
New record-keeping rules
stay on track without 
new ergonomic stats
Forms are simpler, but reportable cases will rise

New record-keeping rules will go into effect
in January as planned, but most likely
without adding new information on the

incidence of musculoskeletal disorders (MSDs).
Controversy over ergonomics spilled into the

record-keeping area, as Labor Secretary Elaine Chao
said the department needs another year to decide on
a definition of work-related MSDs. The record-keep-
ing rule, which was issued in the final days of the
Clinton administration, had been under review 
by the Bush administration for about six months.
Industry groups filed suit to halt its enforcement,
objecting to the MSD category and other reporting
changes.

In fact, when Chao convened ergonomics forums
in July, she declared that the definition of a work-
related ergonomics injury was a central question.
“Until a definition is agreed upon, the data col-
lected [on the new Occupational Safety and Health
Administration (OSHA) 300] will not help us target
the injuries that need to be eliminated,” Chao said
in a statement.

Chao has promised to announce an action plan
on ergonomics in September. (See related article, p.
100.) OSHA also has asked for public comment on
how to record hearing loss and in regard to the pro-
posal to postpone the separate MSD column and
changes in hearing-loss record keeping. (For more
information, see editor’s note at the end of this
article.)

While industry groups asserted that the definition
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and category contained on the OSHA 300 logs
would encourage overreporting of MSDs — 
perhaps, including nonwork-related injuries —
unions accused Chao and OSHA of trying to
sidestep the problem by literally erasing it.

“Keep in mind, this is the nation’s leading
workplace hazard,” says Bill Borwegen, MPH,
occupational health and safety director of the
Service Employees International Union in
Washington, DC. “Why wouldn’t you want to
give it its own category? This is clearly a way to
minimize this huge hazard.”

Chao also held back provisions on hearing-loss
conservation, saying more time is needed to
decide on the criteria for recording occupational
hearing loss. “OSHA believes that the record
should be reopened to permit consideration of
additional medical and other relevant evidence,
and to explore alternative approaches,” the agency
announced in the Federal Register.1

Even without those two controversial items,
the record-keeping rule brings many changes in
the way employers record injuries and illnesses.

Hospitals can expect to see their injury and ill-
ness statistics soar as all needlesticks become
reportable. The record-keeping rule was designed
to work in conjunction with the revised blood-
borne pathogen standard, which requires a nee-
dlestick log. (For details on the new rule, see
box, p. 99.) Days away from work due to injury
will rise as employers count calendar days that
employees were unable to work, even if they
weren’t scheduled to do so. That includes week-
ends, vacations, and days off.

Yet in other ways, the rule makes record keep-
ing less painful. The new forms are easier to use,
and OSHA provided a list of circumstances in
which injuries or illnesses would not be work-
related. OSHA defined the tasks that are first aid
only (and therefore make an injury not record-
able), and stated that pre-existing conditions
must be “significantly aggravated” by a work
event to become work-related injuries.

“I think people are anxiously awaiting a new
form,” says Kae Livsey, RN, MPH, public policy
and advocacy manager at the American Associa-
tion of Occupational Health Nurses in Atlanta.
“It’s been challenging for [employers] to know
what to record. This is written in a way that’s
clearer to understand.”

The rule includes a new privacy provision that
allows an employee’s name to be kept off the
OSHA 300 log in certain cases, including needle-
sticks and sharps exposures. “We’re thrilled to
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see any policy that addresses the issue of privacy
in an appropriate way,” says Livsey.

Meanwhile, debate over how to record MSDs
is likely to remain vigorous.

OSHA emphasized in its Federal Register notice
that work-related “soft-tissue disorders” must
still be recorded according to requirements that

apply to all injuries and illnesses. There simply
will not be a separate column to check for MSD
data collection.

