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COMPLIANCE WITH UNIVERSAL PRECAUTIONS BY HEALTH CARE
WORKERS IN A RURAL COMMUNITY EMERGENCY ROOM

.Jane E. DeVries, M.A.
Western Michigan University, 1989

Performance feedback has been used in various or-
ganizations to correct problems in the areas of safety,

customer service, absenteeism, and tardiness. The

present research examined the effects of performance
feedback to increase compliance with universal precau-
tions in an emergency room department. Four suLjects
(Registered Nurses) were observed for glove wearing in
any of six different situations common to the emergency
room. These included cleaning instruments, cleaning a
laceration, giving an injection, phlebotomy, inserting an
int;avenous catheter, and obtaining and/or transporting
specimens other than blood. A multiple baseline experi-
mental design was employed in this study. Results indic-

‘ated that performance feedback increased glove wearing in

all subjects.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



ACKNOWLEDGEMENTS

I would like to thank my advisor, Michele Burnette,
without whom this research would never have been started
or completed. I thank my husband, Michael 3ones, for his
assistance with the literature search and for his moral
support throughout all phases of this project.

Appreciation is also extended to Cookie Page,
Emergency Medical Technician Specialist (EMT-S), for her
part in the observations; to Lucy Edgar, RN Infection
Control Coordinator, for providing performance feedback;
and Lisa Largo for her critique of every aspect of this.
project.

special thanks also goes to my mother, Jean DeVries,
‘for all her support and encouragement every step of the
way.

Jane E. DeVries

ii

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



UMI |

MICROFILMED 1989

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



/ INFORMATION TO USERS

The mfost advanced technology has been used to photo-
graph and reproduce this manuscript from the microfilm
master. UMI films the text directly from the original or
copy submitted. Thus, some thesis and dissertation copies
are in typewriter face, yvhlle others may be from any type
of computer printer. #

ks

‘The quality of this reprodyctiion is dependent upon the

quality of the copy submltff d. Broken or indistinct print,

" colored or poor quality i¥ usm ations and photographs,

print bleedthrough, subsfandard margins, and i improper

alignment can adverse/l),/affect reproduction.
/4

4

In the unlikely event //hat the author did not send UMI a
complete manuscript and there are missing pages, these
will be noted. Also, if unauthorized copyright material
had to be removed, a note will indicate the deletion.

Oversize materials (e.g., maps, drawings, charts) are re-
produced by sectioning the original, beginning at the
upper left-hand corner and continuing from left to right in
equal sections with small overlaps. Each or1g1na1 is also
photographed in one exposure and is included in reduced
form at the back of the book. These are also available as
one exposure on a standard 35mm shde or as a 17" x 23"
black and white photographic print for an additional
charge.

Photographs included in the original manuscript have
been reproduced xerographically in this copy. Higher
quality 6” x 9" black and white photographic prints are
available for any photographs or illustrations appearing
in th(iis copy for an additional charge. Contact UMI directly
to order.

University Microfiims International ‘
A Bell & Howell Information Company

300 North Zeeb Road, Ann Arbor, Ml 48106-1346 USA
313/761-4700 800/521-0600

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Order Number 1337688

Compliance with universal precautions by health care workers in
a rural community emergency room

DeVries, Jane Elizabeth, M.A.

Western Michigan University, 1989

Copyright ©1989 by DeVries, Jane Elizabeth. All rights reserved.

U-M-1

300 N. Zeeb Rd.
Ann Arbor, MI 48106

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Copyright by
Jane E. DeVries
1989

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



TABLE OF CONTENTS

ACKNOWLEDGEMENTS--......--. oooooooooo oooo.ol-ul.o.-toonii

LIST OF. TABLES......n'..;;.....no..’o.o...o..o ..... -...-iv

LISTOF FIGURES;..-.... ............ ® 88 0 800008800000 .o-.-v

INTRODUCTIONI'..Q......' ...... o e a8 08 ® s a8 000 08 ¢ s 0 00 000 1

METHOD..I...ll.'.l.....l'l.l..l‘.....l. ooooooo -...---...8

SUbjectS-......... -------- ® 8 8 06 0 5 2 0 00 8 0N P00 8

Setting-..--.....--...-o-o--o----oo--....--..-.-.--..a

Materials..-....-oo.....-...........---..--..o-....-.g

Procedureocooolo.olo.c...occooiuulocooo.ll...iolo..o‘.g

RESULTS.‘C.II.Il!l..l.....Il..llll'.l.....ll....lll.l.lls

Reliability..iiivierieeeeeennneesneerossnsseansnsnaaslh

Glove-Wearing Adherence.....coeeeess ceseersessesnssssld

DISCUSSION‘..-!-....'!' oooooo LI LT I I O A I R R Y B B B B .10021

APPENDICESA.-loooocoool.lollolnnoouoo.n-o.oo. .......... 26

AI

B.

