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The Local has seen significant changes within the Local and Bargaining Unit Executive
in 2012. We have new Bargaining Unit Presidents in Canadian Blood Services, Extend-
icare and Elmwood Nursing Home and of course changes within the LHSC Nursing
Executive and structure. Though the Local executive elections have occurred, Decem-
ber 6 will determine who joins the LHSC Nursing bargaining unit executive or fills one
of the other positions such as on the negotiating team or Joint Health and Safety Com-
mittee.

In the next few weeks a local subcommittee will be reviewing the local policies to ac-
commodate any changes in structure based on the addition of our UH members. Re-
member any local policies and the budget for 2013 has to be passed by the member-
ship in the spring and notice will be sent out prior to the date of the general member-
ship meeting.

I look forward to continuing as the Local Coordinator for another two year term.

Fall 2012, another Baby BUP was born to our CBS bargaining unit president currently
on MLOA. Congratulations Terri on baby Ella.

The Local 100 office on Baseline Road is also undergoing renovations to provide more
desk space and offices to allow more privacy when members come in. The office is
always busy now with our board room often booked leaving no quiet space for inti-
mate conversations. I can’t say definitely when the construction will be complete as
we ran into many delays which continues to puzzle us but I’m going out on a limb and
say by January 1st our new digs should be ready.

The coming months will be a challenge as the attack on unions continues though we
have a short reprieve due to the resignation of Dalton McGuinty and the proroguing (is
that a word?) of the provincial government. I was reviewing a document sent out by
the Canadian Labour Congress entitled The Union Advantage in Ontario. On the aver-
age, unionized workers make an additional $6.19 hourly over non unionized workers
which contributes $342.7 million/ weekly to the provincial economy to support busi-
nesses and community services. To me that is a positive thing!

The ONA provincial education team has released a series of new courses on the
eLearning platform. In 2013 a series of Return to Work programs will be launched on
the eLearning platform. Look for programs on “Common illnesses and injuries and
why they happen” and “ representing members with mental illness”.

Check out ONA’s new ER scramble game found on the eLearning Facebook Page.
www.facebook.com/OntarioNurses. The objective of the game is to respond to as
many emergencies as possible in the given amount of time. Emergencies are random
and the player will have to determine what to do first. Points are awarded based on
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the criticality of the emergency.

Merry Christmas everyone.

CBS collective agreement expired March 31, 2012. November 26, 2012, we ratified our collective agreement
and now have a new contract until March 31, 2015. A vote was also taken to see if the majority of part-
time members wanted to opt into the Universal Benefit Package. It was a huge decision for many as we would be
giving up our 6.5% in lieu of benefits verses wanting coverage. It was a close vote and in the end did not receive
the votes needed to proceed. It may be possible to revisit this proposal once we have more information and if
members wish to do so. We did not have enough interest prior to negotiations to include the professional re-
sponsibility clause into our contract, however we do have a form which hospitals and community nursing use to
address concerns. If you feel that donor safety is affected then we can use this tool to document issues and
bring forward to the labour/management meetings.

You can notify your rep or myself and we can help to complete the form and then provide you with feedback. Our
uniform allowance has returned to quarterly payments which will be paid out via pay cheques. We have been re-
imbursed to date since the change and you can expect your next payment January 1, 2013. Management has
been notified that N/A’s are not being approved in a reasonable fashion. Please let me know if you have any fur-
ther problems.

Lastly I urge you to put in a N/A for the Saturday prior to your vacation request and to date your week of vacation
from Monday to Sunday so you get your full week off. There has been some issues with being booked Satur-
days. Vacation requests are due January 31st, 2013 so be sure to hand them in on time in order to receive the
vacation time you are entitled to, according to seniority.

Have a Merry Christmas and Happy New Year.

The Biennial Convention [Tuesday-Thursday] was excellent this year with several great guest speakers including
Peter Mansbridge & Premier Dalton McGuinty. The constitutional amendments passed quickly except for all reso-
lutions that were intended to increase the term of office from 2 years to 3 years. An update on LTC bargaining &
work life was also discussed with the increased scrutiny from the MOHLTC.

The Human Rights & Equity caucus day [Monday] was the best I have attended about how to deal with conflict to
get an acceptable resolution using a 6 step process. Recognize that your worlds are not the same; Step into their
world; Invite them into your world; Find common ground; Explore your differences more fully and Allow a bigger
reality to emerge.

Litigation cases were discussed at the education day on the last day [Friday].

The Christmas Local meeting is December 6 at 7:30 at the Lamplighter-every bona fide member is invited.