That change may not be enough to halt the
lawsuit, filed by the National Association of
Manufacturers, against the record-keeping rule.
“We were pleased that they took that action, but
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OSHA Record Keeping 
at a Glance

EFFECTIVE DATE: Jan. 1, 2002

NEW FORMS
• Occupational Safety and Health Administration

(OSHA) 300: Log of Work-Related Injuries and
Illnesses

• OSHA 300-A: Summary of Work-Related Injuries
and Illnesses OSHA 301: Injury and Illness
Incident Report

NEW PROVISIONS
• New timelines: Recordable injuries and illnesses

must be entered on the OSHA 300 log and 301
incident report within seven calendar days. The
annual summary of injuries and illnesses must be
posted for three months (instead of one month).

• Record all needlesticks: Needlesticks or sharps
injuries that result in exposure to blood or other
bodily fluids must be reported. “Clean” sticks — a
needlestick with a syringe or sharp that hasn’t been
contaminated — need not be reported. Other types
of exposures, such as splashes, do not need to be
reported unless they result in seroconversion of a
bloodborne illness or meet other recording criteria
— such as requiring more than first-aid treatment.
(See box, p. 100.)

• Days away from work: You must count the num-
ber of calendar days the employee was unable to
work as a result of the injury or illness, regardless
of whether or not the employee was scheduled to
work on those days. Weekend days, holidays,
vacation days, or other days off are included in the
total number of days, recorded if the employee
would not have been able to work on those days
because of a work-related injury or illness.

• Protecting privacy: The injured employee’s
name may be withheld from the OSHA 300 log in
the case of injury or illness to intimate body part
or reproductive system; sexual assault; mental ill-
ness; HIV infection, hepatitis, or TB; needlestick
and sharps injuries; and illness cases where the
employee requested to keep their name off. The
incident would be marked “privacy concern case.”
The name would be recorded on the OSHA 301

incident report. However, employee representa-
tives seeking access to information on 301 forms
would not receive the employee’s name.

• Record tuberculosis exposures separately: If
an employee is occupationally exposed to tuber-
culosis and subsequently has a positive skin test
or a physician’s diagnosis of TB infection, that
incident is recorded under a column labeled “res-
piratory condition.” If further investigation shows
the TB exposure was not work-related, the inci-
dent can be removed.

PROPOSED DELAY OF PROVISIONS
• Hearing-loss recording: Employers would con-

tinue to record work-related shifts of an average
of 25 dB or more at 2,000, 3,000, and 4,000 hertz
(Hz) in either ear on the OSHA 300 Log. When a
recordable hearing loss occurs, the audiogram
indicating the hearing loss would become the
new baseline for determining whether future
additional hearing loss by the individual must be
recorded. Employers would check either the
“injury” or the “all other illness” column, as appro-
priate. OSHA proposes a year-long delay and
reconsideration of a provision that requires
employers to check the “hearing loss” column on
the OSHA 300 log when an audiogram reveals
that a Standard Threshold Shift (STS) in hearing
acuity has occurred. An STS is defined as “a
change in hearing threshold, relative to the most
recent audiogram for that employee, of an aver-
age of 10 dB or more at 2,000, 3,000, and 4,000
Hz in one or both ears.” 

• Musculoskeletal disorder (MSDs) recording:
Employers would continue to record disorders
affecting the muscles, nerves, tendons, ligaments
and other soft tissue areas as they would any
work-related injury or illness. Employers would
check either the “injury” or the “all other illness”
column, as appropriate. OSHA proposes a year-
long delay and reconsideration of a provision
requiring employers to check an MSD column on
the OSHA 300 log for work-related MSD injuries.
For record-keeping purposes, the rule defines
MSDs as disorders of the muscles, nerves, ten-
dons, ligaments, joints, cartilage and spinal discs
that are not caused by slips, trips, falls, motor vehi-
cle accidents, or other similar accidents. 



that is not everything we were seeking from our
lawsuit,” says Washington, DC, attorney Baruch
Fellner.

Others insist that collecting separate data on
MSDs is critical as employers assess their need

for ergonomics programs and the success of their
efforts. “I think it’s going to be important for
employers to record musculoskeletal disorders,”
says Livsey. “What they’re going to see is that
there’s a problem that needs to be dealt with.”