E.

FQ

Subject Informed Consent Form.......... sesnssesa2’

Statement of Understanding of Confidentiality...29

. Description of Universal Precautions............ 31

. Recording Sheet.......... B s asnaaancs 33

Subject's Personal Graph....... S e s escesseneanes .35

Performance Feedback RecOrd. .. cveeerencsesoncssse 37

BIBLIOGRAPHY..'..;.. ......... ® ® 8 2 68 8% 2 st e .oo..u-o39

iii

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



LIST OF TABLES

1. Total Number of Observations per Situation (A-F)
Separated into Baseline and Intervention Phase.....19

iv

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



LIST OF FIGURES

1. Multiple Baseline Graph.......ccseeeeeseseesecssslb

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



INTRODUCTION

Acquired Immune Deficiency Syndrome (AIDS) was
recognized in the United States in 1981 (Center for
Disease Control, 1981). Where and when the virus first
originated is not clear. The first sign of the human
immunodeficiency virus (HIV) was found in stored blood in
Zaire in 1§59 (Brunet & Ancelle, 1985; Center for Disease
Control, 1981; Gottlieb et al., 1981; Nahmias et al.,
1986). It is thought that the .HIV spread through the
urban areas of Central Africa in the late 1970s (Quinn,
Mann, Curran, & Piot, 1986). The presence of HIV 1s ten
times greater in the urban éreas of Zaire than in its
rural areas. However, in other rural areas, such as in
rural areas of Uganda, the virus has spread rapidly
(serwadda et al., 1985). This suggests that social
changes and varying lifestyles may promote the spread of
AIDS (Piot et al., 1988).

In the United States HIV was initially found in high
percentages in cCalifornia and New York. In 1982, 71% of
all HIV infections were found in these areas. In
January, 1988, this rate had decreased to 48% (Gadsby,
1988). According to the Center for Disease Control
(cDC), as of December 31, 1988, there were 82,764 cases

of AIDS reported in the United States and its territories
1
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("AIDS and Human Immunodeficiency,...”" 1989). Of these"
82,764 cases, more than 46,000 have been fatal ("AIDS and
Human Immuhodeficiency,..;" 1989). AIDS is spreading
rapidly,_with the rate doubling every 12 to 14 months.
At this rate the number of AIDS cases in the United
States will reach 270,000 by 1991 (Center for Disease
Control, 1987).

The best way to stabilize the spread of AIDS is to
block the mode of transmission. AIDS can be transmitted
in a number of ways, which inglude sexual, parenteral,
and maternal~-infant routes (Koop, 1988). The differences
in the behaviors of the rural Zairians and the rural
Ugandans suggest that AIDS transmission may stabilize if
behaviors thought to increase its spread are absent (Piot
et al., 1988). Individuals who are at high risk of
contracting AIDS are those who engage in high risk
behaviors, such as, having sex--oral, anal or vaginal--
with someone who 1is infected with the AIDS virus, or
sharing drug needles and syringes with an infected person
(Koop, 1988). The virus can also be transmitted from the
mother to the baby before or during birth. Some of those
with hemophilia and others contracted AIDS from receiving
blood (Koop, 1988). HIV has been isolated £from multiple
body substances but has only been found to be transmitted
via blood, semen, vaginal secretions, and possibly breast

milk (American Hospital Association, 1988). The relative
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constancy of the risk groups strongly suggest that other
means of contact do not transmit infection (Friedland &
Klein, 1986).

