue or 
cerebrospinal, amniotic, peritoneal, synovial, pericardial, 
pleural fluids.  Contact would include any exposure of the 
emergency worker’s mucous membranes, skin that is not 
intact or direct contact to the worker’s vascular system 
caused by events such as needle sticks, splashes to eyes, 
nose or mouth or patient blood on an emergency employee’s 
open wound. Bites from infected patients with bleeding in the 
mouth that cause bleeding in the emergency care worker 
would also be considered a potential exposure.  As with any 
potential exposure to HIV or an infectious disease, a skin 
wound or skin exposure must be evaluated promptly and 
cleansed appropriately with mild soap and water.  According 
to the AIDS Institute of the New York State Department of 
Health, the site of a wound should not be squeezed or milked 
as this could cause inflammation or increased chance for 
transmission.  Exposed mucous membranes including eyes, 
nose and mouth should be flushed with water only.   
 
Based on statistics from the CDC and the New York State 
AIDS Institute, mucous membrane exposures carry an 
average risk for infection of approximately 9 in 10,000 or 
0.09% as opposed to needle stick exposures where the risk is 
1 in 300 or 0.3%.1,2  Risk from needle sticks may increase in 
cases of deep injury or when visible blood was present on a 
needle or instrument that caused the injury or when a needle 
stick is caused by a needle placed directly into a patient’s 
vein or artery immediately before the exposure. If bodily fluids 
make contact with an emergency worker’s intact skin or the 
worker has contact with a patient’s body fluids not at risk of 
carrying infection such as tears, sweat, saliva or non-bloody 
stool or urine, such exposure would not be considered 
significant or at risk for transmission of infection.  For 
additional details and information on exposure and risk for 
infection, the AIDS Institute recommends going to 
www.hivguidelines.org or calling New York State’s 24-hour 
post-exposure hotline at (888) 448-4911. 
 
Based on the Centers for Disease Control, HIV reporting to 
the CDC and state health departments is voluntary.  It is likely 
that occupational HIV exposures are under-reported and the 
data available through the CDC is therefore limited to only 
those cases that have been reported. 
  

“Documented cases of occupationally acquired HIV/AIDS 
are those in which HIV seroconversion is temporally related 
to an exposure to an HIV-positive source and in which the 
exposed worker has no nonoccupat ional  risk factors for 

acquisition of HIV. Possible cases of occupationally acquired 
HIV/AIDS are those in which a worker is found to be HIV 
positive, has no nonoccupational risk factors for HIV/AIDS, 
and has opportunities for occupational exposure to blood, 
body fluids, or HIV-positive laboratory material. Although 
seroconversion after exposure was not documented for 
these personnel, occupational acquisition of their infection 
might have been possible. 

 
Of those healthcare personnel for whom case investigations 
were completed from 1981-2006, 57 had documented 
seroconversion to HIV following occupational exposures. 
The routes of exposure resulting in infection were: 48 
percutaneous (puncture/cut injury); five, mucocutaneous 
(mucous membrane and/or skin); two, both percutaneous 
and mucocutaneous; and two were of unknown route. Forty-
nine healthcare personnel were exposed to HIV-infected 
blood; three to concentrated virus in a laboratory; one to 
visibly bloody fluid; and four to an unspecified fluid. In 
addition, 140 possible cases of HIV infection or AIDS have 
occurred among healthcare personnel.” 3 

 
Of the 57 documented cases investigated, there were no 
documented events involving emergency workers reported 
however, twelve of the 140 possible cases involved 
emergency medical technicians or paramedics. These 
numbers may signify a need to educate emergency workers 
on the importance of recognizing and reporting potential 
exposures in the field.   
 
HIV Testing, Consent and Post-Exposure Prophylaxis  
When a significant potential exposure occurs in the course of 
administering emergency care and services, the need for 
occupational post-exposure prophylaxis (oPEP) must be 
evaluated immediately and steps taken to determine the HIV 
status of the source or patient as well as the HIV status of the 
employee. Despite the fact that HIV status is health 
information protected under strict HIPAA laws, the federal 
government enacted a law in 1990 that created provisions for 
employers to determine a patient’s HIV status when a 
potential occupational exposure occurred involving 
emergency first responders such as ambulance personnel, 
fire fighters and police.  Known as the Ryan White law, this 
legislation stipulated that all employers were required to 
appoint a designated officer or “DO” to serve as a point-
person who would assist in obtaining HIV information.  If 
emergency first responders in the field had potential 
exposures to communicable or infectious diseases such as 
HIV they could report this information to the “DO.” The “DO” 
then had the responsibility to communicate with the hospital 
providing care for the source patient or the patient’s provider 
in order to determine that patient’s HIV status.  In 2006, this 
law was reauthorized and left out language on the role of the 
designated officer and sharing of HIV information. 
 