[Editor’s note: The American Association of
Occupational Health Nurses in Atlanta will be hold-
ing workshops on the record-keeping rule in various
cities. For information, call (770) 455-7757 or see the
web site, www.aaohn.org. A copy of the rule and the
most recent Federal Register notice is available from
the OSHA web site, www.osha.gov. 

Comments can be sent to Docket Officer, Docket No.
R-02A, Occupational Safety and Health Administra-
tion, Room N-2625, U.S. Department of Labor, 200
Constitution Ave. N.W., Washington, DC 20210.
Telephone: (202) 693-2350. Fax: (202) 693-1648.]

Reference

1. Occupational Safety and Health Administration.
Occupational injury and illness recording and reporting
requirements. 66 Fed Reg 35,113 (2001).  ■

Ergo faces new forums,
recurring questions
Chao to issue action plan in September

With the future of ergonomics regulation
hanging in the balance, labor and industry

representatives once again presented their argu-
ments at three forums held in July. Labor Secretary
Elaine Chao has promised to announce a “com-
prehensive plan” for addressing musculoskeletal
disorder (MSD) injuries in September.

The statements echoed much of what was said
in previous hearings on ergonomics and in the
voluminous written comments the U.S. Occupa-
tional Safety and Health Administration (OSHA)
used to draft its ergonomics standard. Congress
rescinded that rule in March, and congressional
leaders have pressured Chao to find a more
acceptable alternative.

However, noticeably absent from the hearings
were scientific experts bolstering the need for
ergonomic interventions, such as members of the
National Academy of Sciences (NAS) panel that
reviewed the issue. The NAS report supported
the link between workplace risk factors and MSD
injuries and said ergonomics can reduce the risk.
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First Aid for Injuries

According to the Occupational Safety and
Health Administration, employers may use the

following criteria to determine if a response quali-
fies as “first aid only”:

A. Using a nonprescription medication at nonpre-
scription strength (for medications available in
both prescription and nonprescription form, a
recommendation by a physician or other licensed
health care professional to use a nonprescription
medication at prescription strength is considered
medical treatment for record-keeping purposes).

B. Administering tetanus immunizations (other
immunizations, such as hepatitis B vaccine 
or rabies vaccine, are considered medical
treatment).

C. Cleaning, flushing, or soaking wounds on the
surface of the skin.

D. Using wound coverings such as bandages,
Band-Aids, gauze pads, etc.; or using butterfly
bandages or Steri-Strips (other wound closing
devices such as sutures, staples, etc. are con-
sidered medical treatment).

E. Using hot or cold therapy.

F. Using any nonrigid means of support, such as
elastic bandages, wraps, nonrigid back belts,
etc. (devices with rigid stays or other systems
designed to immobilize parts of the body are
considered medical treatment for record-keep-
ing purposes).

G. Using temporary immobilization devices while
transporting an accident victim (e.g., splints,
slings, neck collars, back boards, etc.).

H. Drilling of a fingernail or toenail to relieve pres-
sure, or draining fluid from a blister.

I. Using eye patches.

J. Removing foreign bodies from the eye using
only irrigation or a cotton swab.

K. Removing splinters or foreign material from
areas other than the eye by irrigation, tweez-
ers, cotton swabs, or other simple means.

L. Using finger guards.

M. Using massages (physical therapy or chiro-
practic treatment are considered medical treat-
ment for record-keeping purposes).

N. Drinking fluids for relief of heat stress. 



(See Hospital Employee Health, March 2001, p.
30.)

OSHA invited labor and industry to form panels
of speakers, but did not invite individual speakers
or a panel of scientists. While the labor panel con-
tained a few ergonomics experts, the absence of
key experts became fodder for ergonomics critics.

“The unions have chosen not to engage in 
that scientific debate,” says Baruch Fellner, a
Washington, DC, attorney who represents the
National Association of Manufacturers and the
National Coalition on Ergonomics. “That’s very
telling in my mind. In my view, they are unwill-
ing or unable to engage in a scientific debate, and
instead are relying on the same biased science
they have in the past.”