Many health care workers in hospital and clinic
settings are frequently exposed to body £fluid sﬁbstances
thought to transmit AIDS. Eveﬁ though health care
workers have numerous contacts with infected patients,
their risk of contracting HIV is low relative to high
risk groups such as homosexuals, intravenous drug users,
or hemophiliacs. The risk of the patient contracting the
disease from the health care worker is even Ilower
(American Hospital Association, 1988;’Friedland & Klein,
1986; Publié Health service, 1986). However, thére have
been reported cases of health care workers developing HIV

antibodies after contact with the body £flulds of a HIV

positive patient (Kelen et al., 1988; "Needlestick
transmission of HTLV~-III,..." 1984; Update: Human
immunodeficiency, 1987). some of these health care

workers contracted the disease via an accidental

needlestick; through the spraying of blood in the eyes,

mouth, or any mucous membrane; and- through handling of

. ~-~hlood without preventive garb in the presence of a break

in skin integrity ("Recommendations for Prevention,..."
1987).

As of June, 1988, there had been 11 reported cases of

HIV in health care workers. These workers had no
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identifiable risk factors, and the workers contracted HIV"
while providing health care ("Apparent transmission,..."
1986; Grint & McEvoy, 1985; Neissén-Vernanﬁ, Arif,
Mathez, Leibowitch, & Monplaisir, 1986; Oksenhendler,
Harzix, LeRoux, Rabian, & Clauvel, 1986; Stricof & Morse,
1986).

In a study of unrecognized HIV infection in
emergency department patients, 4% of the patients studied
in an inner city emergency department, who showed no risk
factors for HIV, were HIV positive (Kelen et al., 1988).
Health care workers could not have Jjudged whether the
patient was positive or negative for HIV on the basis of
apparent risk factors (Kelen et al., 1988).

Health care workers view AIDS as a major risk factor
in caring for patients (0'Donnell, O'Donnell, Pleck,
Snarey, & Rose, 1987). Their fears are probably
exacerbated by the fact that there is no cure for AIDS.
The average mortality rate from time of diagnosis is 18-
20 months for about 80% of those infected (American
Hospital Association, 1988). The occupational risk may be
small, but contracting the disease can be deadly.

A career as a health care worker does not have to
pose such a great threat because the transmission of HIV
is preventable to a large degree by the use of universal
precautions (American Hospital Association, 1988; Center

for Disease Control, 1987; Public Health Service, 1986).
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Universal precautions are preventive barriers, such as’
gloves, masks, protective eye wear, and gowns which
prevent exposure to potentially infected blood and body
substances (American Hospital Association, 1988). (See
Appendix C for a detailed description of universal
precautions as defined by the American Hospital
Association). The Occupational and Health Administration
expects hospitals to conform to these precautions as part
of the hospitals' responsibility to keep the workplace
free of recognized hazards. Thege precautions are to be
implemented when caring for any and every patient
regardless of apparent risk factor (American Hospital
Association, 1988).

Though hospital staff may be aware of the mcdes of
transmission of HIV and other diseases, compliancé with
universal precautions is inconsistent. It appears that
health care workers make subjective decisions about who
is and who is not at high risk. 1In a typical case, for
example, a health care worker follows universal
precautions when initiating venipuncture for a known IV
drug user, but no gloves are worn implementing the same
procedure on an 83~year-old female. One cannot tell risk
factors in an emergency; therefore, every emergency
should be handled with universal precautions, as should
any interaction of a healthlcare worker with a patient's

body £fluids. This not only protects the health care
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worker but also protects the patient if the health care -
worker is positive for HIV (American  Hospital
Association, 1988).

The use of universal precautions requires a change in
behavior on a consisfent basis in order to prevent
contracting or transmitting the disease. To date, there
has been no scientific analysis of the effectiveness of
compliance with wuniversal precautions (Rhame & Maki,
1989). The ¢DC has endorsed the wuse of universal
precautions from a theoretical standpoint but it has
never been assessed whether this is the most practical
means of protecting health care workers and patients
(Rhame & Maki, 1989).

Most of the research on AIDS has been directed at
prevention outside the hospital environment, and even
more research has been directed toward those who have
already contracted the disease. It is important to focus
on prevention to stabilize the transmission of HIV (Piot,
et al., 1988), reduce the loss of manpower to society,
and to reduce hospital costs (American Hospital
Association, 1988). gesearch focusing on prevention and
cure is a must in order to gain some control over this
deadly disease.