In the absence of federal language outlining requirements for 
sharing HIV status, New York State Department of Health 
developed a regulation in Section 68.3(m) of Title 10 NYCRR 
that allows for emergency first responders to access a 
patient’s HIV status, if known, in order to evaluate the need 
for post-exposure prophylaxis.4  Emergency workers are also 
required to be tested when their HIV status is unknown or to 
confirm they were negative prior to the exposure.  If the 
exposed worker tests positive and the source patient’s HIV 
test results are not yet available, the source patient’s HIV 
status will not be disclosed to the emergency care worker.  If 
emergency personnel cannot be tested immediately following 
a potential s ign i f icant  exposure, PEP should begin and testing 
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should be performed at a later time during the course of 
prophylactic treatment.  PEP should not be held up if source 
patient consent is pending or test results are not available. 
Whenever possible, a source patient’s HIV status and 
Hepatitis B and C status should be determined and if known 
to be positive, it is important to determine the source patient’s 
most recent CD4 count, viral load and prior or current use of 
anti-retroviral agents or resistance to those drugs.  If any test 
results suggest drug resistance, a specialist in HIV 
management may be consulted for further assistance through 
the NYS 24-hour PEP Hotline.5 

 

In instances where the source patient’s HIV status is 
unknown, a New York State consent form (DOH-4045) allows 
patients to provide informed consent for testing of HIV and 
Hepatitis B and C in cases of occupational exposure and also 
permits the release of test results for post-exposure 
prophylaxis of the exposed employee.  If a patient consents 
to HIV testing, an Eliza antibody test and HIV viral load test 
should be performed to determine whether an acute or early 
infection is present and the development of antibodies.  Once 
a patient consents and HIV test results are available, the 
healthcare provider of the exposed emergency worker can 
determine whether PEP should continue or not.  In cases 
where a source patient tests negative for both HIV antibodies 
and viral load, prophylaxis can be stopped for the emergency 
care worker.  Alternately, if a worker tests positive for HIV, 
PEP should continue until a Western bloc can be performed 
since there are rare instances when false positives are 
reported on HIV tests.   In situations where a source patient’s 
HIV status cannot be determined due to a patient’s or 
guardian’s refusal or inability to provide consent, PEP should 
be continued for the emergency worker. 
 
If an occupational exposure is significant and HIV status of 
the source or emergency worker has not yet been 
determined, immediate prophylactic treatment is indicated 
and a single dose of anti-retroviral medication should be 
administered promptly before continuing evaluation.  Few 
consequences are associated with a single dose of anti-
retroviral medication and prophylaxis is most effective when 
taken closest to the time of the potential HIV exposure.  
Research shows prophylaxis is most effective if taken within 
two hours of exposure.  Two PEP treatment options 
recommended by the NYS AIDS Institute include: 
 

1. Zidovudine 300 mg. + Lamivudine 150 mg. twice daily for 
persons 13 years of age and older   OR   Combivir 
(Zidovudine and Lamivudine combined dosing) 1 tablet 
twice daily + Tenofovir 300 mg. once daily. 

 
2. Tenofovir 300 mg. daily + Emtricitabine 200 mg. daily   OR   

Truvada (a co-formulated, dosed combination of Tenofovir 
and Emtricitabine) 1 tablet daily + Zidovudine 300 mg. 
twice daily.  

 
The HIV guidelines recommend that PEP be started within the 
first 36 hours of a potential exposure. If exposure is reported after 
36 hours of the event or if the exposed party is resistant to any of 
the PEP medications or is pregnant, breastfeeding, has anemia or 
kidney or liver disease, the NYS Hotline may be consulted for 
alternate prophylaxis options.6 
 
Documentation of Occupational Exposure  
Once occupational exposure occurs and is determined to be 
significant, documentation of any potential exposure to HIV in 
the workplace should be entered in the emergency worker’s 

medical record to protect their rights.  The information to be 
documented should include date and time of the potential 
exposure, any details about the actions being performed by 
the emergency worker when the exposure event occurred, 
information on the use of protective equipment and the type, 
severity and amount of fluid exposure as well as any of the 
details about the source patient when known to be HIV 
positive. These details would include CD4, viral load, 
past/present anti-retroviral use and history of drug resistance.  
Additionally, the emergency worker’s record should include 
the names and doses of drugs used in initiating post-
exposure prophylaxis. 
 