However, labor representatives blasted the
forums as a sham and insisted that OSHA has
more than enough information to define MSDs
and require ergonomics programs. In fact, it is
curious that OSHA itself did not call on the NAS
experts, who were charged by Congress to answer
many of the same issues confronting the panel,
says Bill Borwegen, MPH, occupational health
and safety director of the Service Employees
International Union in Washington, DC. “The
Republicans funded all these NAS studies.
Apparently, they didn’t like the results,” he says.
“Elaine Chao didn’t even invite the NAS people
to present their findings. Their findings are basi-
cally that ergonomic hazards are real. These
injuries are real, and we need to do something
about it.”

The first question posed by Chao was a basic
one: What is an ergonomics injury? Yet overrid-
ing that discussion was a political issue that Chao
must address: Can MSDs, the most common
workplace injury, be adequately reduced through
voluntary guidelines and education, or is a new
regulatory standard necessary?

Whatever the outcome, Chao insisted that her
goal would be to prevent ergonomic injuries. “We
can choose to do one of two things: We can play
politics, or we can protect workers,” she said at
the opening of the forums in Washington, DC.
“The only way we will succeed in protecting
workers from ergonomics hazards is if we begin
with an open mind, which I urge all participants
to bring to these forums.”

OSHA panelists heard from trade associations
who said their members would be financially
devastated by sweeping regulation, and from
worker victims who described the debilitating
impact of their injuries.

Diana Blackmon, a health care consultant
based in Oklahoma City, presented the American
Hospital Association’s view that an ergonomics
regulation would be extremely costly and bur-
densome, and that the science of ergonomics is
incomplete. Instead of issuing a rule, OSHA
should provide education, consultation, and
product information, said Blackmon, who helps
hospitals set up ergonomics programs.

A single ergonomic approach won’t work,
Blackmon said in her statement. “Every facility
must be able to determine its own preventive
strategy, giving consideration to its unique
patient and employee populations.”

Yet what about employers who fail to address
ergonomic injuries voluntarily? Occupational
health experts urged OSHA to maintain an
enforcement element in any action it takes on
ergonomics.

“I think it’s time to get back to basics,” says Kae
Livsey, RN, MPH, public policy and advocacy
manager at the American Association of Occupa-
tional Health Nurses in Atlanta, who testified at
the Washington, DC, forum. “The basic standard
that needs to be put out is to require employers 
to have a safety and health standard. A safety 
and health standard could require employers to
address ergonomic hazards,” she notes.

Livsey also suggested that OSHA issue
guidelines for various industries, and enforce
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HEH on-line with web site debut

As an added value for subscribers of Hospital
Employee Health, we now offer free on-line

access to www.hospitalemployeehealth.com. To
access the site, click on the User Login and follow the
instructions from there.

The new site includes not only current and back
issues of HEH, but TB Monitor and past issues of
Employee Health & Fitness, both published by
American Health Consultants. In addition to fully
searchable archives of HEH, TBM, and EHF, the site
includes news in employee health, employee health
tools and forms, searchable guidelines and regulations
from the Centers for Disease Control and Prevention,
the Food and Drug Administration, the Occupational
Health and Safety Administration, and other agencies.
It also includes links to other employee health and
infection control sites, a calendar of events, and the
employee health forum, which allows interaction
between employee health professionals in the field.

Our site also provides subscribers with access 
to continuing education at CE web and to other
employee health products produced by American
Health Consultants. ■



ergonomics hazards under the general duty
clause, which requires employers to maintain a
workplace free of hazards.

In written comments, MaryAnn Gruden, MSN,
CRNP, NP-C, COHN-S/CM, executive president 
of the Association of Occupational Health Profes-
sionals in Healthcare, and employee health nurse
practitioner at Sewickley (PA) Valley Hospital, like-
wise supported enforcement, whether through a
standard or some other mechanism. “If employers
know OSHA will enforce it as a part of their inspec-
tions under general duty, then I think employers
will pay attention to that, even without a separate
standard,” she says.