Page 2 ONA - Local 100 Newsletter

CBS Report: Carol Lobodinzski, Interium BUP

Chelsey Park Report: Dianne Popp, BUP



Page 3 ONA - Local 100 Newsletter

Please continue to fill out the workload forms whenever you feel your workload is unsafe. submit them to me.
They are discussed at the ONA/Management meetings.

Just returning from my first biennial conference in Toronto and Wow!!! What a great organization we belong too.
It was energizing and refreshing to see our issues at Extendicare are not unique, in fact they occur province wide.
We are not alone in our fight!

This final quarter of 2012 has been very difficult with many staffing changes. We welcomed our new DOC, Carin
Rogozski in late August and a new Clinical Coordinator mid November, Christie Birch. We said good bye to our
previous CC, Jacqueline Hart. We also say good bye to Ruth Harriet, a part time RN and welcome back Jessica
O’Neil who has taken on a part time RN position on 3rd floor.

GPA training is now completed on 3rd floor and well begin soon for the other floors.

The role of the RN is changing as the expectation and focus is more on RAI/MD and paper work vs. patient care
which has been a very difficult transition for all those involved, including the residents.

Just a reminder to submit a copy of your registration to the office by the end of December. Merry Christmas and
Happy New Year.

There's so much to tell you since the last newsletter. Let's begin with the Biennial from which we just returned. For
those who are not familiar with this event, as the name suggests, the Biennial is a provincial convention held once
every two years, whereby ONA staff, LC's (local coordinators), BUP's (bargaining unit presidents), b/u executive
members and other interested members converge on Toronto, for a week of learning and business. As you will
have noticed from the cover of the ONA 2013 month at a glance calendar you received recently within the pages
of the Frontlines magazine, ONA is celebrating it's 40th anniversary. The week started with a Human Rights and
Equity Caucus on Monday where designated equity-seeking groups met for discussion of issues affecting them in
the workplace and networking with those of the same self identified group: Members of Aboriginal Descent, Mem-
bers with Disabilities, Francophone Members, LGBT Members and Racialized Members. Those who did not self
identify with one of the fore mentioned groups, participated in a separate group known as Friends and Allies. We
had the opportunity to listen to a couple of dynamic speakers that day, the first being Brady Wilson. He gave an
interactive presentation on Navigating Conflict using the principles of his own business, Juice, Inc. In the after-
noon, Kathleen Bartholomew, RN, MN, spoke to us about Nurse to Nurse Hostility, and how to stop it in it's tracks.
We learned that it could be as subtle as sarcasm, eye-rolling, ignoring, refusing to work with someone, isolation,
exclusion, etc. Sound familiar? And those were just some of the covert examples. I didn't even list the overt ones.
You can easily substitute this profession's issues to any other allied profession and it is relevant in our world, too.

Tuesday to Thursday was the business portion of the week and was highlighted by Linda Haslam-Stroud's address
to the members, followed by various speakers, including Dalton McGuinty, who congratulated ONA on achieving
its 40th anniversary, then skirted health care issues with true political form. Later the same day a reception was
held for Members to engage with Ontario MPPs. Wednesday we were treated to a panel of Union Affiliates, who
spoke of the issues facing Unions today. Llana Landsberg-Lewis. executive director of the Stephen Lewis Founda-
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tion and a labour and human rights lawyer, is an advocate for the rights of women and children and among other
topics, spoke of the dwindling of funds to fight A.I.D.S. in Africa. That same day, a familiar face took the podium,
that of Peter Mansbridge, chief correspondent for CBC News. Mr. Mansbridge's mother had been a nurse and
coupled with his exposure to the news, he is familiar with the issues in health care and also spoke highly of the
care his parents got in a London hospital when they were failing. His keynote speech centred around leader-
ship. On Thursday, we heard from the President of the Canadian Federation of Nurse's Union (CFNU), Linda Si-
las. She is a French Canadian motivating speaker with an engaging sense of humour: With a particularly memora-
ble message about apathy vs getting involved in the Union, Linda quipped, "If you're not at the table, you will be
o n t h e m e n u ! "