A way to address the area of prevention of AIDS
transmission would be to increase the consistent use of

universal precautions. One way to do this is to use a
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performance feedback procedure. Performance feedback is’
"information given to individuals about the quality or
gquantity of. theif past performance" (Prue & Fairbank,
1981, p.65). This procedure is chosen over others
because it 1is simple to use,” 1nexpensivé, andAflexible
(Fairbank & Prue, 1982). Performance feedback has proven
useful in various organizatiénal areas to correct
problems in the areas of safety (Chhoker & Wallin, 1984;
Sulzer-Azaroff & De Santamaria, 1980), customer. service
(Brown, Malott, Dillon, & Keeps, 1980), and absenteeism
and tardiness (Lamal & Benfield, 1978). Given the
success with which performance feedback was used with
other problem behaviors, it is plausibie that this method
may be effective in training adherence to universal
precautions.

The purpose of the present study was to assess how
the use of performance feedback can increase adherence to
universal precautions in a hospital setting. The
behaviors observed were "gloves on" or "gloves off" in
any of six situations warranting universal precautions.
It was expected that performance feedback would increase

glove wearing in all of the subjects,
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METHOD
Subjects

Four emergency room employees were recruited to
participate in the study. Subjécts were recruited from a
pool of 14 regqularly scheduled male and female Emergency
Department employees, which include Registered Nurses
(RN) and Emergency Medical Technician Specialists (EMT~-
S).

only regularly scheduled Emergency Room (ER)
employees were included in the selection pool. Four
subjects who were willing to participate and did not have
overlapping shifts or vacation plans were selected. They
were also willing to sign the informed consent form
(Appendix A). The subjects were RNs, two working the
10:00 am-8:00 pm shift and two working the 12:00 mn-10:00
am shift. All four.subjects were female RNs with a range
of nursing experience from 4-35 years. The age range of

these subjects was 34-63 years.
Setting

The study took place in the emergency department of
a 60-bed hospital located in a rural community. The
emergency department averages approximately 40--45

8
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patients in a 24-hour period. It includes a six-bed
emergency room and four-bed outpatient clinic. The
hospital services 35,000 people in surrounding counties.
The majority of the patients seen are receiving some type
of financial assistance (medicaid or general assistance)

and others have no insurance at all.
Materials

A recording sheet was used to record observations
(Appendix D). Other materials included a graph for each
individual showing the subject how often they wore gloves
in situations where it was warranted (Appendix BE).
Performance feedback was provided in written form

(Appendix F).
Procedure

Due to the nature of the study the individuals were
told that they would be observed for behaviors that were
related to the care of the emergency room patient. The
behaviors were not specified in order to avoid
reactivity. The subjects were told that at the project's
completion they would be debriefed regarding what
behaviors were observed and why they were observed. They
were also assured that none of the information gained in
the study could affect their jobs in a negative manner.

The only supervisory involvement in the study was
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obtaining approval from the Nursing Supervisor.

With the exception of the researcher, the observers
were not identified to the subjects. However, the
subjects were told that co-workers would be observing.
The observers were people who could observe the subjects
unobtrusively. In addition, the researcher was present
on many occasions without observing the behavior; thus,
they did not know at what times the researcher was

observing their behavior or what behaviors the researcher

was .monitoring. A minimum of fifteen percent of the
time, subjects were observed by two independent
observers.

The observers were trained in the following manner:

1. They were told to observe subjects, noting
whether gloves were on or off in any of six situations,
which  included: cleaning instruments, cleaning a
laceration, giving an injection, phlebotomy, inserting an
intravenous catheter, and obtaining and/or transporting
specimens other than blood.

2., They were then instructed to observe the
subject's behavior whenever it was possible during the
time they were scheduled to work with the subject. Those
observers who did not work in the ER observed in the ER
as their jobs would allow. All observers, with the
exception c¢f the researcher, collected data during

working hours so no personal time was required to be
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involved in the study.

3. The researcher assessed whether or not the
observers were in agreement regarding what behaviors
constituted each of the six situations. This was done by
having the observer identify and pair each behavior as it
occurred in the ER with the definition of that behavior
on the recording sheet.

4. The observers were then given a recording sheet.
They were instructed to record the subject's initials,
the observer's initials, the situation (phlebotomy,
cleaning a 1laceration, and so forth), the occurrence or
nonoccurrence of glove-wearing behavior, the date and the
time on the recording sheet. A practice session was held
with each observer to be sure all observers were filling
out the recording sheet according to instructions.

5. It was emphasized to the observers that it was
important not to be obvious about observing the subject's
behavior in order to avoid contamination of the results.
Observers were trained individually in order to avoid
being in the hospital when they were off duty.