Borwegen expresses doubt that OSHA could
adequately enforce an ergonomics mandate
through the general duty clause. He notes that the
appointee for solicitor of the Department of Labor,
Eugene Scalia, once called ergonomics “junk 
science.” Scalia has represented the National
Coalition on Ergonomics, a major opponent of
ergonomic regulation, and has opposed ergonomic
regulation as a labor lawyer at the Washington,
DC, law firm of Gibson, Dunn & Crutcher.

“How in your wildest imagination can you
imagine OSHA would take a general duty clause
approach to ergonomics?” asks Borwegen, noting
that general duty cases can be tied up in appeals.
“It doesn’t have the staff; it doesn’t have the incli-
nation. It doesn’t have the will.”

This month, all eyes will be on Chao as she
announces the path her agency will take. Even
critics of ergonomics regulation may agree with
this assessment by Borwegen: “Her legacy as sec-
retary of Labor is predicated on what she does in
this area.”  ■

Most unknown source
exposures don’t need PEP
New guidelines clarify, minimize use of PEP

In an effort to reduce the unnecessary use of HIV
post-exposure prophylaxis (PEP), the Centers

for Disease Control and Prevention in Atlanta
issued guidelines that raise the threshold for PEP
when the HIV status of the source patient is
unknown.1 While clinicians once may have issued
PEP as a safeguard whenever the source patient
or the source patient’s HIV status was unknown,
significant side effects to some PEP agents have

led CDC to urge a more cautious approach.
“We have noticed from our data analysis that

it’s not uncommon for people to take full courses
of PEP after unknown [source patient] exposures,”
says Elise Beltrami, MD, medical epidemiologist
in CDC’s division of healthcare quality promotion.
“We’re really trying to emphasize the need to eval-
uate these situations using information you might
have about the source patient or the situation epi-
demiologically in which the incident took place.”

For example, consider a needlestick that occurs
from a needle left in linens. If HIV is not prevalent
in the community or the patient population and
the unit isn’t treating any patients with known
HIV or HIV risk factors, the risk is minimal, says
Beltrami. “The point is in unknown situations, the
majority of the time the source patient is going to
be HIV-negative,” she says.

However, the CDC leaves plenty of room for
clinical judgment. The Updated U.S. Public Health
Service Guidelines for the Management of Occupational
Exposures to HBV, HCV, and HIV and Recommenda-
tions for Postexposure Prophylaxis is a user-friendly
document that includes the three major bloodborne
pathogens and offers algorithms and resource
charts. While just a few PEP agents were recom-
mended for use when provisional guidelines were
first released in 1996, a table now offers the pros
and cons of 13 PEP agents and regimens. (See rec-
ommendation tables, inserted in this issue.)

CDC’s advice to seek expert opinions is right
on the mark, particularly as clinicians try to
determine the most appropriate PEP agents, says
Mark Russi, MD, MPH, associate professor of
medicine, epidemiology, and public health at Yale
University in New Haven, CT, and director of
occupational health at the Yale-New Haven
Hospital. Russi also lauded the ease of use of the
guidelines. “We give prophylaxis to an awful lot
of people, but I have a network of infectious dis-
ease specialists that I speak to all the time about
this,” he says. “I’m not out there treating HIV-
positive patients every day. I find there’s tremen-
dous benefit in speaking to specialists.”