Friday, of the Biennial week is always the education portion, and this year the subject was about understanding
current trends in case law: 1) as it relates to the Personal Health Information Protection and Privacy Act, 2) as it
relates to accommodating mental health and addictions in the workplace, 3) as it relates to the interpretation of
reasonable and customary limits of extended health benefits, 4) as it relates to offsetting long-term disability ben-
efits, and 5) as it relates to patient/ resident/ client abuse. Presentations were done by two lawyers: "Colin John-
ston is the Litigation Team Leader for the ONA, representing ONA in arbitration hearings, Human Rights Tribunal
and Ontario Labour Relations Board matters." Colin will be retiring from ONA at the end of this year in order to go
into private practice. Judging by the reaction of the members, he will be dearly missed. His co-presenter Kate A
Hughs, came well equipped as her practice covers a wide range of areas including labour arbitration and is well
known for her work in human rights. Their presentation involved the recounting of specific judgments of court
proceedings as they related to the five areas of case law mentioned at the beginning of this paragraph. It was
both enlightening and sobering. If anyone would like to see the notes and materials for the week, let me know. In
addition, we were given a synopsis of the various speakers' biographies, for anyone who is interested to learn
m o r e a b o u t t h e m .

Our b/u was recently informed that we are being issued a different Labour Relations Officer (LRO). Diane Peck-
ham will be continuing on for all issues that are in progress, ie. mediation and arbitration of our contract, as well
as the two grievances that have moved on to arbitration. There will be a three month period of transition, from
Dec 1, 2012 - Mar 1, 2013. As of Dec 1, any new issues will be taken on by our new LRO, Philip Sarides. Alt-
hough he has been working as a LRO for ONA for some time, his origins are in industry, as are Angela
Burtch's. Consequently I'm hoping that he may have some insight that may help us in the future.

Another MRT week has come and gone. Congratulations go to "A League of Their Own" where the therapists from
the 21EXB proved to really be in a league of their own as they struck out their competitors one by one, winning
inning after inning in the Family Feud battle against "27 Dresses", aka 2100H. Thanks to the following members
of the 2012 organizing committee for another resounding successful MRT week: Kelly A, Courtney, Jenna,
Kathryne Lee, Ewa, Amanda O, Melissa Reaume, Llana, Dina, Allison W, Wendy W and Jen Holland who all took a
share in organizing the events and games. Thanks too, to Quinn for putting together the signature poster card of
MRT photographs for Maria, as well as the MRT power point posted online. In addition, I would like to thank local
100 for sponsoring the breakfast for MRT week, and providing all those pens that have been disappearing . . . . .
I guess you liked them.

We recently welcomed Kelly Galbraith back from mat leave. We said goodbye to Amanda Moreira who left us for
Winterthur, Switzerland. Sue McKenna, once again was drawn back to Australia, this time to Cairns. We continue
to keep our colleague Maria in our thoughts and wish her all the best for her recovery. We extend our condolenc-
es to Kim McNeil and her family on the recent passing of her father.

(Continued on page 5)
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UH and VH Merged into a Single Bargaining Unit

So much has changed since the September Newsletter. I’m sure you’ve heard that the two separate bargaining
units that I wrote of in early September have now been combined into one as a result of an arbitration award.
Seniority and service at the Victoria Hospital site is already established so the focus will be to determine the sen-
iority and service for the University Hospital site. Attached for your information is a Q&A addressing the most com-
monly asked questions. A Bargaining Unit meeting is scheduled for Wednesday January 16th, 1900-2200 in Audi-
torium A at UH.

New Bargaining Unit Structure for LHSC

With the merging of the UH and VH bargaining Units come Jan 1, 2013, a new Bargaining Unit Structure is to take
effect in Jan, 2013, pending approval of membership. Once approved the Bargaining Unit Leadership for LHSC
will look like this:

 Bargaining Unit President: JAMES MURRAY (ACCLAIMED)
 Site Representative - UH Site - ELLEN LEDINGHAM (ACCLAIMED)
 Vice-President, OH&S - RON BOUWMAN-UH/JILL ROSS-VH (BOTH ACCLAIMED)
 Vice-President, STD/LTD/WSIB/Accom - KATHY PAYNE-UH/JILL BISCHOP-VH (BOTH ACCLAIMED)
 Vice-President, HR&E/Attend Manage - MARGARET VANPUYMBROECK-UH/KATHY BURGESS-VH (BOTH AC-

CLAIMED)
 Vice-President, Professional Practice - JAMES GIBBONS-UH/COLLEEN ROEFS-VH (BOTH ACCLAIMED)

Complete Your Annual CNO Membership Renewal on Time!

Attention Nurses, Have You Had Your Claim for Physio Benefits Denied?

Recently, Manulife is denying extended health care claims for physio benefits in excess of $350. This is a viola-
tion of the collective agreement and as such the Union has filed a grievance. We will also be filing a group griev-
ance on behalf of members affected. If your claim for physio benefits has been denied please contact the office
so we can pursue this on your behalf.