Oonce the subjects were chosen, a period of baseline
observation ensued. The subjects were observed for a
minimum of four data points to establish baseline. Each
data point was composed of five to six observations made
during one 10-hour shift. The observations were made

throughout the 10-hour shift. If less than four
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observations were collected in one shift that data was
discarded. If more than six data observations were
collected the points.used were from the beginning of the
shift until a total of six observations had been
obtained. More than one data point could be collected in
one day. For example, if 12 observations were obtained
in one day, this would equal two data points.
Observations were not carried from one day to the next.
Baselines were complete when a minimum of four data
points of a stable or decreasing nature were obtained.
This was done to be sure no other variables other than
performance feedback would affect the results. A multiple
baseline design was employed to control for time.

The intervention was performance feedback
(independent variable) in the form of a written statement
and a graph of the observations made by the researcher.
This feedback was presented by the 1Infection Control
Coordinator after she had beeﬁ instructed by the
researcher in how to give performance feedback and to
request behavior change on the part of the subject. she
was ilnstructed to give the prepared performance feedback
statement (Appendix F) to the subject after she read it
herself. The researcher recorded the average percentage
of the time that the subject wore gloves, out of all the
opportunities to wear gloves, in the appropriate space on

the performance feedback record prior to giving it to the
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Infection Control Coordinator. The Infection Control RN

was then told to request behavior_ change by making a
positive statement, such as, "We notice you-havé been
wearing gloves 15% of the time, and we are glad of that.
We would 1like to see you increase your glove wearing and
request that you do so in all of the following situations
noted on the performance feedback record."

The Infection Control Coordinator was chosen for she
is actually in the position of a staff RN. Performance
feedback has been most succegsful when given by the
supervisor (Balcazar, Hopkins, & Suarez, 1986), but this
may have been perceived as a threat to the ER employees
so the Infection Control RN was chosen.

All observers and the 1Infection Control Coordinator
signed the "Statement of Confidentiality 1Issue" form
(Appendix B) before being allowed to participate in the
research project. ’

The feedback was given following baseline and was
scheduled every other week after performahce feedback was
initiated. 1Included in the feedback were, (a) the number
of times gloves were worn out of all opportunities to
wear dgloves, in the form of a percent; (b) the six
situations where gloves should be worn; (c) a request for
behavior change; and (d) a graph plotted with the data
points, including all data points up to that particular

feedback session. Feedback took only £five minutes and

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

13



was always given on a subject's working day so none of
their personal time was used for research. At the
project's completion, the subjects were debriefed
regarding what behaviors were observed and why they were

observed.
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RESULTS
Reliability

Two observers collected independent obsefvations
simultaneously for 22% of the total number of
observations for subject 023, 15% for 045, 19% for 067,
and 17% for 089. These observations were compared to
establish intercobserver reliability. An agreement was
scored if both observers recorded the same condition
(A~F), the same date, and the same time.

Interobserver agreement was calculated by total
agreement. Total agreement is defined as " an index of
total agreement describes the extent to which two
observers record the same number of occurrences of
behavior" (Page & Iwata, 1986, p.107). This was
calculated by taking the sum of the number of responses
scored by each observer across the session, dividing the
smaller number by the larger, then multiplying the
quotiant by 100. For three subjects the reliability
check was 100%. For subject 045, the reliability was
93%.

Glove=-Wearing Adherence

The responses measured in this study were whether

15
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gloves were on or off in any of the six previously stated
situations. Data points are in percentages, composed of
the number of times gloves were worn in an observation
period divided by the number of opportunities to wear
gloves X 100.

The behavior in question was assessed during
baseline conditions. Following baseline the intervention
was introduced to one subject at a time until all
subjects had benefited £from the intervention.  The
subject's behavior was again assessed and any significant
changes from baseline were noted.

All four subjecfs showed an increase in glove-
wearing behavior during and following the intervention
(See Figure 1).

Subject 023 wore gloves 17% of all opportunities to
wear gloves in the baseline phase. This subject started
baseline at 33%, gradually dropping to 0%. The baseline
rate then increased to 33%, then 40% but dfopped back to
0%. During the intervention, 023 increased to 50%
immediately following the first performance feedback

session. Tiie subject then went from 60% up to 83%, but

the 1last data point collected was 67%. Following‘

intervention, 023 increased glove wearing to 66%, which
1s a 49% increase.
Subject 045 averaged 59% during baseline and increased

to 85% in the intervention phase, a 26% increase. During
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baseline 045 ranged from 60%-67%, but dropped to 40% just
prior to the intervention. During the intervention, the
first five data points range from 80%-83%, in the middle
of the intervention phase the percentages decreased to
60% and 67%, but for the final fwo data points collected
were at 100%.

subject 067 started with a high baseline average of
74% and increased to 96% in the intervention phase; which
was an overall increase of 22%. This subject ranged from
80% in the initial phase and remained between 60% and 80%
throughout baseline. During intervention the subject
maintained 100% in six of the eight data points, with the
low scores of 83%.