Educational Resources  
The New York State AIDS Institute provides education and 
training through their Center for HIV Testing, Post-Exposure 
Prophylaxis and Acute HIV Infection.  The Center can be 
reached by phone at (212) 604-2980 or by email at 
info@ceitraining.org.  There are also online resources 
including a PEP Widget from the NYS DOH HIV CEI (Clinical 
Education Initiative) that can be downloaded for direct access 
to video presentations on non-occupational and occupational 
post-exposure prophylaxis, pediatric post-exposure 
prophylaxis, HIV testing, acute infection and the various 
consent forms and guidelines for both HIV and Hepatitis 
screening.  These training materials and resources can be 
used in combination with the other educational resources 
available from the CDC, OSHA and the AHA mentioned 
earlier in this article.  Proactive and regular education is the 
best step in ensuring that emergency workers know how to 
protect themselves from exposure and what steps to take if a 
potentially significant exposure does occur. Links to national 
and regional educational sources of potentially helpful 
information follow. 
 
 �  Centers for Disease Control and Prevention, Healthcare 

Worker Occupational Guidelines 
 �   http://www.cdc.gov/ncidod/dhqp/wrkr_occHealth.html 
 
 �  National Institute for Occupational Safety and Health, 

Bloodborne Infectious Diseases (HIV/AIDS, Hepatitis B 
Virus, Hepatitis C Virus) 

 �  http://www.cdc.gov/ncidod/dhqp/wrkr_occHealth.html 
  �  http://www.cdc.gov/ncidod/dhqp/pdf/bbp/Exp_to_Blood.pdf 
 
 �  Occupational Safety and Health Administration 

 �  Bloodborne Pathogens and Needlestick Prevention 
  http://www.osha.gov/SLTC/bloodbornepathogens/index.html 
 �  Bloodborne Pathogens Standard (29 CFR, 1910.1030) 

 http://www.osha.gov/pls/oshaweb/owadisp.show_document?p_ 
table=STANDARDS&p_id=10051 

�  Needlestick Safety and Prevention Act (November 6, 2000) 
  http://frwebgate.access.gpo.gov/cgi-bbin/getdoc.cgi? 

 dbname=106_cong_public_laws&docid=f:publ430.106 
 
 �  American Heart Association, Heartsavers Bloodborne 

Pathogen Course (2009) 
  �  http://myportal.americanheart.org/eccportal/ecc/ecc 

 �   http://aha.channing-bete.com/heartsaver-courses/ 
        bloodborne-pathogens.html 
 �   http://www.laerdal.com/nav/36723151/AHA-ECC-Course- 
        Materials.html 
 �   http://www.eworldpoint.com/products/AHA-Products/ 
        AHNI.aspx 
 
�  NYS DOH Bureau of EMS 
 �  (518) 402-0996 ext 2 
 �  http://www.nyhealth.gov/nysdoh/ems/main.htm 
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“During a crisis, the effects of poverty, powerlessness 
and social instability are intensified, increasing people’s 
vulnerability to HIV/AIDS. As the emergency and the 
epidemic simultaneously progress, fragmentation of 
families and communities occurs, threatening stable 
relationships. The social norms regulating behavior are 
often weakened. In such circumstances, women and 
children are at increased risk of violence, and can be 
forced into having sex to gain access to basic needs 
such as food, water or even security. Displacement may 
bring populations, each with different HIV/ AIDS 
prevalence levels, into contact. This is especially true in 
the case of populations migrating to urban areas to 
escape conflict or disaster in the rural areas. 
 
As a consequence, the health infrastructure may be 
greatly stressed; inadequate supplies may hamper 
HIV/AIDS prevention efforts. During the acute phase of 
an emergency, this absence or inadequacy of services 
facilitates HIV/AIDS transmission through lack of 
universal precautions and unavailability of condoms. In 
war situations, there is evidence of increased risk of 
transmission of HIV/AIDS through transfusion of 
contaminated blood. 
 
The presence of military forces, peacekeepers, or other 
armed groups is another factor contributing to increased 
transmission of HIV/AIDS. These groups need to be 
integrated in all HIV prevention activities.”8 

 

Given the fact that various nations, international organizations 
and emergency relief resources have greater access and 
proximity to one another in this world of shrinking boundaries 
related to wars and natural disasters, it is imperative that risk 
on all levels be considered when evaluating HIV transmission 
and preventing spread.  Because emergency care workers, 
regardless of the setting, are always at risk for exposure to 
HIV and other infectious diseases, effective risk management 
for occupational HIV prevention and rapid post-exposure 
prophylaxis revolves completely around pro-active education, 
reporting and adherence to available safety standards.  