The possible risks of PEP were highlighted ear-
lier this year when the CDC and the Food and
Drug Administration issued a joint report urging
clinicians to balance the risks of HIV infection with
the toxicity of the PEP agents.2 Reports of severe
side effects to nevirapine include the case of a 43-
year-old phlebotomist who developed severe hep-
atic failure, lapsed into a coma, and required a
liver transplant.3 (See Hospital Employee Health,
February 2001, p. 22, and HEH, March 2001, p. 34.)
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“One of the first goals of any clinical manage-
ment is to first do no harm,” explains David
Bangsberg, MD, MPH, director of the Epidemio-
logy and Prevention Interventions Center at San
Francisco General Hospital and co-director of
PEPline, a 24-hour post-exposure hotline. “Post-
exposure prophylaxis can cause serious toxicity,
even fatal toxicity. Most people will remain unin-
fected without any post-exposure prophylaxis. The
goal is to target post-exposure prophylaxis to those
who need it most.”

PEPline experts can help assess the risk and
the need for PEP, Bangsberg notes. A review 
of 4,253 consultations in the hotline’s first year
found that 58% resulted in a recommendation 
to stop or not start PEP. Seven percent of callers
reported having initiated or receiving two- or
three-drug regimens after an event that was not 
a true exposure.4

While CDC wants to reduce the unnecessary
use of PEP, the guidelines also address the prob-
lem of health care workers who halt the regimen
because of side effects. Data from the National
Surveillance System for Healthcare Workers
(NaSH) showed that 63% percent of health care
workers exposed to a known HIV-positive source
started PEP, and 54% of health care workers took it
for at least 20 days. The NaSH data from 47 U.S.
hospitals involves 11,784 exposures from June 1996
to November 2000.4

For all exposures with known sources, 6% were
to HIV-positive sources, 74% to HIV-negative
sources, and 20% to sources with an unknown
HIV status, according to the NaSH data.

CDC recommends a re-evaluation of PEP after
72 hours, a follow-up that may lead to the discon-
tinuation of unnecessary regimens or a treatment
of side effects for those who need the PEP.

“We’re hoping there are more people complet-
ing the regimens they should be taking,” says
Beltrami.

The CDC also clarified its advice about the tim-
ing of PEP. While studies show that starting PEP
within an hour or two of the exposure is advanta-
geous, a delay doesn’t mean that PEP is useless.
The guidelines state that PEP should be started
even 36 hours or more after exposure, if appro-
priate. “Initiating therapy after a longer interval
[such as one week] might be considered for expo-
sures that represent an increased risk for trans-
mission,” the guidelines state. “The optimal
duration of PEP is unknown. Because four weeks
of zidovudine appeared protective in occupa-
tional and animal studies, PEP probably should

be administered for four weeks, if tolerated.”
Since many source patients are already on anti-

retroviral therapy, the choice of PEP agents can
become complicated, and expert opinion is recom-
mended. “The prevalence of HIV drug resistance is
on the rise, which makes it more complicated to
pick a PEP regimen which will likely be effective
against a potentially resistant strain of HIV in the
source patient,” Bangsberg says.

The guidelines also respond to another difficult
and controversial question: Can anything be done
to help occupationally exposed health care work-
ers avoid chronic HCV infection?

CDC reiterated its position that no evidence
exists showing that antiviral agents such as inter-
feron would be effective as a prophylaxis in pre-
venting HCV infection.

While HCV RNA tests can identify infection at
four to six weeks, the use of antivirals at this early
stage is not necessarily advantageous, the guide-
lines state. As many as one in four patients may
resolve their HCV infection spontaneously, and
providing treatment with interferon and ribavirin
may be just as effective in the early chronic stage
of HCV, according to the guidelines.
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Expect some on-time flu 
vaccine for all providers

Despite delays in delivery of influenza vaccine, all
providers should receive some early vaccine for

high-risk patients and the health care workers who
treat them, the Centers for Disease Control and
Prevention in Atlanta reported.

Manufacturers are reporting that 49.8 million doses
will be available for delivery by the end of October,
with an additional 27.3 million doses in November and
December, according to the CDC. The total of 77.1
million doses is slightly higher than the supply avail-
able last year. “Predictions of monthly vaccine distribu-
tion vary by manufacturer, and providers will probably
receive vaccine on different schedules,” the agency
stated. 