Subject 089 wore gloves 12% of the opportunities in
the baseline phase and increased the average to 45%
following performance feedback, an increase of 33%. This
subject started out with 20% and then drcpped to 0% which
was the stable pattern throughout baseline. During the
intervention, the subject started out with 20% but
gradually increased to 67%, decreasing to 50% at the end
of the study. .

Overall, the four subjects averaged 40.5% during
baseline and 73% in the intervention phase. The occur-
rence or nonoccurrence of glove wearing can be broken
down into specific number of observations per situation

(A-F). This can also be assessed in greater detail by
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Table 1

19

Total Number of Observations per Situation (A-F)
Separated into Baseline and Observation

Phases
Subjects
023 045 067 089
Situation Pre Post Pre Post Pre Post Pre Post

A 67 100 40 100 100 100 33 100
B 40 100 100 1¢0 100 100 67 100
c 5 0 0 57 10 67 0 (0]
D 0 100 67 100 100 100 0 0
E 57 100 67 100 80 93 0 71
F 17 69 50 100 91 100 20 57

Note: Observations are represented in percent form, as
the number of observations where gloves were worn out
of the total number of observations.
the baseline phase and Post represents the intervention

phase.

Pre represents
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examination of observations per situation in the baseline
and intervention phases (Table 1). Subject 023 improved
glove wearing in all situations, except C. Subject 045
improved in situations C-F, where C showed the least
improvement, for gloves were still off 9 out of 23
opportunities. Subject 067 showed improvement in C, E,
and F. This subject never had gloves off during
baseline in situations A, B, or D. Subject 089 had no
observations during baseline in situation D. There was
improvement for this subject in all other areas except C,
which remained unchanged. From the table it should be
noted that the behavior 1least affected by performance

feedback appears to be situation C.
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DISCUSSION

Results of this study show fhat performance feedback
by the 1Infection Control Coordinator resulted in an
increase in glove-wearing behavior by ER nurses.
Existing literature (Balcazar et al., 1986) states that
the most consistent effects of performance feedback are
when it 1s given by the supervisor or manager. No
consistent effects have been noted when feedback has been
presented by a co-worker (Balcazar, et al., 1986). These
results contradict the existing literature in that the
feedback was given by the Infection Control RN who was
another health care worker who did not work in the ER and
was not a supervisor. Perhaps there may have been further
increase in glove-wearing behavior had the ER supervisor
given the feedback. Furthermore, the Infection Control
nurse may hold a ‘"perceived" position of power and
influence over the other staff. This 1is a strong
possibility for it is the Infection Control Coordinator's
responsibility to see that the infection control
standards for the hospital are maintained.

Rhame and Maki (1989) protest that although univer-
sal precautions have been instituted to avoid required
HIV testing, 1little has been done to insure that univer-

sal precautions were followed by hospital staff. The
21
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current study shows that none of the health care workers
wore glovas in all situations warranting gloves. While
compliance improved with feedback, subjects did not
comply 100% of the time. Perhaps universal precautions
are not as practical 1in reality as they are in theory;
therefore, more may be required than performance feed-

back, as 1instituted in this study, to gain 100% compli-

ance.

Wearing gloves with every patient was reportedly
difficult for all subjects. There were many reasons
given for this difficulty. For example, many of the

patients were people the nurses had known most of their
lives making it seem unrealistic that they would have
AIDS. In addition, 1t was difficult to conceptualize
elderly people as capable of transmitting HIV. Most of
the employees had never seen anyone with AIDS and
believed that to be a problem only in larger cities.