     
1Updated U.S. Public Health Service Guidelines for the Management of 
Occupational Exposures to HIV and Recommendations for Post-Exposure 
Prophlaxis, Morbidity and Mortality Weekly Report (MMWR), 
Recommendations and Reports,  September 30, 2005,  54 (RR09), p. 1-17, 
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5409a1.htm, accessed 
January 9, 2010 
2Occupational PEP (oPEP), New York State Department of Health,  AIDS 
Institute, Clinical Education Initiatives (CEI) PEP Widget, accessed January 
4, 2010. 
3Surveillance of Occupationally Acquired HIV/AIDS in Healthcare 
Personnel, as of December 2006, Centers for Disease Control & Prevention,  
http://www.cdc.gov/ncidod/dhqp/bp_hcp_w_hiv.html#2, accessed      
January 9, 2010. 
4Title 10 NYCRR, Section 68.3(m), April 2008. 
5,6Occupational PEP (oPEP), New York State Department of Health,  AIDS 
Institute, Clinical Education Initiatives (CEI) PEP Widget, accessed January 
4, 2010. 
7Guidelines for HIV/AIDS Interventions in Emergency Settings, Inter-
Agency Standing Committee Task Force, November 2003, p. 4,  
http://www.humanitarianinfo.org/IASCWeb2/pageloader.aspx?page=content
-products-products&productcatid=9, accessed December 15, 2009. 
8Guidelines for HIV/AIDS Interventions in Emergency Settings, Inter-
Agency Standing Committee Task Force, November 2003, p. 7,  
http://www.humanitarianinfo.org/IASCWeb2/pageloader.aspx?page=content
-products-products&productcatid=9, accessed December 15, 2009. 
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·  NYS DOS OFPC 

o (518) 474-6746 
o http://www.dos.state.ny.us/fire/firewww.html 

 
·  NYS Division of Criminal Justice Services  

o (518) 457-2667 
o http://www.criminaljustice.state.ny.us/index.html 

 
 
Global concerns and humanitarian risks for transmis sion  
Aside from federal and state resources to educate and 
protect healthcare and emergency care workers in the United 
States, there are also international resources available that 
consider HIV transmission on a broader scale in the presence 
of widespread emergency conditions that may result from 
natural disasters, political conflict, war and the like. While 
emergency workers may be impacted in such settings, large 
groups of communities and societies are equally impacted 
and risk for transmission of communicable disease becomes 
a much greater concern because of the potential for a larger 
number of people to be impacted by such emergencies. In 
1992 a resolution set forth by the United Nations General 
Assembly called for strengthening the coordination of 
humanitarian assistance in complex emergencies and natural 
disasters and the Inter-Agency Standing Committee (IASC) 
was established in 1992 to facilitate interagency decision-
making for handling these complex, large-scale emergencies.  
 
The Inter-Agency Standing Committee Task Force is 
comprised of representatives from international agencies 
including the World Health Organization, the International 
Red Cross and Red Crescent Societies, the United Nations 
and others.  The group has produced a collaborative set of 
guidelines for HIV interventions to reduce risk of transmission 
when emergency conditions are pervasive.  Because 
extensive emergency conditions require much more than the 
focused attention given to one patient during an ambulance 
call, the risks are different and harder to identify and manage 
at times. Emergency conditions in communities or countries 
generally require the attention of agencies, organizations and 
authorities at the local, national and international level.  
Following consistent international HIV guidelines in such 
settings allows emergency relief workers and organizations to 
consider and address the same risks whether great or small 
and approach them within the context of a population’s 
history, the prevalence of HIV prior to the emergency, the 
nature of the emergency and the surrounding environmental 
and societal conditions.   
 
Risks for HIV exposure in global emergencies often 
correspond to destruction or disintegration of systems and 
supports such as families, communities, healthcare facilities 
and social order. In 2002, 42 million people were infected and 
living with HIV/AIDS worldwide and often under conditions of 
insufficient access to healthcare and social services.  “In 
January 2003, the IASC issued a statement in which it 
committed itself to “redoubling our individual and joint agency 
responses to promote a comprehensive, multi-faceted 
approach to this unprecedented crisis” as it faced the impact 
of HIV/AIDS on food security and human survival, as 
evidenced in southern Africa.7” Subsequently, the IASC 
developed the practical handbook of guidelines that could be 
put to immediate use for the benefit of those who most 
needed assistance and support during times of crisis. 
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“When Common Sense is Uncommon” 

   By: Pamela Monastero, MBA, CASHRM 
 

COMMON SENSE TIPS FOR STAFF: 
 
Convincing management and staff to expend effort on pro-actively identifying risk and on risk avoidance—the essential elements of patient 
safety--is not always easily accomplished. Management and staff often become so comfortable in their daily tasks and routines that they 
develop a false sense of security which leads them to be inadequately prepared for unexpected and untoward events. Striking a balance 
between patient safety/risk avoidance and being labeled “the boy who cried wolf” is probably one of the most daunting tasks faced by risk managers 
today, especially in an environment where staff are expected to do more with less.   
 