To help manage the delay, the CDC has asked man-
ufacturers to provide some early vaccine to all providers
who placed orders. “This strategy will ensure that virtu-
ally all providers will be able to vaccinate some of their
high-risk patients early in the season,” the CDC stated.
“As an exception, complete orders for chronic care facil-
ities serving high-risk populations should be provided
early so that vaccine can be administered in October or
November, the optimal time for vaccination of this high-
est risk group.”

(Editor’s note: Information on influenza vaccine
supply is available at www.cdc.gov/nip/flu.)  ■



“It’s frustrating not to have anything to offer
health care workers after an exposure, but cer-
tainly we don’t want to do any harm [with
unnecessary side effects] in this situation,”
Beltrami says.

Again, clinicians will evaluate their specific cir-
cumstances. “Based on a very small amount of
data, and in consultation with a hepatologist, it
might be reasonable to put someone with acute
hepatitis C infection on interferon and ribavirin,”
says Russi, although he adds, “We don’t know if
that’s better than waiting. There really isn’t ade-
quate evidence at this point to say that treating
that person who seroconverts at four to six weeks
is absolutely advantageous over treating them at
an early chronic stage.”

[Editor’s note: The guidelines are available on CDC’s
web site at http://www.cdc.gov/mmwr/preview/mmwr
html/rr5011a1.htm. Post-exposure advice is available
from the National Clinicians’ Post-Exposure Prophyl-
axis Hotline (PEPline) at (888) 448-4911.]
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Hospitals get realistic
about exposure risk in OR
OR accounts for almost one-fourth of injuries

The mandate to reduce blood exposures is
slowly moving into the area most resistant to

change: the operating room. 
Although surgeons often balk at adopting new

devices or processes, more are accepting safety
measures as part of the U.S. Occupational Safety

and Health Administration (OSHA) mandate to
prevent blood exposures, says Mark Davis, MD,
FACOG, an Atlanta-based surgeon. Davis is sched-
uled to speak on that topic at the upcoming annual
conference of the Association of Occupational
Health Professionals in Healthcare (AOHP). (For
conference information, see editor’s note at the
end of this article.)

About 22% of all blood exposures occur in the
OR, according to EPINet, a multihospital database
maintained by the International Health Care
Worker Safety Center at the University of Virginia
in Charlottesville. About half of those injuries are
caused by suture needles, and 12% are caused by
scalpel blades, according to a study conducted by
the center and the Association of periOperative
Registered Nurses (AORN) in Denver.1

Just using blunt sutures “would prevent the
majority of suture needlesticks in the OR,” Davis
says. But he acknowledges that surgeons often
are reluctant to use the safer needles. “Surgeons
just are not used to them, but they work quite
well,” he says.

However, OSHA has made it clear that the OR
must implement safer devices and work practices
under the bloodborne pathogens standard. 

“It’s a problem that has to be addressed,” says
Davis, who wrote a book on the topic, Advanced
Precautions for Today’s OR. “It has to become a team
approach by the OR staff, including the surgeons.”

For Davis, the need to prevent OR exposures
became clear and compelling when he was cut
with a scalpel while performing a hysterectomy
in 1990. “Upon investigating the risk factors of
the patient in the recovery room, I was somewhat
shocked to find she had significant risk factors
that I did not know about,” he recalls. “Everyone
was tested, and the tests were negative. But I had
to go through an agonizing waiting period to find
out that she tested negative for HIV. She was not
even tested for hepatitis C.”

Davis began investigating safer devices and
methods. At DeKalb Medical Center in Decatur,
GA, he convened an OR committee with sur-
geons, nurses, OR techs, and an infection control
practitioner to look at policy changes. He now is
surgical services bloodborne pathogens safety
coordinator at the hospital.

The hospital began using blunt sutures and
adopted a policy requiring no-hands passing of
instruments, unless circumstances make it infea-
sible. In no-hands passing, OR staff place the
instruments on a sterile tray rather than directly
into the surgeon’s hands. The practice reduces
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the risk of injury during passing. The study of OR
injuries found that about 15% of scalpel injuries
occur during passing.

