


In June 1969, Dr. Jordi Casals-
Ariet, a virologist at the Yale 
Arbovirus Research Unit, 
contracted Lassa fever from his 
research. He recovered, but in 
November Juan Roman, a 
laboratory technician, contracted 
the disease and died. 

This event spurred CDC’s 
development of microbiological 
risk groups and the use of control 
banding to set standards for 
BSL-4 laboratories (then called 
P-4 labs).

This incident is detailed in 
the 1975 book, “Fever” by 

John G. Fuller. 



On 8 August 1994 a Yale researcher became 

infected with Sabiá virus, with which he was 

working, as a result of a cracked centrifuge 

bottle. The researcher noticed the crack and 

release, but did not sufficiently recognize the 

incident’s risk to himself or others.

As a result, Yale developed a formal program 

for the management of its BSL-3 laboratories.

History doesn’t repeat itself but it often rhymes.



In 1989 a researcher in Dr. Cole’s laboratory 
accidentally and unknowingly was exposed to I 
125, which resulted in a 178 rem fingertip dose. 
(This is referred to as “the Cole-Kardana
incident.”) The U.S. Nuclear Regulatory 
Commission’s (NRC) subsequent inspection 
resulted in a $12,000 fine, numerous Notices of 
Violation and a “show cause” order. 

As a result, Yale greatly expanded the radiation 
safety program in 1990-1. From 1991-7 Yale was 
intensely inspected by the NRC and received nine 
additional Notices of Violation.



In 3-4 May 1994 five inspectors from Region I of 
the U.S. Environmental Protection Agency (EPA) 
conducted a RCRA (hazardous waste) inspection 
of the University and found numerous violations. 
Yale later agreed to a $69,570 civil penalty and 
$279,205 in supplemental environmental 
projects.



Good news or bad news?

Trumpet our successes?

Warn others of possible 
hazards?

Encourage good behavior?

Frighten (or dare) those who 
might find themselves in a 
similar situation?





An associate professor of pediatrics in emergency medicine, Dr. Kirsten Bechtel 
will go that extra mile to make sure that New Haven roads are safe for its 
residents and visitors. Kirsten co-authored an extensive report showing the 
infrastructure, education, and enforcement gaps that were making the campus 
and city less safe from a traffic safety perspective. This study helped leaders 
from across Yale and the City of New Haven to collaborate to address these 
gaps.

She works tirelessly to 
advance issues — always 
responding to emails, 
showing up to testify, 
meeting with critical 
players, and studying 
issues so that she can 
speak intelligently about 
them. One program 
encouraged improved 
pedestrian behavior by 
stenciling safety 
messages around the 
streets of New Haven.



EHS newsletters and internal Yale communications

Papers and presentations

Every safety committee meeting includes a review of recent 
incidents

Incident reviews in the EHS newsletter

“Lessons Learned” fact sheets

Metrics: numbers tell stories

“Yale EHS’ Most Significant Modern Risk History”











In 1985 a container of iso-
pentane, improperly 
stored in a non-fire rated 
refrigerator in the Sterling 
Hall of Medicine’s C-Wing, 
exploded in the middle of 
the night.

As a result, EHS and the 
YFM began to label lab 
cold storage units 
according to their use and 
ended the retrofitting of 
non-rated units by the 
Science Hill machine shop.

In 1988 a contractor found 
phenobarbital in a vacated 
laboratory in undergoing 
renovation in the Osborne 
Memorial Laboratory 
building. He brought the 
substance home and 
consumed it, resulting in a 
fatal overdose.

Following this incident, 
EHS instituted a 
decommissioning program 
for vacating laboratories.





In the ‘90s a major 
laboratory fire occurred 
on the second floor of 
the Sterling Hall of 
Medicine’s I Wing, 
which began when an 
unattended gel 
electrophoresis 
apparatus ran dry. The 
fire involved chemicals 
stored nearby.

On 21 October 2000 a 
laboratory fire occurred 
in the Kline Chemistry 
Building when an 
unattended gel 
electrophoresis 
apparatus (with a timer) 
malfunctioned. A 
student discovered the 
fire when they returned 
to the lab in the 
evening. No one was 
injured.



In December 1976 a 

violent explosion 

shattered windows and 

lights in Dr. Wasserman’s 

laboratory in the Kline 

Chemistry Building, 

probably caused by a 

shock-sensitive azide

residue from distillation—

no more than 25 mL. The 

explosion injured the ear 

drums of two graduate 

students, one of whom 

was hospitalized for ten 

days.

On 19 October1997, a 

graduate student in 

chemistry severely injured 

their hand when handling 

a flask containing an azide

compound exploded.



On 28 February 2017 four 
medical school researchers 
became seriously ill after 
drinking beverages from the 
same coffee machine. The 
police discovered that 
sodium azide had been 
added to the machine. All of 
the researchers recovered. 
No arrest was made.



Remember the past

Acknowledge the limits (or 
limitlessness) of humans and 
systems

Learn to expect the 
unexpected

Reinforce our values

Understand what has shaped 
the present

Use them to create our future



Predictions are hard to make, 
especially about the future. 

—Nobel physicist Niels Bohr