Has the Hospital Contract’s “6th and Subsequent Illness” Clause Affected You?

Article 12.07 of the Hospital Collective Agreement speaks to the “6th and subsequent illness” where the first 15
hours of the 6th and subsequent illness within the fiscal year (April 1–March 31) will not be paid. If the reason for
illness is the same as the previous illness and the employee is not back three weeks since the previous illness,
the incident is treated as one illness. ONA is looking for a best case scenario grievance to take forward  to arbi-
tration to determine whether the non-payment for the 6th and subsequent incident of illness is discriminatory
based on disability. There is no one answer for all scenarios. Each specific case will depend on its facts, and an
evaluation of each individual circumstance will be done prior to filing a grievance and proceeding to arbitration.

(Continued on page 6)
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This evaluation must be based on full disclosure of the chronic disability, the incidence and type of absences dur-
ing the year, the relation of the absences to the chronic illness, etc. If this clause has affected you, please dis-
cuss the issue with a member of your Bargaining Unit Leadership.

Seniority Calculations Moving Along

Ellen Ledingham (UH BUP) and Jan Davidson (ONA Staff), along with occasional help from Ellie, have been very
busy working with Gloria and Irene from HR, as they convert UH employment history into seniority hours. They
have almost completed half of the profiles. Once this very important work is done, the UH and VH seniority lists
will be merged into one.

Vacation Requests 2013/2014

The vacation planner will be posted on February 21st and taken down April 15th. To be reposted with approved
vacation by May 1. Please remember that the top third seniority Nurses will pick their vacation by Mar 21st. All
planner requests must also be submitted in writing by Mar 21 for the top third seniority Nurses and Apr 15th for
the remainder.

Influenza, its Back

Flu season is here. The hospital encourages all staff to receive the influenza vac- cination. For the safety of our
patients and our families, please consider receiving the vaccination. If you have questions or concerns regarding
the vaccination please contact Occupational Health and Safety Services or speak with your Health Care Provider.
You do have the right to refuse vaccinations. Article 18.07 of the collective agreement states:
(c) Hospitals recognize that nurses have the right to refuse any required vaccination.
(d) If a nurse refuses to take the vaccine required under this provision, she or he may be placed on an unpaid
leave of absence during any influenza outbreak in the hospital until such time as the nurse is cleared to return to
work. If a nurse is placed on unpaid leave, she or he can use banked lieu time or vacation credits in order to keep
her or his pay whole.
(e) If a nurse refuses to take the vaccine because it is medically contra- indicated, and where a medical certificate
is provided to this effect, she or he will be reassigned during the outbreak period, unless reassignment is not pos-
sible, in which case the nurse will be paid. It is further understood and agreed that Article 18.04 applies in these
circumstances. It is further agreed that any such reassignment will not adversely impact the scheduled hours of
other nurses.

Contacting the Office

When leaving a message for assistance at the office, please be sure to leave your full name and job status, your
unit and phone extension, and an alternate contact number. We receive many calls and emails and try to return
most calls and emails the same day but it can take up to 48 hrs. if we are out of the office on union business. If
you do not receive a response within 48 hrs. please do not hesitate to contact us again. We are a very busy office
and misplaced messages or emails can happen.

Did you Know? Excepts from the Collective Agreement.

14.04 Where a nurse is required to work on a paid holiday or on an overtime tour or on a tour that is paid at the
rate of time and one-half (1 1/2) the nurse's regular straight time hourly rate as a result of 14.03 above

(Continued on page 7)
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and the nurse is required to work additional hours following her or his full tour on that day (but not includ-
ing hours on a subsequent regularly scheduled tour for such nurse) such nurse shall receive two (2) times
her or his regular straight time hourly rate for such additional hours worked. Where a nurse is called back
from standby and works in excess of the hours of a normal shift on her or his unit, such nurse shall re-
ceive two (2) times her or his regular straight time hourly rate for such additional hours worked.

Antineoplastic Drugs: hazardous, handle with care

While antineoplastic/chemotherapy drugs have played an important role in cancer treatment, some cancer pa-
tients can develop secondary malignancies such as leukemia and bladder cancer. Research, perhaps best sum-
marized by the U.S. National Institute of Occupational Safety and Health (NIOSH) reports some of these second-
ary cancers have been linked to certain classes of chemotherapy drugs such as “alkylating agents”. So if patients
receiving chemotherapy are at increased risk of developing secondary cancers, what is the risk to health care
workers who prepare and administer these agents?

