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MARY ELLEN BENNETT: The following interview was conducted with Dr. Margaret Simpson on 

behalf of Hennepin Medical History Center for the History Center’s Oral History Project. It took place on 

March 13th, 2023, at Hennepin Healthcare. The interviewer is Mary Ellen Bennett.  

We are so happy to have you here today, Dr. Simpson, and we are excited to have you tell the 

story of your career with Hennepin County Medical Center. Dr. Simpson, can you tell us a little bit about 

your personal history? Where you grew up, went to college and medical school, and what led you to do 

Infectious Diseases at Hennepin County Medical Center.  

MARGARET SIMPSON: Well, it's good to be with you again Mary Ellen. And just to put a quick 

plug in here that Mary Ellen and I worked together for about 30 years in the infection control, infection 

prevention program. So, a lot of these initiatives we'll talk about, we did together, and with her team of 

course. It's not just the two of us.  

So, I actually was born and grew up in California but my father's work, when I was in high school, 

took us to West Virginia. And so, I looked at West Virginia University, as the tuition was quite reasonable 

for in-state residents, and that's where I went to college. Then was accepted into medical school. This 

reveals my age, but I graduated in 1976 from medical school and came up here for residency. The story 

with that is that the head of our Department of Medicine was originally from here, his name was Dr. 

Edmund Flink. He was actually personal friends with Doctor Schultz1 who was the chair of the 

Department of Medicine at the time I came. And actually, his son was in the residency program here, 

and we had a lot of people who did their residency from Minnesota come down to West Virginia and do 

their residency. And one actually said to me, “apply here to Hennepin County Medical Center, not here,” 

which is one of the other teaching hospitals in the cities. And so, I applied here. Didn't know much about 

the weather. But I applied here, and this is where I matched. I wanted to get west of the Mississippi 

because having been born in California and my parents and my sister were all west of the Mississippi. 

So, I got my one mile west of the Mississippi. I stayed here for my residency, completed that, took a 

short period off after to prepare for boards, and then started an infectious disease fellowship which was 

sponsored by the University of Minnesota. But I spent my time here. So, then in 1983, I joined the 

faculty. I was doing the medicine clinic but started doing some infectious diseases and some of that was 

doing Infection Control Committee.  

I became a member of the Infection Control Committee, and this was in an era where there was 

a lot of hepatitis B among our staff. It was actually a rite of passage when you went through renal, to 

unfortunately acquire hepatitis B. And a lot of our renal nurses had it. Most recovered quite well, but 

some became ill with it, and had a lot of time off with it. So, the vaccine had just been released and we 

needed a process for administering the hepatitis B vaccine. That was the first policy. I actually wrote that 

policy and how to roll that out. The other part of it being that if we offered it to an employee who did 

clinical work, we also had to offer it to all staff. And even if their risk factors weren't related to the 

hospital for hepatitis B, it couldn't be closed, which turned out to be a big benefit actually. But we had to 

 
1 Dr. Alvin Schultz was the Chief of Medicine at HCMC from 1965-1987. Dr. Schultz set and maintained high 

standards of teaching excellence at HCMC and by 1987, 300 residents had completed training in internal medicine. 

Under his leadership the department of medicine achieved national recognition for the quality of its clinical, 

research, and educational programs.  
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do a rollout because of availability, cost, staffing. But we started administering it focusing on clinical 

employees first. The hepatitis B vaccine essentially eradicated the acquisition of hepatitis B in our 

employees and so was fairly successful. Low acceptance rate at first because it was a little bit different 

vaccine. And as we are seeing recently with the COVID outbreak, there's some distrust with a newer 

vaccine and concerns. Over the years though, the major advantage is more and more people have 

received the vaccine without adverse effects. And then it has been expanded, so anybody who was 

going to medical school, nursing school, they started promoting the vaccine among the students who 

became, you know, converts to, “this is part of being in medicine, therefore, I will need to get these 

vaccines.” That's been a plus and now it's also been expanded as one of the vaccines for schools and 

mandated for schools with certain exceptions, which are fairly narrow.2 

BENNETT: It's impressive that the hepatitis B virus was essentially eradicated in healthcare 

workers after the vaccine was implemented. Can you describe the acceptance of the vaccine? You said 

that some people were a little bit leery of it, but how did we get to have a broad coverage of the vaccine 

so that we had almost nobody acquiring hepatitis B from then on? 

SIMPSON: There's, I think, a couple of factors. One is a lot of peer-to-peer education. I think that 

was a big part of it. I think with nursing, for nursing role models, people within the infection prevention 

program talking about their associates who had acquired it. We all, in the residency programs, knew of 

people who had acquired it, and in fact my future husband acquired it while he was a resident. And that 

was probably related to a non-renal situation. Back in that era, the other thing that happened is, we did 

a lot of things with blood on our hands without wearing gloves. This was pre-AIDS, so the promotion of 

glove use wasn't at nearly the same level that it is now. I think the biggest is having it available, 

promoting it, and I think peer-to-peer education. Both nurses, physicians and allied health personnel all 

knew somebody that had been affected by hepatitis B. And, if you became a chronic carrier, it could 

affect some components of your future career. I think in looking at vaccines and what we've learned is, 

it really is your friends, your associates, people you work with and respect day-to-day that convince you 

more than advertisements do alone. 

BENNETT: I agree. Can you talk a little bit about your history with HIV? You were the lead for HIV 

care and the Medical Center and Hennepin County back in the day and I'm sure that you have many 

stories. Can you kind of describe what it was like and your role? 

SIMPSON: Certainly, HIV was a dominant situation. It was evolving as once hepatitis B vaccine 

was available in this area. We did not have our first patient until about 1983. But, in 1981 Centers for 

Disease Control and other international organizations delineated this, the occurrence of mostly young 

men and women who were acquiring unusual infections that we would usually see in people in high 

dose steroids or other immunosuppressants. The primary one was Pneumocystis pneumonia. The other 

was an unusual malignancy called Kaposi sarcoma, which historically had occurred in a different risk 

situation. 