It was also noted that compliance with universal
precautions may be impractical due to poor glove quality.
Many gloves had holes in them before they were used or
were so thin that they were torn while being put on.
Furthermore, the fingers adhered so one's hand would not
fit inside the glove, and many were so large they were
too cumbersome for fine motor use. Research must be done
regarding the quality of the gloves themselves

health care workers can be expected to use them consis-
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current study shows that none of the health care workers
wore gloves in all situations warranting gloves. Wwhile
compliance improved with feedback, subjects did not
comply 100% of the time. Perhaps universal precautions
are not as practical in reality as they are in theory;
therefore, more may be required than performance feed-
back, as instituted in this study, to gain 100% compli-
ance.

Wearing gloves with every patient was reportedly
difficult for all subjects. There were many reasons
given for this difficulty. For example, many of the
patients were people the nurses had known most of their
lives making it seem unrealistic that they would have
AIDS. In addition, it was difficult to conceptualize
elderly people as capable of transmitting HIV. Most of
the employees had never seen anyone with AIDS and
believed that to be a problem only in larger cities.

It was also noted that comﬁliance with universal
precautions may be impractical due to poor glove quality.
Many gloves had holes in them before they were used or
were so thin that they were torﬁ while being put on.
Furthermore, the fingers adhered so one's hand would not
fit inside the glove, and many were so large they were
too cumbersome for fine motor use. Research must be done
regarding the quality of the gloves themselves health

care workers can be expected to use them consistently.
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Perhaps manufacturing standards need to be set for gloves
so they are more usable.

The behavior with the 1lowest 1level of compliance
was giving an injection, situation C. The subjects
believed this standard to be too rigid of a restriction
and therefore did not comply with using universal
precautions in that instance. This may be why perform-
ance feedback was not as effective in increasing glove
wearing in situation €. All subjects also questioned the
effectiveness of gloves with injections, phlebotomy, and
IV's for it would be very easy for the needle to pierce
through the gloves into the skin.

The urgency of care in the ER makes compliance most
difficult. If it was difficult to £find an acceptable
pair of gloves in an emergency situation, the health care
worker would give the patient emergency medical care
before finding a pair of suitable gloves. This may have
been advantageous to the patient but could put the health
care worker at risk.

There are several areas that can be addressed in
future research. First, the current research could be
extended to other components of universal precautions.
For example, using protective eyewear, masks, or clothing
are other preventive features of universal precautions.
Second, the ease of compliance with universal precautions

needs to be examined. One might also examine how
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performance feedback may be more effective if changes
were made in the structure of the environment, for
example, gloves were more accessible. Third, the use of
performance feedback could be extended to other areas
outside of the ER. Finally, the effects of performance
feedback over time in maintenance of high compliance with

glove wearing could be addressed.
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Appendix A

Subject Informed Consent Form
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Informed Consent for Participation in an Investigation

I understand that I am being invited to participate in a
research study entitled "Behaviors of health care workers when
caring for patients in the Emergency Room". The purpose of this
study is to assess various behaviors of health care workers
involved in caring for Emergency Room patients. I understand
that the exact behaviors to be observed will not be divulged at
this time to prevent skewed results. I also understand that
after all the data have been obtained I will be debriefed as to
the specific nature of the results. This will be done within
four weeks of my last feedback session.

As a participant in this study I will be asked to allow one
to two researchers to observe and record my behavior while I am
on duty in the Emergency Room. Following the initial observation
period I will be given feedback on my behavior and will be told
what specific behaviors are being observed. A graph of my
behavior and a written summary of the data collected will be
shown to me regarding the behaviors observed. I will initial the
feedback sheet along with the person presenting the feedback.
The initials show that the feedback has been reviewed.

I understand that the feedback session will only 1last five
minutes and that I will not be required to be involved in this
study on my own time, only during working hours. I will
participate in feedback sessions occurring on a weekly basis
after the initial observation period.

I may withdraw from the study at any time without penalty.

A potential benefit to participation i1in the study is to
improve quality of patient care in the Emergency Room where I
work. Any information obtained will be held in the strictest
confidence of the researchers. All researchers will sign a
confidentiality form. All data will be coded by numbers with
names removed to insure confidentiality. Name and number codings
will be destroyed after analysis. All data will be stored in a
locked cabinet in the principal investigator's possession. My
signature below authorizes the investigators to use the data in
scientific presentations and publications provided there is no
personal identification.

I understand that any questions or complaints I have now or
any time in the future may be addressed to Dr. M. Michele
Burnette at 387-4472 or Jane E. DeVries, RN,BS at 637-1466.

My signature below indicates that I have read and understood
the above information and have decided to participate in the
study. I may keep one copy of this form.