Researcher Christopher Friese says, “Any unintentional exposure to the skin or eyes [of antineoplastic agents]
could be just as dangerous as a needle stick.” Unlike needle sticks where a specific virus is involved and preven-
tive treatments can be given, it’s more difficult to link chemotherapy exposure to a direct health effect. This
makes it more difficult for health care systems to respond to these incidents.

Chemotherapy drugs are not restricted to just adult and paediatric oncology suites of the hospital, but are also
found in operating rooms, and follow the patient to the post anesthesia room and the inpatient units. The ad-
verse health risks are also present in transplant units, neurology units, and outpatient urology. As such, nurses,
porters, pharmacists, and support workers are just some of the individuals who may be exposed to antineoplastic
drugs. Also at issue is that antineoplastic tablets are used out in the communities, in long-term care facilities and
in the home.

What are antineoplastic drugs?

Antineoplastic drugs are part of a larger group called hazardous drugs. Hazardous drugs are drugs that pose a
potential health risk to health care workers who may be exposed during preparation or administration. Most
drugs are considered “hazardous” if they are cytotoxic (i.e. inhibit or prevent cell function) like “antineoplastic”, or
“chemotherapeutic” agents used to treat cancer. Currently the term “hazardous” is preferred over
“chemotherapy” or “antineoplastic” because it is more inclusive of all drugs that present a risk. These include
biologic, antiviral, and immunosuppressive agents, as well as drugs from other classes. Thalidomide, interferon
alpha, conjugated estrogens, and gancyclovir (an antiviral agent) are examples of medications that are also po-
tentially harmful.

For purposes of this publication emphasis will be placed on antineoplastic drugs.

Antineoplastic drugs have been used in the treatment of cancer for more than 50 years. Poisonous by design,
these powerful drugs are used clinically to:

 destroy or control the growth or spread of cancer cells,

LHSC-VH (RN) OH Report: Jill Ross, VP
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 “cure” the cancer or put it “in remission”,
 “ease symptoms” such as pain or pressure from a tumour when a cure is not possible and the outlook is poor

(palliative care).

Antineoplastic drugs work by interfering with DNA replication. Because cancer cells are rapidly dividing they are
rapidly synthesizing new DNA—and when this DNA is damaged by the hazardous agent the cell will die. Unfortu-
nately, anticancer agents are non-selective in their actions and also disrupt the growth and function of healthy
(non-cancerous) cells causing adverse health effects in the patients who receive them and the workers who ad-
minister them.

What are the health effects?

According to NIOSH virtually all antineoplastic drugs have side effects associated with patient use. Workers who
handle antineoplastic drugs may be at risk of suffering the same effects as their patients without reaping any of
the benefits.

The likelihood of an adverse event resulting from occupational exposure to antineoplastic drugs can vary with the
dose and frequency of the exposure, and the extent to which the drug is absorbed into the body. Also important is
whether or not safe work practices have been followed and in the case of a pregnant health care worker, the
point during a pregnancy and/or fetal development at which the exposure occurs. Exposure to even very small
concentrations of certain drugs may be hazardous for all workers who handle them. In these cases there are no
safe limits.

Acute or Short-Term Effects: Nurses, pharmacists and pharmacy technicians routinely exposed to antineoplastic
drugs in the workplace may experience acute or short-term symptoms such as: nausea, sore throat, chronic
cough, infections, mouth and nasal sores, dizziness, headaches, skin and eye irritation, contact dermatitis, aller-
gic asthma, vomiting, diarrhea, abdominal pain, or hair loss/thinning.

Long-Term or Chronic Effects: There are a number of long-term or chronic effects that have been identified in
health care workers working with or near these potent drugs. These health effects include: liver and kidney dam-
age, damage to the bone marrow, damage to the lungs and heart, infertility (temporary and permanent), effects
on reproduction and the developing fetus in pregnant women, learning disabilities in offspring, hearing impair-
ment, and cancer.

Reproductive studies on health care workers have shown an increase in fetal abnormalities, fetal loss, and fertili-
ty impairment resulting from occupational exposure to antineoplastic drugs.

Cancer: Antineoplastic drugs were first introduced in the 1940s. By the 1970s the carcinogenicity of several
antineoplastic drugs was well established in animal studies. Also during this period a number of researchers
linked the therapeutic use of alkylating agents in humans to subsequent leukemias and other cancers. A review
of 19 published epidemiological studies of nurses, conducted between 1983 and 2001 concluded that nurses
may be at increased risk of breast cancer and leukemia related to their work.