They classified this as AIDS or AIDS related complex and this was a clinical definition. We weren't seeing 

it. It wasn't much of a reality until about 1983 when we had our first patient. And that is where I became 

actively involved then. But also, the viral etiology, and this is what is technically fascinating, viral etiology 

 
2 More information on hepatitis B vaccine can be found at https://www.cdc.gov/vaccines/vpd/hepb/index.html 
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was identified within three years. Whereas you have something like the bubonic plague and it took 400 

years for them to delineate the etiology for the disease. So, the technology really has caught up with the 

times. And we saw this with COVID also. 

But by 1985, they had testing for what was HTLV 3, which became retitled as HIV.3 At that point, I was 

medical director of the Red Door.4 We started doing testing in persons who felt they had a personal risk 

factor for HIV disease. And so, they wanted this testing at places like a sexually transmitted disease clinic 

because they didn't want men who had personal risk factors, or men and women who had a history of 

parenteral drug use that were felt to have personal risk factors, going to blood banks to obtain the test. 

Because that's when the screening of the blood supply started occurring too, because of transmission 

through transfusions. That's how I started becoming clinically involved. And since I was interested in 

developing that as patient care became part of the spectrum of this, I became actively involved in that at 

the hospital. 

The Infectious disease section at that time consisted of three of us. I was the one doing that work as well 

as then working with infection prevention on working with the employees understanding the risk for 

acquisition as a healthcare worker. Which is very low. And I think what was happening by the time 

testing came out, a place that was a Center for taking care of HIV infected people was San Francisco 

General Hospital. They did a very large study of their healthcare workers. People there thought they had 

it, hearing Dr. Paul Volberding speak.5 They thought, “I worked with AIDS patients, and I probably have 

it.” And they found 15 out of about 750 employees who had it and they all had personal risk factors. So, 

it was not something you acquired easily. It was not nearly, if you speak of bloodborne diseases, it was 

not nearly as infectious as hepatitis B was by risk situations, which was very helpful in delineating to 

staff. And I think they also may have promoted the hepatitis B vaccine a bit for blood borne pathogens. 

People started becoming worried about it. So, as we did that, treatment then became available within 

the next year. We started testing people after they had a high-risk exposure. And so, that was mostly 

needle sticks. Sometimes vomiting blood and it would get in the eye or mucous membranes. Skin 

exposures not as much unless as extremely significant. We started doing post-exposure evaluation. At 

first, we didn't have medications, but in 1987 we started having medications for the therapy of HIV 

related disease. That expanded then to post exposure prophylaxis. As we move into the 80s and 90s, 

when there were two studies that occurred. One was in pregnant women, as high as the 25% risk for 

their baby to be HIV infected if they did not take medications. It was starting to reduce as we treated 

mothers but then a regimen came out to treat the mother as babies were being delivered. And then 

treat the babies after their exposure, which most of is in utero but it is also in the birth process. And we 

reduced that 25% significantly down to about 7 or 8% by treating them. 

And then they did one among healthcare workers as a comparative study of healthcare workers who 

didn't receive any therapy to healthcare workers with significant exposures to known HIV patients and 

found that we could reduce that to a very low level. The risk of a needle stick situation is about one 

quarter of a percent. So, 1 in 250, and we could take it down to 1 in 1000 by using a single medication in 

that era. It was AZT or Zidovudine as we call it. And it is still being used some, not as much as it was 

then. 

 
3 More information on HIV disease can be found at https://www.cdc.gov/hiv/default.html 
4 Red Door Clinic provides sexual health care and is funded by Hennepin County, MN  
5 Paul Volberding, MD, Biography can be found at https://medicine.ucsf.edu/people/paul-volberding 
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During this period of time, a lot of other things occurred over the next decade with this. I was becoming 

involved in employee health. This is how I became involved in employee health and was medical director 

as well as chair of infection prevention.6 But then 1) we were starting to use combination therapy, 2) we 

were starting to have available a test that we could get back within an hour. So instead of treating every 

employee with a needle stick presumptively, thinking that the patient might have HIV disease, we could 

narrow it down to those we knew had a high risk of disease. Once an employee started medications, 

they were convinced, and I understand the mindset, but they were convinced they were HIV exposed. 

And so many wanted to continue the therapy when they probably didn't need to. The vast majority of 

our exposures occurred in known patients with risk. But once every five or seven years we would 

identify a new patient that was HIV infected, by testing them because of a healthcare worker exposure. 

But the vast majority were in known situations where we knew the patient had HIV and related diseases.  

So, we were able to offer these services to employees to prevent infection. But there was a lot of fear in 

taking care of HIV patients. What changed things? I think they found out they were just like you and me, 

people with families, people with loved ones who cared for them. They were just as scared of giving the 

disease to health care workers. I had some [patients], as we evolved to universal precautions, come and 

say, “they didn't wear gloves when they drew my blood. I don't want anybody to get this from me.” And 

so, people then realized it really was narrowed down to a certain type of risk for them. But that it could 

be taken care of fairly easily. 7 

BENNETT: So, it seems as though with more education, the more we were able to get studies 

that defined what the risk was for the employees after blood and body fluid exposures, that it helped 

take some of the fear out it.  

SIMPSON: It did. I mean some people felt they had to change professions because of this. I 

understand there was concern and interestingly sometimes when I met with employees, it was their 

spouse who is more concerned of their exposure risk. And it wasn't only for HIV at that time. It was quite 

a bit focused on HIV, but was sometimes with TB exposures the same thing would happen. A great deal 

of fear and the risk if you take precautions, was quite low.   