Signature ' Date

Signature of the Investigator
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Statement of Understanding of Confidentiality
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Statement of Understanding of Confidentiality

As a research assistant, I will not divulge any information which
comes to me through the carrying out of my assigned duties.

This shall include:

not discussing any subject or any information pertaining to any
subject with anyone (even including my own family) who is not
directly working with said subject.

not discussing any subject or any information pertaining to any
subject in any place where it can be overheard by anyone not
directly working with said subject.

not mentioning any subject's name nor acknowledging directly or
indirectly, any person named as a subject except to those
authorized to have this information.

not describing any behavior which I have observed or disclosing
any information 1learned through my relationship as an assistant
of this research, except to those authorized to have this
information.

I have read and understood the Michigan Health Code on

"confidentiality" (330.1748 Section 748) and "Privileged
Communication" (330.1750).

Date Signature

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Appendix C

Description of Universal Precautions as Described
by the American Hospital Association and
the Centers for Disease Control
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Description of Universal Precautions as described by the American
Hospital Association and the Centers for Disease Control

Since it 1is often not possible to know when an individual
may be infected with the HIV or other blood-borne agents, the
consistent use of protective barriers and practices for avoiding
exposure to potentially infected blood and body fluids is the
most reliable method for minimizing transmission risks. This
approach is referred to as "universal precautions" and has been
advocated by the Centers for Disease Control (CDC) and is
currently mandated by the Occupational sSafety and Health
Administration (OSHA). Universal precautions emphasize the need
for all health care workers to consider all patients as
potentially infected with HIV or other blood-borne agents. As
such, all health care institutions ~- regardless of their AIDS
caseload ~- should adopt the practice of universal precautions to
minimize the risk of transmission of HIV and other blood-borne
agents, either from patients to staff or staff to patients.

Experiences with HBV, HIV, and other blood-borne diseases
have shown that patients with such infections are often not
identifiable when admitted to a health care setting. It has
rapidly become the consensus of leaders in infection control that
application of the precautions advocated for  the prevention of
blood-borne diseases to all patients is the most reliable means
of preventing transmission. These precautions include the use of
gloves when touching potentially infected blood and fluids or
mucous membranes. Masks and eye protection should be worn when
there is the likelihood of blood or other fluids heing splashed
onto mucous membranes, and gowns are indicated only when
splashing 1is anticipated. These precautions apply to the
management of all patients in both institutional and non-
ingtitutional health care settings, including emergency care
departments, outpatients c¢linics, ambulatory care settings, and
physicians' and dentists' offices.

Implementation of wuniversal precautions for all patients
eliminates the need for the isolation category "Blood and Body
Fluid Precautions" as previously recommended by the cCDC for
patients known or suspected to be infected with the HIV or other
blood-borne agents. However, additional isolation precautions
may still be necessary for some patients with transmissible
infections such as tuberculosis (an airborne disease).

All health care institutions should have policies and
procedure that reflect the practice of universal precautions. It
is important to provide both initial orientation and continuing
education and training to all health care workers on the need for
compliance with protective measures. Implementation of these
policies and practices should include effective monitoring of
compliance, combined with education, counseling, retraining, and
if necessary, disciplinary action for health care workers who
fail to follow recommended precautions (AHA, 1987-88).
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Recording Sheet

Time

Subject

Observer

Condition I
A-Cleaning instruments
B-Cleaning a laceration
C-Giving an injection

‘ D-Phlebotomy

Condition II

Time
A B
A B
A B
A B

AB

QO QO o a0 o o

o U v U O o
M @ @ m R W

A B

g M B H

Gloves on or off

Oon

on

on

on

Oon

on

Date

E-Inserting an

intravenous catheter

F-Obtaining and/or

transporting specimens

other than blood

or

or

or

or

or

or

Off
Off
Off
Off
of

off
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Subjects Personal Graph
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Subject's Personal Graph
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Performance Feedback Record
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‘Performance Feedback Record

Dear ,

You have been observed and found to wear gloves _ %
of the time when the situation calls for glovés to be
worn. Please Wwear gloves more often when you are
involved in any of the following activities; cleaning
instruments, cleaniné a laceration, giving an injection,
inserting an intravenous catheter, phlebotomy, and
obtaining or transporting specimens other than blood.
This will help prevent the spread of many infections and
will also help prevent you from contracting AIDS while

providing healthcare.

Thank-you,

Infection Control
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