In a 1990 Danish study, a significantly increased risk of leukemia has been reported among oncology nurses for
the period of 1943 to 1987. The same researchers found an increased, but not significant, risk of leukemia in
physicians employed for at least six months in a department where patients were treated with antineoplastic



Page 9 

drugs.

Other malignancies include Non-Hodgkin lymphoma, bladder, and liver cancers.

IARC: The International Agency for Research on Cancer (IARC) in France has evaluated and classified several
antineoplastic drugs as Group 1 (human carcinogens). These drugs are Azathioprine, Busulfan, Chlorambucil,
Cyclophosphamide, Melphalan, Tamoxifen, Thiotepa, Treosulfan, MOPP (Mustargen, Oncovin, Procarbazine, and
Prednisone) and a combination of Etoposide, Cisplatin, and Bleomycin (ECB). Other antineoplastic drugs have
been classified as probable or possible human carcinogens.

Who is at risk?

CAREX, a Canadian multi-institution cancer surveillance research project, estimates that in 2012, approximately
58,000 Canadians will be occupationally exposed to antineoplastic agents. Almost three-quarters of these will be
women. Although significant exposures can occur during manufacturing, healthcare workers, especially nurses
and pharmacists are the most commonly exposed.

In 2009, as many as 15, 800 nurses were exposed to hazardous drugs by caring for patients receiving the drugs,
working with the drugs directly, or being in the same room where the drugs are administered. More than one third
of them worked in Ontario.

Workers at risk also include other therapists who deal directly with patients receiving chemotherapy, as well as
custodial, laundry, waste, clerical, teaching and dietary workers with responsibilities in the health care environ-
ment.

How are workers exposed?

In a recent study conducted in 2011, researchers from the University of Michigan reported that nearly 17 per
cent of nurses who work in outpatient chemotherapy infusion centres reported being exposed on their skin or
eyes to the antineoplastic drugs they deliver.

Occupational exposure to antineoplastic drugs occurs directly and non-directly through skin absorption, ingestion,
inhalation, or accidental injection. Both clinical and non-clinical workers may be exposed to antineoplastic drugs
when they create aerosols, generate dust, clean up spills, or touch contaminated work surfaces during the prepa-
ration, administration, or disposal of these toxic agents.

Activities/procedures that may result in exposure include: administering antineoplastic drugs by intramuscular,
subcutaneous or intravenous (IV) routes; counting out individual, uncoated oral doses and tablets from multi-
dose bottles; crushing tablets to make oral liquid doses; touching the outside of contaminated drug vials, work
surfaces, and floors; handling contaminated body fluids or contaminated clothing, dressings, linens and other
materials; and handling contaminated wastes generated at any step of the preparation or administration process.
Other activities include: removing and disposing of personal protective equipment (PPE) after handling antineo-
plastic drugs or waste; and eating food or beverages that are prepared, stored, or consumed in contaminated
work areas (such as a refrigerator). Exposure can also occur from unexpected leaks from malfunctioning chemo-
therapy delivery equipment.

While the majority of antineoplastic drugs are stored, prepared and administered in a limited number of locations
(i.e., oncology pharmacy, care units, outpatient clinics etc.), the numbers and types of work environments con-
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taining antineoplastic drugs are expanding. Increasingly, antineoplastic drugs are used in the operating rooms
(for bladder cancer). And chemo drugs such as Cyclophosphamide, Methotrexate and Azathioprine are used to
treat non-malignant diseases such as arthritis. The workers who work in these areas are often overlooked as be-
ing at risk for exposure to these toxic drugs.

What is the law?
Although there is no mention of antineoplastic drugs in the Occupational Health and Safety Act, employers are
required to take every reasonable precaution to protect workers from exposure to hazardous chemicals and bio-
logical agents. Antineoplastic drugs are specifically addressed in Ontario Regulation 67/93 Health Care and Resi-
dential Facilities.

Ontario Regulation 67/93 Health Care and Residential Facilities
Section 97 (1) requires the employer, in consultation with the joint health and safety committee or health and
safety representative, if any, “to develop, establish and put into effect written measures and procedures to pro-
tect workers who may be exposed to antineoplastic agents or to material or equipment contaminated with
antineoplastic agents.”

These measures and procedures must include:

 procedures for storing, preparing, handling, using, transporting and disposing of antineoplastic agents and
contaminated material;

 emergency procedures to be followed if a worker is exposed to antineoplastic drugs;
 procedures for maintenance and disposal of contaminated equipment;
 measures for the use of engineering controls, work practices, hygiene practices and facilities or appropriate

personal protective equipment; and
 measures for the use of an appropriate biological safety cabinet to prepare antineoplastic agents.