Of interest, at the same time, to protect employees, we used to just say if we know they have hepatitis 

C, if we know they have hepatitis B, if we know they have HIV, then we put them into bloodborne 

transmission precautions and that's where we wear gloves. Then when we were getting exposed to 

blood, take more precautions. And wisely, this was moved into part of our universal precautions. And so, 

with every blood draw, and it was quite a culture shift, every blood draw, every IV insertion, you wear 

gloves at a minimum. If you weren’t sure of the patient is agitated or they're a very hard blood draw, or 

needle stick, or you're putting in a central line, you wear a mask, you wear a gown, so there isn't 

spraying of blood to you or others around you. And that was a lot of work also on the other end because 

people had been trained for years to do things without gloves on. And so, learning how to use new 

techniques to accommodate that took a lot of work. It took a lot of work clinically. It took a lot of work 

 
6 Dr. Simpson was chair of the Medical Center’s Infection Prevention Committee 
7 More information on HIV post exposure prophylaxis can be found at 

https://www.cdc.gov/hiv/risk/pep/index.html 
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educationally. But it was gradually accepted as part of our universal attempt to protect the employee 

from risk from infections.8 

  BENNETT: Dr. Simpson, you had many hats in the HIV/AIDS era. Would you talk about the many 

roles that you had, including your role with public health, Red Door clinic in the state and the county, 

etcetera? 

  SIMPSON: Certainly, it was a fascinating era. And medicine in that era, when you talk about 

three and four decades ago, it was more straightforward. It was a little less complicated. More systems 

have been developed which is a plus, but they looked at that point, as much to the doctor for providing 

advice. And so, it's interesting because we had a lot of county areas that were concerned about 

acquiring HIV. So, both because the clinicians who became involved, which were by and large infectious 

disease clinicians, were called upon to be the experts in providing advice for policy development and we 

became involved in correctional facilities. That's when I have visited in correctional facilities both on a 

state level as well as a county level, became involved in task forces. It was one of the early, you probably 

remember Mary Ellen where we, especially with universal blood and body fluid precautions, we became 

involved with all the other county facilities and then actually metro area facilities in standardizing how 

we implement our guidelines for the employees on universal blood and body fluid precautions. Because 

we have faculty who go to multiple places, we had residents going to multiple places and we wanted to 

give the same message to everybody in the same way. That kind of eventually led to standardizing all 

our precautions within a few years, and that initiative you were more involved in. We wanted to present 

that same information across multiple facilities and everybody is very collaborative. They wanted to do 

this. This was before CDC provided quite as much information in their guideline development. A lot of 

facilities were already working on this. It was an interesting area to be involved administratively as well 

as clinically. 

Then we were expanding our testing at the Red Door Clinic. The Red Door clinic is a sexually transmitted 

infection clinic, and we were seeing primarily people with things like syphilis and gonorrhea that we 

could treat. But we were doing HIV testing. And initially we were also doing it where they could, the one 

time in medicine I've seen it, where we would take names that probably, and identifying information, 

was not that individual's real name. Knowing that, we gave them the option of being anonymous. That 

option, we didn't make available forever. It was kind of the first ten years. As we've recently seen again 

in different situations, but still occurring, is discrimination based on gender identification issues and a lot 

of political lack of responsiveness and advocacy. To me it's sad 30 and 40 years later, that we're seeing 

some of the same things we saw back then too. And so, some people were very fearful of seeking 

healthcare, having this documented, having their insurance receive records on this. And so many laws 

protecting the information evolved. That was part of some of the public health. I did a lot of talks on 

sexually transmitted infections as well as AIDS prevention, as well as the diseases themselves, during 

that era. There were MMA9 task forces on HIV as well as including the hospital and public health part. 

And at that time, some of the work within the healthcare systems was that for physicians, we have to do 

continuing medical education credits. Periodically these, I don't know if nursing had them or not, but 

periodically we had to have, at least I think it was one hour of credit a year related to blood and body 

 
8 More information on isolation precautions in health care facilities can be found at 

https://www.cdc.gov/infectioncontrol/guidelines/isolation/index.html 
9 MN Medical Association 
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fluid precautions. So, we would be providing that education as well. I think now that has turned more to 

narcotic use and addiction. But that was the first evolution of you have to have at least one credit in this 

area. And so, if you went to a national meeting, they would always have a course on some of these 

issues. 

So, we did a lot of great intervention at the Red Door. It was called a counseling and testing site where 

we, at that point, promoted safer sex. As a part of AIDS prevention, was promoting what was termed 

safer sex at that time, in the prevention of transmission. Now interestingly, we move from post-

exposure prophylaxis to what's called pre-exposure prophylaxis, where we're actually treating people 

such as discordant couples, people who feel like maybe at risk, that we are treating them with 

medications to decrease their risk of acquiring HIV disease. So that's how things have evolved. Also, 

we've evolved into multidrug therapy for post exposure prophylaxis. I was looking recently at 

information and we are very fortunate that fewer than 100 healthcare workers have probably acquired 

HIV disease through their profession. Unfortunate for those 100, but a lot of different methodologies 

have been able to decrease this significantly, which provides reassurance to people entering the 

healthcare system now.  

BENNETT: And that 100 was nationally?  

SIMPSON: Correct, that was in the CDC data. Though there was a period of time that it was very 

difficult to be both the clinician and the leading expert within a facility. Again, this is before we had as 

many other infectious disease faculty. But this is in about 1990, when there were five to six patients of a 

dentist who acquired the disease from him. And they have looked at the genotype and very closely 

studied these situations. And that's the only real situation in which that happened. But at that time, it 

became very politically popular to want to test all of the health care workers over one situation. What 

we found in dentistry or in other components of medical care, mostly surgical and dental, is that an 

operative hand or finger can be locating the location where sharp instrument is without direct 

visualization. It was called a “blind procedure.” That was one of the things then, the next step after 

universal precautions, was to be able to minimize that. We worked closely with dentistry who said that 

with the proper methodology, should be able to see how this is. But you know they did do mandibular 

blocks; sometimes with their finger and needle and proximal space. And it could happen in very deep 

spaces surgically. Again, it was a change that if you talked it through with the proceduralist, they could 

work through how to do this more safely. Also, part of this too, that’s only one example, but developing 

safer equipment. This is one area I think you're more expert at. You know, needle recapping used to be 

common with blood draws and IV insertions. We put the needle back in the cap and that's essentially 

prohibited now unless your hand is not the one to secure the cap. So, there is a lot of technical 

advancements because of this situation of HIV.  