While the term “risk management” has different connotations across various industries-- financial services, transportation, healthcare, etc.--
the basic premise remains the same—identifying, managing and avoiding risk.  In this quarter’s column, we explore one of the greatest 
historical risk management disasters—the sinking of the Titanic.  We review risk avoidance opportunities that may have prevented the 
Titanic disaster and apply these to the health care setting.  In analyzing the circumstances preceding the sinking of Titanic, the seasoned risk 
management professional will cringe at the multiple missed opportunities that might have prevented the disaster.  The ultimate lesson 
learned from Titanic is that management and staff were lured into a false sense of security and comfort which, in turn, led them to be 
unprepared and ill equipped to deal with the unanticipated--the sinking of the unsinkable.  Relate this to health care scenarios where staff 
comfort leads to complacency, producing the human error that results in unfortunate outcomes. 
   
We hope the Titanic analogy presented here serves as a relatable story for risk managers to use for staff education to highlight the following: 

�  staff comfort with fallible systems 
�  controllable and uncontrollable variables in play 
�  system failures 
�  human error 
�  preparation and emergency preparedness 
�  staff training 
�  role of leadership 

 
Background:   
The Titanic sank on her maiden voyage on April 15, 1912 and over 1,500 passengers and crew members lost their lives.  No expense was spared in building the state-
of-the art vessel and it was touted to be the largest, most opulent steamship in the world.  Tragically, it was also deemed “unsinkable.”  Cited below are only a few of 
the issues that contributed to this disaster.  The table below contains a Management Corollary and a related Health Care Scenario.  This table is, by no means, an 
exhaustive list of the issues related to the Titanic sinking and merely serves�to provide insights that might be useful in the health care setting. 
 
Titanic Issue Management Corollary Health Care Scenario 
No expense is spared in building the state-of-the-art 
vessel.  It is the largest, most opulent steamship in the 
world.  Yet, the smallest component—the rivets that 
hold the steel hull together--are not manufactured 
with the finest raw materials.  An April 15, 2008 
article in the New York Times reveals that the 
“builder of the Titanic struggled for years to obtain 
enough good rivets and riveters and ultimately settled 
on faulty materials that doomed the ship.” 
 
Would better quality rivets have prevented the 
disaster? 

Materials management issue; 
 
The essential components are as important 
as the final product—cutting corners can 
lead to disasters; 
 
Flawed engineering design; lack of pre-
construction due diligence.   
 
 

Several years ago, a hospital reported an unusual situation 
where IV pumps were going into free flow.  Upon 
investigation and report to the manufacturer and FDA 
MedWatch program, it was learned that the 3 internal 
pegs which hold the tubing in place were made of poor 
quality metal which broke off, allowing the pumps to go 
into free flow.  Thankfully, there was no serious patient 
sequeale.  Clearly, the manufacturer did not perform due 
diligence and the product was flawed; 
 
If you relate the “rivets” to staff issues—the smallest 
component (or the least seasoned/ trained staff) can 
sometimes cause a huge problem.  Compare this to an 
example of housekeeping staff who may be untrained on 
MRI safety and enter the MRI suite with ferrous 
equipment. (e.g. a floor buffer) which gets sucked into the 
MRI machine (see photos at www.simplyphysics. com). 
 

 



 

  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Titanic Issue Management Corollary Health Care Scenario 
There are no binoculars in the crow’s nest for the 
lookout crew to identify icebergs and other dangerous 
situations/weather conditions.   
 
Would proper equipment (binoculars) have identified the 
iceberg in advance, avoiding the collision? 

It is incumbent on management to ensure 
that staff have the resources and equipment 
necessary to do their jobs; 
 
Quality checks and emergency preparedness 
drills would have identified that this 
essential equipment was missing.   

Staff forced to use inappropriate equipment (old, outdated, not 
fully functional) due to fiscal constraints or other issues; 
 
Orthopedic surgical  cases where “just in time” inventory can 
result in confusion, delays or  worse—if a procedure/ 
anesthesia is commenced prior to the arrival of the implantable 
device; 
 
Failure to test new equipment in the operating room or other areas of the 
hospital prior to use to ensure proper operation. 
 

Many crew members were new and/or inexperienced.  
There was a delay of more than one hour between impact 
time and the launching of the first lifeboat.  All lifeboats, 
therefore, were not successfully launched due to the time 
delay. In addition, 2 collapsible lifeboats were washed away. 
 