Employers (covered by the regulation) must also, in consultation with the JHSC and health and safety representa-
tive, provide training and education programs in these measures and procedures to workers who may be exposed
to antineoplastic drugs or contaminated materials or equipment.

What about control measures?

In the absence of more specific regulations many organizations and government agencies have developed guide-
lines and standards of practice for healthcare workers, pharmacists and others who come into contact with
antineoplastic drugs while caring for their patients who need them.

NIOSH 2004 Alert: In 2004, NIOSH developed a revised alert called NIOSH Alert: Preventing Occupational Expo-
sures to Antineoplastic and Other Hazardous Drugs in Health Care Settings which has been adopted by organiza-
tions such as the American Society of Health-System Pharmacists (ASHP), Oncology Nursing Society (ONS), Cana-
dian Association of Pharmacy Oncology (CAPhO) many other government and professional associations here in
Ontario and worldwide.

NIOSH recently updated the List of Antineoplastic and Other Hazardous Drugs in Healthcare Settings in 2010.
Closer to home the Ontario Nursing Society has published the Chemotherapy and Biotherapy Guidelines and Rec-
ommendations for Practice (2001).

As discussed above, the risk of contamination with antineoplastic drugs exists in the preparation, administration
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and disposal of these toxic agents. Therefore, it is critical that JHSCs or health and safety representatives consid-
er the following protective measures to reduce worker exposures.

Preparation of Antineoplastic Drugs

NIOSH (2004) recommends the following controls when preparing antineoplastic drugs:

 Use a Class II or III biological safety cabinet (BSC) or an isolator designed to protect workers by containing
aerosols generated during drug preparation. All types of ventilated safety cabinets should have a HEPA filter
to exhaust 100 per cent of filtered air to the outside.

 Do not use a ventilated safety cabinet that re-circulates air inside the cabinet or exhausts air back into the
room environment unless the antineoplastic drug(s) in use will not evaporate while they are being handled or
after they are captured by the HEPA filter.

 Train all workers who use BSCs to use work practices established for their particular equipment.

 Workers must wear proper gloves and gowns when opening drug packaging, handling vials or finished prod-
ucts, labeling hazardous drug containers, or disposing of waste. Wear double gloves and protective gowns
while constituting and admixing drugs.

 Use closed-system transfer devices (CSTD), glove-bags, and needless systems when transferring hazardous
drugs from primary packaging (such as vials) to dosing equipment (such as infusion bags, bottles, or pumps).
Closed systems limit the potential for generating aerosols and exposing workers to sharps. Out of five types
available commercially, University of Utah researcher J. A. Jorgenson found PhaSeal to be the best. In the
Utah study PhaSeal was the only device (out of the five devices tested) that maintained a dry connection
throughout the testing, meeting NIOSH criteria for a CSTD. PhaSeal features double membranes and an ex-
pansion chamber, includes a connector lock to ensure a sealed connection between the injector and the pa-
tient’s intravenous line; an infusion set with a built-in connector; and an infusion adaptor with an inline spike
to connect the bag to the external intravenous set. Other studies have also found PhaSeal to be most the ef-
fective.

 CSTDs are not an acceptable substitute for a ventilated cabinet and should be used within a Class II BSC for
optimum results. Ventilation and biosafety cabinets should be maintained and evaluated for proper perfor-
mance according to manufacturer’s instructions.

Administration and Disposal of Antineoplastic Drugs

When administering and disposing of hazardous drugs:

 Use protective medical devices (such as needle-less and closed-systems) and techniques (such as priming of
IV tubing by pharmacy personnel inside a ventilated cabinet or priming in-line with non-drug solutions).

 Wear PPE (including double gloves, goggles and protective gowns) for all activities associated with drug ad-
ministration—opening the outer bag, assembling the delivery system, delivering the drug to the patient and
disposing of all equipment used to administer drugs

 Infusion sets and pumps which should have Luer-lock fittings should be observed for leakage during use. A
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plastic-backed absorbent pad should be placed under the tubing during administration to catch any leakage.
 Attach drug administration sets to the IV bag and prime them before adding the drug to the bag.
 Use routine practices and additional precautions in accordance with advice from Public Health Ontario to pre-

vent contact with blood or other potentially contaminated or infectious body fluids.
 Remove the IV bag and tubing intact when possible.
 Use and dispose of sharps carefully. Place disposable items directly in a chemotherapy waste container and

close the lid.
 Avoid touching equipment (e.g., infusion pumps, computer keyboards, telephones) when wearing gloves used

to handle hazardous drugs.
 Clean countertops and other surfaces in the work area after completion of hazardous drug handling.
 Remove outer gloves and gowns, and bag them for disposal in the chemotherapy waste container at the site

of drug administration.
 Double-bag the chemotherapy waste before removing the inner gloves. Consider double-bagging all contami-

nated equipment.
 Wash hands with soap and water before leaving the drug administration site.