Part of it became hepatitis C also, which was one of the next diseases we have monitored. During my 

career I was very happy when I left and retired that we had no HIV conversions at this hospital while 

somebody was under our care and monitoring. We know there are some healthcare workers who 

acquired probably hep C before we are able to test for it. But we had no conversions as we were 

monitoring. We still do not treat hepatitis C exposures. That may be in the future now that we have 

medications. Phenomenal situation is hepatitis C, if you became a chronic carrier, which was 40 to 50% 

of those infected became chronic carriers - we used to have no medications. We can cure it now with 6 

to 12 weeks of therapy. HIV now can be very managed with treating but we can't cure it very often. 
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  BENNETT: There were so many years that you were the go-to person around here for HIV and 

hepatitis B and hepatitis C. All these exposures and all the twists and events that happened around 

those viruses. And so, thank you. You were a valuable resource to everybody. 

We want to move on to healthcare acquired infections? Or, is there anything else you want to talk 

about.  

  SIMPSON: Actually, maybe we should talk about TB.  

BENNETT: Yes, let's talk about TB.   

SIMPSON: TB has been a disease here long before I started my career. But we started seeing TB 

had been decreasing in its frequency. And I wasn't as involved in the treatment of tuberculosis, but we 

had evolved and there were two things that happened. One, we had an immigrant population coming in 

and some do have TB because they come from places that are very at risk for tuberculosis and some of 

them had tuberculosis that was receiving incomplete treatment because of poor public health. Not in 

our state as much, our public health department has always been very strong. But in very large cities, 

they could not follow through very well. The other thing in that era, it took up to six weeks for 

Mycobacterium tuberculosis to grow in the lab. And I think you remember that era very well. Now we 

have a probe that you can look and do it on the specimen itself and delineate if it's Mycobacterium 

tuberculosis or not, within days. And sometimes it grows within days. So phenomenal technology again 

has made things easier. But we were seeing incomplete treatment and we found that in fact people with 

HIV disease that was coexisting with tuberculosis started relapsing and developing multidrug resistant 

tuberculosis. And that happened in the healthcare setting and correctional facilities, that there were 

actually employees then acquiring tuberculosis and actually with a few deaths. 

The CDC stepped in, and we looked at our isolation precautions. How did they acquire it? First is, you 

have to put them in the proper isolation. Well, in that era it was plain surgical masks that became very 

prevalent with COVID, but it was the same surgical mask. And it was looked at in a couple of ways. One 

was, what is the size, this is the first time a little more science was involved, what is the size of a 

tubercular organism compared to what we have other industry respirator utilization. And it's called dust 

mist filter testing. And the surgical mask does not filter out the extent that a respirator does. So that's 

when the introduction of N95s occurred for use with tuberculosis. That is when airborne precautions, so 

ventilation of the room, and Mary Ellen's more of an expert than I am on that part, but that's when they 

start introducing the respirator. Interestingly, we had a patient who reoccurred his tuberculosis about 

20 years after treatment was completed. Actually, he came here for complicated hernia surgery and was 

on at least three or four stations within the hospital, and had this cough the whole time. Finally a 

resident, while he was on rehab, got a TB smear and it was positive. So, over 200 employees exposed. 

How many of those employees acquired their positive skin test for tuberculosis? None. So that was a 

regular surgical mask. If you use it appropriately in most situations except very highly infectious and 

laryngeal TB was particularly infectious. But CDC and OSHA said we need to do a better job than just a 

surgical mask so we move to the respirator plus annual fit testing, which was a lot of work with 

employee health. And that was probably to decrease the risk, by about .3% over what a surgical mask 

did. And looking at it though, we applied science. The biggest part of it we applied screening. Are you at 

risk for tuberculosis? And with AIDS patients, it got to a point where if they had a lung infiltrate, I didn't 

care what it looked like, if you have lung infiltrate and a cough, I started putting them in precautions. If I 

had another diagnosis and they're responding to treatment for that diagnosis, I felt much more 



   

 

Dr. Margaret Simpson: Oral History Interview March 2023 

 

9 

comfortable removing. But even I made mistakes and had a couple of patients with tuberculosis and 

there were hospital exposures. Fortunately, there were very small, very short periods of time. But you 

could not in an AIDS patient, the presentation was so broad, less classic, that we had to just say they’re 
at risk. We put them in until we make a diagnosis and that they start responding to that diagnosis and 

their TB smears are negative. And so, it created a new standard and was one of the things that evolved 

and also, we can make that diagnosis more rapidly. We had a team here, since we are connected to the 

County TB program, we had a team here in our micro department who kept up with the technology. And 

then also the development of serological blood test for TB. We could now do all of these things that we 

could not do back in the early 1990s. So, it was an interesting evolution also for a very long-term 

disease.10 

BENNNETT: And we followed up on every single tuberculosis patient and with everybody they 

had contact with and there were very few conversions, if any. We were talking about this before, how I 

would go overboard with my exposure workups. Those deaths from tuberculosis and healthcare workers 

I think were out on the East Coast? 

SIMPSON: Correct, New York City area.   

BENNETT: And were they in prisons? 

SIMPSON: Yes, it was both correctional facilities as well as hospitals. And unfortunately, their 

public health system and also, we did strengthen it. We didn't have to do as much work, but we did 

strengthen the guidelines for which providers taking care of tuberculosis had to do very assiduous follow 

up, and actually counties or states took over a lot of the treatment and follow up of TB in those patients 

because the burden was very heavy on a provider to make sure they receive complete treatment. I was 

just reading at New England Journal that they're postulating we can do shorter treatment than we do. 