Would more experienced staff have mitigated loss of life? 
 

Staff recruitment, training, education, 
emergency preparedness and 
communication issues. 

New staff (residents, nurses, physicians assistants, technicians, 
etc.) must be closely supervised, coached and nurtured.  
“Baptism by fire” is an unacceptable management style and 
will almost always lead to unfortunate events.   

The guest list is the “crème de la crème” of society, many of 
whom could be very demanding passengers.  It has been 
speculated that guest communications took precedence in the 
radio room of the Titanic over more important messages, such 
as weather and iceberg sighting reports.    
 
Would more experienced staff in the radio room have 
comprehended the urgency of the weather warnings and 
alerted management sooner to avoid the collision?   
 

Emergency preparedness, staff training and 
education, prioritizing and organization; 
 
Effects of peer and other pressures on 
objective decision making, with the effect 
that “politics” takes precedence over 
common sense. 

This can be equated to the disruptive practitioner/staff member.  
Examples would be the surgeon who refuses to participate in 
“time out” in the Operating Room because he/she views it as a 
waste of time; the practitioner who insists on intimidating staff 
and issues verbal orders yet refuses to participate in read back 
procedures; staff forced to make exceptions to the rules for any 
practitioner. 

Management, crew and the passengers were duped by 
the hype that the Titanic was unsinkable and this likely 
impaired their decision-making and actions, and served 
as an impediment to effective evacuation of the vessel to 
minimize loss of life.  According to testimony, an 
evacuation drill scheduled for April 14 was cancelled to 
allow passengers to attend church. 
 
If Titanic were any other vessel (e.g.  not the biggest, 
most opulent, “unsinkable”), would management been 
more careful about the weather reports and not pressed 
to break speed records?  Would the results have been 
different if the evacuation drill were held as scheduled 
on April 14? 

Management and staff education regarding 
the ship’s design and what the watertight 
compartments could/could not do 
contributed to a false sense of security.  
This lack of knowledge, coupled with poor 
emergency preparedness and  
communication issues among staff 
contributed to the loss of life; 
 
Failure to conduct “what if” scenarios 
(especially regarding failure of the 
watertight compartments)—nothing is 
really ever watertight! 
 

Reinforcement of emergency preparedness procedures and staff 
communication is essential to maintaining calm heads in 
emergencies.   Reports of operating room fires, projectiles in 
the MRI suites, bioterrorism, etc. are examples where 
emergency preparedness can help mitigate injury and damages; 
 
Failure Mode Effect Analysis should be used religiously to 
highlight “what if” scenarios and identify corrective action 
proactively; 
 
No system is infallible—“Plan B” must always be in place and staff 
educated/prepared for “Plan B” implementation.  False reliability on 
systems is a recipe for disaster (e.g. the misguided notion that there is 
an electronic solution to all problems. For instance, medical record 
documentation, electronic notifications to physicians of abnormal test 
results, etc.). 
 

Arrogance about the "unsinkability” of the Titanic led to 
poor proactive emergency/life safety planning as there 
were insufficient lifeboats aboard the vessel.  The vessel 
was build to support 20 lifeboats which had the capacity 
to rescue 1178 persons.  The boat was designed to carry 
32 lifeboats but the number was reduced to 20 as it was 
felt that the deck would appear too “cluttered.”  There 
were 2,228 passengers and crew on board and 1,523 
perished.  Testimony revealed that senior staff believed 
that fully loaded boats would be difficult to lower to the 
sea as the mechanism that held them would collapse 
under the weight. In the end, only 705 persons (31.6% of 
total passengers and crew) were saved.   
 
Were the lifeboats properly tested pre-launch (initial 
tests indicated that the boats were tested and could hold 
70 grown men)?  If the appropriate number of lifeboats 
were included in the original design, would loss of life 
have been mitigated, despite the inexperience of the staff 
directing the evacuation and evacuation time constraints?   
 

Poor planning on the part of management; 
 
Management’s focus on the physical 
appearance of the vessel vs. life safety 
issues and over-dependence on technology 
(watertight compartments) contributed to 
poor planning, poor design and 
inappropriate evacuation plans. 

Renovating and constructing facilities without enough attention 
to patient safety issues—e.g. use of high-end building materials 
(granite, marble, etc.) that are slick and can contribute to 
slips/falls, handrail installation, focus on physical “appearance” 
of facility and public areas taking precedence over patient 
safety issues;   
 
In one hospital, in-patients were shuffled to the back of the 
radiology waiting area behind a curtain and away from the 
direct view of staff.  Out-patients were seated in full view of the 
staff.  No staff were assigned to watch over the vulnerable in-
patients.   