Personal Protective Equipment (PPE)

On its own personal protective equipment is the least desirable of control measures. However, when it comes to
exposure to hazardous drugs proper PPE is effective when used in conjunction with other control measures.

Gloves: Only disposable, powder-free gloves that have been properly tested for use with hazardous drugs (eg. ni-
trile, polyurethane, and neoprene) should be used. Gloves should be inspected for visible defects prior to use and
double gloves should be worn for all handling activities such as preparation, administration, and handling of con-
taminated waste. When applying double gloves, workers should place the inner glove under the gown and the
outer glove over the cuff.

Gloves should be changed every 30 minutes or immediately if damaged or contaminated and not reused. Work-
ers should wash their hands with soap and water before donning protective gloves and immediately after remov-
al.

Gowns: Also effective are disposable, lint-free, low permeability fabric (eg. polyethylene-coated materials) gowns.
These protective garments should have a solid front and a back closure, long sleeves and elastic or knit closed
cuffs.

Workers should discard the gown: if it becomes visibly contaminated; before leaving the area where drug is han-
dled; and after handling the drug. A frequently overlooked standard is the need to use a new gown for each drug
administration, as gowns are for single use only and should not be reapplied throughout the shift.

Mask: Additional protection should include a fluid-resistant mask and face shield when the possibility of eye,
mouth, or nasal splashing exists (such as during a bladder installation of hazardous drugs). Goggles protect the
eyes but not the face against spraying. Surgical masks do not provide respiratory protection and should not be
relied upon for protection against aerosolized powders or liquids such as during drug preparation.

Respiratory Protection: Respiratory protection is necessary when drug aerosols are present, such as when admin-
istering aerosolized hazardous drugs or when cleaning spills. For most activities requiring respiratory protection,
Oncology Nursing Society (ONS) recommends a fit-tested NIOSH-approved N95 respirator which is sufficient to
protect against airborne particles. A self-contained breathing apparatus is appropriate when there is risk of aero-
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sol generation in a space with no engineering controls (eg. when cleaning out the biological safety cabinet, clean-
ing up spills, or other emergency situations).

Safe Handling Program: Each facility should develop policies and procedures for the safe handling of hazardous
drugs. This program must be developed with input from all affected departments including the joint health and
safety committee(s). A key element of this safety program is access to up-to-date Material Safety Data Sheets
(MSDS).

A safe handling program should include the following:
 Identification and assessment of all hazardous drugs used in the facility and methods for updating the list
 Policies and procedures for the safe storage, transport, administration and disposal of hazardous agents
 Policy requiring all workers handling antineoplastic drugs to wear proper PPE
 Mandatory training for all workers, and supervisors who work with or may be exposed to antineoplastic drugs.

Training should be hands-on and delivered during orientation and at least annually thereafter. Training should
cover potential health risks of antineoplastic drugs, containment systems, sources of information, administration
and disposal, appropriate use and care of PPE, and procedures for handling spills. There should also be some
awareness training for JHSC members.

 Clear policies for workers regarding reproductive risks including the offer of alternative duties for pregnant or
breastfeeding workers, as well as reasonable scheduling patterns to reduce the potential for overexposure.
 Policies prohibiting eating, drinking, smoking, chewing gum or tobacco, applying cosmetics, and storing food
in areas (including refrigerators) where antineoplastic drugs are used/stored.

Handling of Spills: Antineoplastic drug spills should be managed according to the established, written policies
and procedures for each workplace. Assure written policies and procedures address PPE required for various spill
sizes, possible spreading of material, restricted access to hazardous drug spills and signs to be posted. Cleanup
of a large spill should be only handled by workers who are trained in handling hazardous materials. This includes
housekeeping and cleaning staff who should also receive training. Spill procedures regarding containment, clean-
ing and disposal need to be defined and followed carefully.

EDITOR’S NOTE: For more comprehensive information on handling antineoplastic drug spills contact the Workers
Health & Safety Centre. There are also many excellent resources on the safe handling of hazardous/
antineoplastic drugs. A very comprehensive guide is the Safe Handling of Hazardous Drugs (Second Edition) pub-
lished by the Oncology Nursing Society (ONS), 2011, edited by Martha Polovich.