That has been decreased back from when I was a resident to two years, down to six to nine months. It 

depends the situations, how infectious they are. We do much more follow up of their smears and clinical 

situations as part of it. But quite a fascinating history, tuberculosis is still here.  

  BENNETT: It is. And we're very fortunate in Minnesota to have such a strong County Health 

Department and State Health Department who follow up on every case. 

  SIMPSON: Yes, yes. 

BENNETT: We worked a lot on healthcare, acquired infections.  

SIMPSON: We did. 

BENNETT: Would you like to talk a little bit about that and your role in the collection of the data 

and the action that we took after we collected the data?  

SIMPSON: Well, there are two parts of it, I think. One is, and this is a story on my perspective -

how your perspective can influence some of your thought process. And I had to be taught something by 

the infection prevention program. One of the first initiatives was hand hygiene and we heard a lot with 

the COVID. But there were periods of times as we evolved into the 2000s and I would go on rounds and 

 
10 More information regarding TB isolation, treatment, and exposure management can be found at 

https://www.cdc.gov/tb/publications/guidelines/default.htm 
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everybody would do hand hygiene. I do my hand hygiene and they would all do theirs. And then it 

became a major initiative, including, it was one of the evaluation points for Joint Commission coming 

through. How well did we do hand hygiene? And I would say “oh we’re doing fine because I go on 

rounds, everybody does hand hygiene.” And a lot of personnel would tell me, “No.” So we started doing 

audits. And so, I went out and did an audit, and I was proved wrong. Not everybody is doing hand 

hygiene. And this was interesting because they weren't even doing it. They were doing it when they 

were rounding with me but when I was observing, there were people who were not washing their hands 

between patients. Some of it also changed because initially there were two components; 1) you had to 

wash your hands, and that took longer, and use appropriate soaps. And 2) was availability of the sinks. 

But there were some areas where you had to walk a little distance and it was suggested we could just 

use the patients sink. I did not find that very appealing when we're using their bathroom too. What if 

they had diarrhea and they aren’t always the best with their hand hygiene and cleaning up after 

themselves. So, there were a couple of reasons that I didn't want to use their sink and so that was a 

barrier and that's a barrier physicians identified. And they did do, I don't know if they did surveys and 

infection prevention meetings [professional conferences] for people like you, but they did surveys of 

physician meetings [professional conferences] and hand hygiene was not 100% I hate to say, after using 

restrooms. I think that it got better over time. 

So, we had to do a lot of education and I was a part of the hand hygiene audits and it was worthwhile for 

me. But I do have to say it was a teaching experience, as always related to you may have a different 

perspective than somebody else. And so I had to learn that unless I rounded with everybody throughout 

the hospital all day long, they weren't all doing hand hygiene. But there were reasons, because we 

would have to stand at the sink and go through the soap and water. Twinkle, twinkle little star for the 

length of time and to get every nook and cranny. We had to look at products within hand hygiene. A lot 

of work was done by Mary Ellen and others in the infection prevention program to find products that 

employees were satisfied with. And so, I like the foam. I do not like the gels as much. So, the foam was 

made widely, and not just because of my opinion but because of other health care workers, we made 

the foam widely accessible and this was before the public awareness and the use of it as much in the 

public. 

Then, as part of that initiative, hospital acquired infections and data is released on this, on you know, 

thousands of people dying of hospital acquired infections. What has evolved over 30 and 40 years within 

medicine is that people survive now that when I was an intern or resident, with the technology 

available, wouldn't have survived then and they survived now. Some of them very debilitated and 

placing themselves at risk. We’re seeing more diabetes, more open skin wounds, and risks for infections. 

So, we started seeing more 1) resistant organisms and 2) device related infections and we started being 

asked by CDC and other national entities to report these. And this took a tremendous amount of work 

by the infection prevention program. At first it was more related to the bacterial organisms and what 

you isolated and clinical judgment and calling it a certain type of infection. What became particularly, I 

think, burdensome but necessary, to standardize it. Because if you looked at one hospital and they 

never had any surgical site infections, whereas if you looked at a program with a different threshold or 

an outside program looking at them, they would have higher rates of infection. They [CDC] standardized 

and had definitions for these infections. And it was very, what I would term microscopic. It was very 

detailed. It was not a clinician deciding whether or not they [the patient] had an infection. Also, one 

reason I went into infectious diseases, I liked micro, I call it bugs and drugs. But we were using a lot of 
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antibiotics. If we didn't know we're a fever was coming from, we would utilize antibiotics. And as a 

component of this then was the development of the antibiotic stewardship campaign. When I started 

infectious disease that could remember all the doses for things I needed in my head. And now we have 

booklets to give us dosing, renal failure dosing, liver failure dosing. And actually, antibiograms or the 

mechanism of taking our labs information and delineating sensitivity of the organisms to these 

antibiotics that we utilize. And the benefit of that is, you can focus it on the drugs you have decided 

should be on your formulary. 

But essentially these became so detailed that we had one infection preventionist doing all the work. And 

she knew that, could be a woman or man, but ours was very capable woman who knew these 

definitions. And some of them were hard because the organisms such as Staph coag-negative can be an 

infection or can be one of our most common contaminants in blood cultures and deep infections. And 

so, we found those controversial sometimes because even the CDC could not delineate all of them. And 

they would say, well if it’s not these three organisms, then we have to call it real. And sometimes it's 

not. There's a clinical component here that you have to still look at, in order to not overcall some of 

these infections. We did find gaps. You know, so some of it, we did what was called a root cause 

analysis. Why did it occur? We found gaps in insertion, use, and we found gaps in nursing care 

components of it. And particularly with central lines. Same with urinary catheters. So, we found 

mechanisms to minimize their use as well as optimize their care. So that was some next step and some 

of it was documentation. Once you explain to providers if you document this, if there was a little 

purulence at it stitch site, sometimes we had to call it an infection, whereas clinically if you remove the 

stitch it resolved. It wasn't really a surgical site infection. 