 

		 �



Titanic Issue Management Corollary Health Care Scenario 
There is speculation that there was pressure from management 
to “break records” so much so that the vessel was moving at 
an unsafe speed, given the untested engines and weather 
warnings of ice floes in the vicinity.  The Captain of the 
Titanic likely succumbed to political pressure to hasten the 
voyage and, in so doing, jeopardized safety.   
 
Had Titanic been proceeding at normal speeds, could 
the vessel have been turned around in time to avoid 
collision?  

Not following established protocols for 
safety, especially in treacherous waters.   
 
Effect of outside influences on objective 
decision making; 
 
Subject matter expert (the Captain) was not 
heeded and was pressured into making the 
wrong decision. 

Management must pay attention to designated subject matter 
experts in their facilities and balance safety issues against 
political pressure/media exposure.  What is the purpose of 
having educated, experienced staff if their opinions are not 
valued? 
 
Recall the 2003 case regarding a patient who received the 
wrong heart transplant—it is unclear whether media, 
political and other pressures played a role in the facility 
providing another transplanted organ to this same patient 
whose survival was already compromised; 
 
Political decisions must be weighed against what is best for 
the patient. 
 

It has been speculated that steerage passengers were 
placed in grave jeopardy because of their low economic 
status (e.g. steerage class passengers).  63% of first class 
passengers survived, 43% of second class passengers 
survived, 25% of third class passengers). 
 
Were upper class passengers saved at the expense of 
steerage passengers? 
 

Management focused on their affluent and 
“visible” clients to the detriment of other 
passengers; 
 
In some situations, a “you get what you pay 
for” mentality is completely absurd (and 
dangerous!). 

Consider this when reviewing services provided to insured 
patients vs. uninsured patients.  Standards of care must be 
provided uniformly across all economic classes from out-
patient to in-patient services. 

“Rescue” vessels that were in the vicinity of Titanic may 
have also bought into the hype of the “unsinkability” of 
Titanic, to the point where they ignored the warning 
flares fired and the Morse code messages sent.   
 
Although historical accounts indicate that some vessels 
were too far away from Titanic to arrive in time, 
assumptions and speculation trumped legitimate 
information (Morse code messages, warning flares).  
 

Outside variables are difficult to control and 
influence.  However inexperienced crew in 
the radio room likely did not effectively 
communicate the dire circumstances.  
Again, this can be attributed to poor staff 
training and inadequate emergency 
preparedness training. 

Outside variables cannot usually be controlled.  Therefore, 
health care facilities and their staff must focus on any and all 
controllable aspects; 
 
Emergency preparedness testing and drills, Failure Mode 
Effect Analysis are important pro-active measures to identify 
risk and implement appropriate actions for risk avoidance.  

The crew’s attempt at stopping/slowing or turning 
around the behemoth vessel at the speed she was 
traveling at was a reflex reaction and not based on 
experience or mathematics (seasoned staff may have 
determined that there was insufficient time to completely 
turn the vessel around and avoid side impact).   
 
Would more level heads at the helm have prevented 
the devastating side impact? 

Executive decision making; emergency 
preparedness, contingency planning and the 
crew’s lack of essential engineering 
knowledge. 

Leadership is a key component in any crisis situation.  Most 
hospitals have emergency task forces in place to handle 
disaster situations (power outages, bomb threats, fires, etc.) 
and the input of seasoned staff is essential to successful 
handling of such events.  Adequate and frequent planning 
and training are essential components of risk avoidance. 

 
Tools, Resources and Literature: 
Titanic 
www.nytimes.com/2008/04/15/science/15titanic.htlm?_r=1&pagewanted=print 
 
Titanic: An Illustrated Story, D. Lynch, Hyperion, Madison Press, 1992, ISBN 0-7868-8147-X 
www.historyonthenet.com/Titianic/lifeboats.htm 
www.titanic-faxts.com/titanic-ship.html 
www.ithaca.edu/staff/jhenderson/titanic.html 
 
Transplant Case 
www.dukeheath.org/health_library/news/6436 
 
MRI Safety 
Sentinel Event Alert #38 “Preventing accidents and injuries in the MRI suite,” Joint Commission, Feb. 2001 
 
www.simplyphysics.com/flying_objects.html 
 
Swiss Cheese Model 
Human Error:  Models and Management, J. Reason, BMJ, Vol. 320, 18 Mar 2000 
 