Our resistant organism was methicillin resistant Staph aureus [MRSA] and we did have an outbreak on 

our Burn Unit in which the burn patients and the employees were getting pustules, is what we were 

seeing. We were seeing it more commonly in the community also. And people come in with, they’d call 

it a bug bite. And it’s a very pustular lesion, surrounding erythema and we’d go, “that’s not a bug bite.” 

It was frequently MRSA. So, we were seeing it in the Community also. So, we had to learn to put these 

people in precautions right away so that we wouldn't be spreading it and they wouldn't be spreading it 

from person to person. So, a lot of evolution of what we did within the infection prevention program. 

Some of it was lower tech such as hand hygiene, wearing your mask. And some of it was higher 

technology also.11 

BENNETT: Yes, there were many, many interventions that we worked on to try to prevent 

infections. Counting the infections really helped us to see where we were, and we could see if we were 

reducing them.  

So, during the years where we were working very hard on preventing hospital acquired infections, or 

healthcare acquired infections I should say, we were involved in many task forces. Can you talk about 

that a little bit, about your involvement with the State? 

  SIMPSON: We were involved in the State quality program called Safest in America and trying to 

evaluate hospital acquired infections and more by device than by resistance patterns. But many of our 

hospital acquired infections can be resistant organisms, as we mentioned. We were very fortunate here. 

 
11 More information on health care acquired infections, monitoring, and reporting can be found at 

https://www.cdc.gov/hai/index.html 
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We have had resistant gram-negative rod infections, but not nearly to the extent that some other 

facilities had and then vancomycin resistant enterococcus. So, we had seen those, but not nearly as 

many. We do take the precautions and as part of this, we were both involved in a statewide initiative for 

the prevention. Our first focus was central line associated bloodstream infections. So, we gathered 

groups of infection preventionists and some providers from each of these institutions to hear what 

others were doing for the prevention of infections and minimizing them as well as what we were doing. 

And it was very helpful. And I give the VA hospital credit that they developed national standards in the 

prevention of these infections. And some of it related to how many days has this device been in place. 

Something as simple as this, was part of their daily discussion of lines and then also, where was the line 

located. There are certain sites, particularly the groin area, we can think higher risk of bacterial 

infections, higher counts of bacteria in that region. And so, there is what we called the checklist for the 

devices and then an evaluation as a part of that. Do they still need this? Certainly, when we can address, 

we have a lot of patients with renal failure. Their urination, some still urinate a lot when they have renal 

failure, but some the amount of urination is very low and could be taken care of by inserting a catheter 

every day if you needed to. Just a straight cath and removal; or every few days. So, we addressed, do we 

need the device? And that was very educational as educational talking because this was at the same 

time that the criteria for reporting were being expanded and more defined, and the opinion as well as 

the information and what other institutions were doing with these. As well as getting the providers 

involved. I think it was a lot of work, but still very worthwhile to work and provide the literature to 

teams in different areas. One thing we found is that things happened in different areas for different 

reasons and in the ICU we might have to have a bit of a different focus than we would on the floor.  

People thinking PIC12 lines, or peripheral catheters that were longer, were they central lines? Well, they 

are considered central lines and so we need to monitor those and take care of them in the same way. 

Dialysis encountered the same thing for central catheters. Instead of placing other types of access and 

nationally the standards change for how long you would keep a central line in place for dialysis, versus 

placing a different type of access that didn't have the cutaneous exposure to the same extent. 

So again, we would look at national literature, we were going to national meetings, learning things and 

at the same time, as you talk to providers, they were doing the same at their national specialty 

meetings. The intensivists, the surgeons, the people using urinary catheters and again some technology 

changes, so we wouldn't have to use them in the same way for as long.  

BENNETT: I think there was a lot of information learned over those and probably we are still 

learning. But many infections were prevented and lives were saved, I'm sure.  

SIMPSON: Yes, I think we're really fortunate. I think by some of our earlier implementation and 

adherence to some of the guidelines such as universal precautions even, and hand hygiene, that we 

didn't have very many of the outbreaks seen at other institutions where it perpetuated afterwards, such 

as VRE, which is one that keeps popping up for some people. We didn't have as many exposures to TB as 

facility like ours could have. I think the infection prevention program working with the ED on minimizing 

risk and learning when to wear masks much more frequently to minimize exposure. And perhaps some 

of that, and again this is all pre COVID, in which the standards probably evolved even more. I retired and 

 
12 PIC line is a peripherally inserted central catheter  
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it was truly coincidental about three months before COVID became what it was, and that they 

determined it was a pandemic. Do you want to go to flu?  

BENNETT: Yes. So much effort was spent convincing healthcare workers to take influenza 

vaccine each year. That's another big thing that we worked on together. And we were very successful. 

We actually had over 90% of the employees accepting the vaccine. So, do you have thoughts on how 

that program was so successful and why? And did it make a difference? 

SIMPSON: I think it did. Influenza vaccine is complicated. People work very hard at it. But its 

efficacy is only 60%. And so that's where it's very difficult to promote. And we had naysayers, I called 

them, who were convinced. I think there were certain groups of physicians who would actually proudly 

go around saying “I've never had a flu vaccine, I've never gotten the flu.” And so again, I think a lot of it 

related to education and being role models, as well as having leadership both in the physician level and 

nursing level, promoting the flu vaccine. 

Also, in the early 2000s, we had the year where we had H1N1, which was not part of our flu vaccine. And 

in some parts of the world was a mortal disease in health care workers. I think it was Brazil in particular, 

where a lot of health care workers demised from H1N1. And I was quite anxious about this in health care 

workers. So here we have the regular flu vaccine and again, to me, it was phenomenal that within three 

months we had new flu vaccine that was H1N1. And there were pockets within nursing that again would 

say “I don't need to get the flu vaccine, I'm young, I'm healthy.” And the extent of the disease wasn't 

quite as severe. People can get very sick with flu and we would see periodically children die of influenza. 

We brought forth from this, vaccine advocates. Some of them, Dr. Lupo in OBGYN, Dr. Maroushek and 

Dr. Martin in Peds, as well as other providers who were vaccine advocates, who would go around to 

their departments. And then we start measuring by department. Each department. And then we would 

go to those departments with lower rates. Mary Ellen did a lot of that work with employee health. And 

then we also said you can make a personal decision not to receive it, but you have to decline it. So, you 

have to sign something saying why you don't want it. And as role models, as providers, we need to be 

advocates or not speak to the situation. And so, people stopped saying things and wearing it like a badge 

that they did not get a flu vaccine. And then, I think having leadership promote these numbers to these 

different departments and go around and talk to these different departments. Then we had a lot of this 

with Mary Ellen's help as being a director over employee health, was converting this to online 

communication. And to the employees as well as department division heads saying, “here's your 

numbers, here's where we want to be.” And then Joint Commission put out the statement we want to 

receive 90%. And the declination became more specific as to who could decline. We also delivered flu 

vaccine in different ways. There was the inhalational for those who didn't like shots, there was a non-

pork derived for some who had religious beliefs, there were a lot of other things that went on. And I 

think it was all of it. I mean, do you think one particular tool was successful? I think going online with a 

lot of information and a lot of people received it from a private provider in which they could provide the 

information to us. Or went to a flu vaccine clinic with their kids or something like that. 

BENNETT: It seemed as over the years that really it became more accepted after we were doing 

all these promotional events.  

SIMPSON: I remember speaking at one of the unions and a woman said, “I'll never take it.” And 

then I heard about two years later, “it's the only tool I had for prevention.” We did have the oral 

medication [for exposure prophylaxis], but we found though, in using the oral medication, you could end 
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up treating some people all of flu season. And maybe we'll get there some day where employees don’t 
get exposed. But 1) it is not perfect, and 2) people got tired of taking the medication. But an employee 

said “I'll never take it.” I heard later that one of her children acquired it and got quite ill. And so, I think 

it's our family unit sometimes persuading the adults to change their behavior related to what happens 

to them. As well as again, it became promoted in the school system. So again, that's a hand in hand with 

what's going on in the community as well as here.13 

BENNETT: So along with influenza vaccine and trying to prevent outbreaks and acquired 

infections in the staff and the patients, we had infectious disease emergencies, other ones over the 

years. We had measles and H1N1, pertussis, MRSA, scabies, Ebola.  

SIMPSON: Lice 

BENNETT: Yes, bed bugs. 

SIMPSON: Bed bugs, yes, that was your expertise.  

BENNETT: So maybe you could talk about and just emergency preparedness a little bit in your 

role because you took a major role in in these things.  

SIMPSON: Certainly. Dr. John Hick, I think has to be the expert in emergency preparedness at 

our hospital. But when it was infections, I was a component of it. And over these periods of time 

sometimes we had lots of hospitals independently doing what they were doing. And so, the messages 

could be a little different. I think one of the things that came out of this is to save time and effort, lets 

collaborate. Let's understand what each of us are doing. Sometimes let's focus on, certain patients go 

here or there. That was mostly Ebola. But there was a lot more collaboration among the institutions 

than it used to be. And so, I think that the infection prevention organization did a lot of that work. I think 

a lot of it is having a good plan. And following an incident command process. And I think an expertise for 

our program and particularly Mary Ellen, was the development of plans and step by step process. And 

we would talk to somebody, and sometimes it could be in an area. So, if someplace was having an 

outbreak like sometimes it was norovirus. Very easily spread. But it would take down a lot of people in a 

unit. Literally a health care worker would come to work feeling, “oh my stomach's a little upset.” Then 

three hours later, having to go home because they were so sick. And, so sometimes you just develop it 

because you know you change staffing, you need to kind of find a source, at least clinically. Now we can 

test for it. In the old days, we couldn't test for it. And so, it's having a plan and instituting and taking 

information, both what's happening on that unit or throughout the hospital. H1N1 is interesting in that 

we started suggesting if H1N1 were to occur here, then we might have to talk about elective surgeries 

being cancelled. Some of the things that we saw did happen with COVID. And there are pluses and 

minuses, but the governor declaring “we aren't going to do elective surgeries” is almost easier for a 

facility to accept than we deciding when. And that we would have 10 different hospitals deciding 10 

different types and facility. So again, sometimes the leadership comes from outside, but sometimes you 

have to identify your own thresholds and when your hospital is full. I would be on call for receiving 

patients from other facilities, you have to decide when and has to be collaborative, because it's usually 

going to be multiple departments deciding what types of patients they would take and finding ways to 

 
13 More information on influenza vaccine can be found at 

https://www.cdc.gov/flu/professionals/vaccination/index.htm 
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do as much outpatient as you could, versus inpatient. And that was done, actually done during the 

nursing strike quite a few years ago, that Oncology was driven to find how they can do some of their 

protocols as outpatient. A lot more of oncology medications and things are done as an outpatient than 

before. It was not only that, it’s the evolution of payment and other things. 

I think the one I found most, was most concerned about. was Ebola. We didn't have any cases here and 

it was a collaboration because we didn't think the volume would be very high. But it was one where CDC 

kept changing its isolation precautions and increasing the amount of precautions we needed to utilize 

for a patient. And that there are so many people, and it was such a severe disease, and mortal, and had 

some long-term effects, that that is the one I was concerned about for our health care workers. And we 

did a lot of preliminary work. But then it was decided that units in different states and different parts of 

the country were going to be centralized to receive the Ebola patient because we did not think it was 

going to be a major outbreak in this country. And fortunately, it wasn't. But I found that when we were 

going to have to be monitoring people and their performance of how they took off their personal 

protective equipment, to be particularly concerning for our health care workers.14 

BENNETT: Yes, it was an interesting experience and I think with all these diseases that we 

worked on, that Incident Command was a key in dealing with them. And we do that well here at this 

hospital. We can make it big or small and it was very adaptable and helped us with our planning and 

implementation.  