Failure Mode and Effect-Analysis: 
1. Root Cause Analysis in Health Care: Tools and Techniques Second Edition. pp 153-154 (Oakbrook Terrace, Illinois: JCAHO, 2003). 
2. Failure Mode and Effects Analysis in Health Care: Proactive Risk Reduction. p 87 (Oakbrook Terrace, Illinois: JCAHO, 2002). 
3. Root Cause Analysis in Health Care: Tools and Techniques Second Edition. p 105 (Oakbrook Terrace, Illinois: JCAHO, 2003). 
4. Failure Mode and Effects Analysis in Health Care: Proactive Risk Reduction. pp 81-84 (Oakbrook Terrace, Illinois: JCAHO, 2002). 
5. 2009 Hospital Accreditation Standards. The Joint Commission on Accreditation of Healthcare Organizations. 2009. p 124. 
6. Making Healthcare Safer: A Critical Analysis of Patient Safety Practices. Agency for Healthcare Research and Quality, Pizzi, Laura T., Neil I. Goldfarb,  
 and David B. Nash. “Chapter 40. Promoting a Culture of Safety.” 2001. pp 447-57. 
7. “Conducting Root Cause Analysis, A Resource Guide for Health Care Providers, Greater New York Hospital Association, 2009 
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9 Matter of Storar, 52 NY2d 363, 438 N.Y.S.2d 266 (1981). 
1 0Schloendorff v. Society of New York Hospital, 211 N.Y. 125 (N.Y., 
1914) (overruled on other grounds by Bing v. Thunig, 2 N.Y.2d 656 
(N.Y., 1957)). 
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The AHRMNY Autumn Patient Safety workshop was held on December 11, 2009 at the Harmonie Club in 
Manhattan. The generous sponsor for the event was Garson, Decorato and Cohen, LLP. Attendees enjoyed a deluxe 
brunch following the lectures.  This event was well attended. 
 
The speakers included subject matter experts in the field of Patient Safety:  

·  Aileen R. Killen, R.N, PhD., Director, Patient Safety Program, Memorial Sloane Kettering Cancer Center. 
·  Harold S. Kaplan, M.D., Professor of Health Evidence and Policy, Mount Sinai Medical School of Medicine. 
·  Michael Leonard, M.D., Principal at Pascal Metrics, Formerly the Physician Leader for Patient Safety at 

Kaiser Permanente and a Faculty Member at the Institute of Healthcare Improvement. 
 
The program included a discussion of best practices in the area of patient safety and the promotion of a culture of 
safety in healthcare.  
 
According to Aileen Killen, “culture does not change, it evolves.”  Change requires leadership. There are 4 characteristics of 
a Culture of Safety: 

�  Responsible reporting 
�  Just culture 
�  Team training  
�  Process improvement 

 
The “take away” to changing the culture and improving patient safety is patient involvement. 
 
Dr. Kaplan discussed the 10th anniversary of the IOM Report, opining there is no reason to celebrate. He stated, 
according to statistics, our US Healthcare Industry failed in each important area evaluated.  He noted the top four 
reasons why employees do not report mistakes, including: the error was caught and fixed before anything bad 
happened; it is easier just to fix the error than tell anyone about it; the error might be placed in a personnel file; avoid 
getting themselves or others in trouble.  
 
Dr. Kaplan described high reliability organizations focus on five processes: 

�  Preoccupation with failure 
�  Reluctance to simplify 
�  Sensitivity to operations 
�  Commitment to reliance 
�  Deference to expertise 

 
Michael Leonard discussed looking at patterns of error and injury. He described “buckets of risk” and the process to 
reduce risk exposure. This process includes teamwork, reliable process of care, practice and simulation.  He also 
places emphasis on the importance of having a clear and crisp conversation amongst providers.  One technique 
utilized successfully is training staff to take a time-out during procedures by requesting “clarity.”  The word “clarity” 
would trigger all providers to take a quick moment to evaluate the situation, assess the confusion and determine how 
to proceed.  
 
Dr. Leonard also described the elements of effective communication and teamwork: Have a plan; have a structured 
process; hand offs are a dangerous time; maintain structured language/clarity, know who owns the patient; know the 
parameters for escalation of care; psychological safety. 
 
After each patient encounter he suggests a debriefing process. The debriefing process should ask 3 questions: What 
did we learn? What did we do well? What could we do better tomorrow? 
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The Association for Healthcare Risk Management of N ew York, Inc. (AHRMNY)  
does not endorse, recommend or favor any organizati on, author  

or product discussed in this journal. 
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is revised, updated and expanded to meet the needs of a growing 
and complex specialty. Conveniently presented in pocket-sized 
format for easy reference, it is packed with proactive tips to help 
promote best practices in resident care while reducing occurrences 
and claims.  As are all nine Pearl titles, ��������	
�
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is available in specially priced five-packs to facilitate staff and  
client distribution.  Details and a free preview are available 
at the ASHRM Store.  
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