SIMPSON: It was good for getting a large group of people together in multidiscipline. Sometimes 

we had to communicate when we were concerned about measles. There are aspects that were being 

placed at a Children's Hospital which are absolutely appropriate, but for our hospital which is inpatient 

and heavily adult oriented that we could focus it on the Pediatrics department and some peripheral 

nearby departments or consulting departments, but didn't have to do the same throughout the hospital. 

And we might not always agree, but we could sit and talk about it and come to an agreement usually. 

BENNETT: Wrapping up here, I just want to ask you what was your favorite thing about working 

at Hennepin County Medical Center? 

SIMPSON: I came here for the teaching and the spectrum of patient population. And that, as I 

say, the world came to me. I didn't have to go out in the world for my travel medicine. We see a lot of 

different kinds of patients, a lot of different dilemmas. It was fascinating. I like collegiality, and by and 

large, collaboration. At times there were challenges. But I still could go eat with the same people who 

challenged me and have lunch with them. They weren't you know, they might be angry, sometimes you 

just had to be careful with your message. There are things now that I wish I had done differently then. 

But the focus on teaching, the residency programs were thoroughly enjoyable. The faculty, by and large 

for here to teach and work with residency programs. And I hope it's something we can maintain for the 

future. Working with a micro lab that wanted to technologically advance as things became available. Us 

having to learn about techniques such as within the surgery department and what they did and the 

collaboration. I remember after one root cause analysis the physician, that provider said, “well it might 

not have exactly gone how I wanted it but I'm glad I got to say something.” We agreed. You have a right 

to say something, you have a right to listen, you have a right to provide your perspective, and we may 

 
14 More information on emergency preparedness in healthcare can be found at 

https://emergency.cdc.gov/planning/index.asp 
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have to walk away disagreeing. But we can still talk to each other and walk down the hall and take care 

of patients together. 

BENNETT: Do you have anything else that you would like to share with us regarding your work at 

HCMC? Anything that you forgot to mention, or you think is important? 

SIMPSON: I think medicine is changing and it has to change. But it's increasingly complicated. 

We need to work with teams instead of individuals doing everything themselves. I hope the philosophy 

of that we are a teaching hospital, that we want to be leaders in fostering the best care we can give and 

keep our standards high as we look at all the challenges that are coming. We had people concerned with 

some of the risks of taking care of AIDS patients, or hepatitis C patients, or TB patients, for themselves. 

And then now we hear the term is “burnout” that we need to provide the clinicians ability and the 

numbers of people needed to properly take care of our patients. We also need to respond in a public 

health way to prevent infections. Wear our masks when we need to or receive our vaccines as we need 

to. To assist ourselves first. But also, to assist the health care systems and be collaborative, work 

together. If you're angry about wearing a mask, the health care is the highest risk situation. I was so 

gratified when I was taking care of AIDS patients and they would tell me that the lab was not wearing 

gloves. They should be wearing gloves to protect themselves. Think of that when you're in the 

healthcare setting with a mask. I know it is not easy or fun. It’s hard wearing a respirator for 5 hours 

straight. I understand that, but if you are wearing a mask, it’s a start. Be cautious with your secretions 

and know what's going on with yourself. We want to help; we want to provide the right care for you. So, 

talk, ask your questions, present your concerns so that we can answer them. But I think maintain a role 

as a teaching hospital, and a leader in technology, and taking care of patients. As in the personal as well 

as the technological arena.  

  BENNETT: Your career has spanned, in my opinion, some of the most interesting years in 

infectious disease and infection prevention. Of course, I may be biased in this topic, but this was a time 

of new and significant disease. This presenting monumental response by healthcare, increased 

regulation and improvement in patient care and regards to healthcare associated infections. You've had 

a wonderful career here and have made tremendous contributions to clinical patient care, employee 

occupational health, and infection prevention practices at Hennepin County Medical Center. I am proud 

and honored to have worked here with you for so many years in this amazing institution. So, on behalf 

of Hennepin County Medical Center and the Hennepin Medical History Center, I want to thank you for 

the years spent at Hennepin and all the many contributions you have made to the institution and the 

patients you have served. 

SIMPSON: Thank you very much. I think you led a wonderful program, and I perhaps could not 

have survived this without you. But we collaborated. And that's one of the things; the physician cannot 

be a silo anymore. We need to collaborate and work with each other. One of the things I hope I did, and 

I look forward to seeing what happens, at least for a few of the next few years, with the next generation 

of infectious diseases and what it brings. And certainly, it brought COVID right after you and I were not 

as directly involved.  

BENNETT: Yes. They had a very big challenge, and they did an amazing job.  

SIMPSON: And look at that technology-wise. Having a diagnostic testing rapidly available, having 

therapy rapidly available, I mean all in less than a year having a vaccine available. I think it's phenomenal 
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what we can do now and a lot of it was collaboration with industry. But it really helped the healthcare 

system. There's still certainly issues that need to be solved but amazing that this could happen within a 

year. 

Thank you. Appreciate your time.  

BENNETT: Thank you. I appreciate your time and all of the years that you contributed to 

Hennepin County Medical Center and the infection prevention program.  
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HTLV-3: 5,  

I 

Infection Control Committee: 4 

Infection Prevention/Control: 3, 5 

Infection Preventionist: 12,  

Influenza vaccine: 14,  
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Respirator: 9, 10,  

 

S 

Safe sex: 8,  

Safest in America: 13,  

San Francisco General Hospital: 5 

Scabies: 15,  

Schultz, Alvin, MD: 3,  

Sexually transmitted diseases:”7, 8, 
 

T 
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