Implementing new procedures in the OR isn’t
always easy. AORN recommends no-hands pass-
ing, but recognizes that the practice can’t be used
in every circumstance, says Carol Petersen, RN,
MAOM, CNOR, AORN perioperative nursing spe-
cialist. “It takes timing and cooperation of both the
physician and the nurse and whoever’s in the ster-
ile field.” She notes that sometimes surgeons can’t
take their eyes off wound sites because of bleeding
and must have the instruments placed in their
hands. “It truly takes teamwork and cooperation.”

Davis concurs that better communication is the
key to preventing exposures in the OR. “There’s
just not enough communication in the OR for
worker safety, as compared to patient safety,” he
says. “It really takes a commitment to making
this an important issue.”

For example, educational programs on pre-
venting exposures in the OR should be geared
toward surgeons as well as OR staff, he says.

Davis is optimistic that surgeons will accept the

new devices and changes that help reduce OR
exposures. “We’ve gone through so many changes
in health care and surgery with laparoscopic revo-
lution. We’ve adapted very well to that. We’re
learned to do many of our procedures through 
a scope. To me that was far more difficult than
learning to pass instruments safely with a no-
hands approach.”

[Editor’s note: Advanced Precautions for
Today’s OR: The Operating Room Professional’s
Handbook for the Prevention of Sharps Injuries
and Bloodborne Exposures is available for $14.95
from Sweinbinder Publications, P.O. Box 11988,
Atlanta, GA 30355. Telephone: (404) 261-4595. 
E-mail: sweinpub@aol.com.

The Association of Occupational Health Professionals
annual conference will be held in Pittsburgh, Oct. 11-13.
For more information, contact AOHP at (800) 362-
4347. Web site: www.aohp.org/aohp.]
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‘Should I give a booster?’
and other questions

New employees come in with a record of
immunizations, but no detectable antibody

response. Or employees receive the hepatitis B
series, but don’t show an antibody response.
What do you do? Here are some questions and
answers about health care worker immuniza-
tions, based on guidelines from the Centers for
Disease Control and Prevention in Atlanta:

Q. If employees at risk for bloodborne
pathogen exposure received their full series of
vaccinations, is it necessary to conduct tests for
antibody to hepatitis B surface antigen? What
should you do if the test is negative?

A. Health care workers should be tested for anti-
body to hepatitis B surface antigen (anti-HBs) one
to two months after completing the three-dose vac-
cination series. If an employee does not respond,
the series should be repeated and the employee
retested for anti-HBs. Those who still don’t
respond should be evaluated to determine if they
are HBsAg-positive. Those who are HBsAg-nega-
tive but do not respond to the vaccination should
be considered susceptible to HBV and should be
counseled on precautions. In the case of exposure,

they should receive HBIG prophylaxis. The
Occupational Safety and Health Administration
made reference to the CDC guidelines in its most
recent needlestick prevention compliance directive
(November 1999), so OSHA inspectors and/or
Joint Commission on Accreditation of Healthcare
Organizations surveyors may ask for documenta-
tion of post-vaccine titers.

Q. If an employee delays the second dose of
the HBV vaccine for six months or more, should
you start the series over? What is the optimal
timing of the doses?

A. Optimal antibody titers are produced by an
interval of at least one month between the first
two doses and at least five months between the
second and third doses. The longer the time inter-
val between the second and third doses, the better
the antibody response. No matter when previous
doses were given, it is safe and effective to simply
resume the immunization schedule where it was
left off.

Q. Which vaccinations require a booster?
What if HBV or rubella titers decline?

A. Vaccine-induced antibodies to HBV decline
over time. However, booster doses of hepatitis B
vaccine are not considered necessary, and periodic
serologic testing to monitor antibody concentra-
tions after completion of the vaccine series is not



recommended. Those born before 1957 usually are
considered immune to rubella and measles.
However, findings of seroepidemiologic studies
indicate that about 6% of HCWs (including those
born in 1957 or earlier) do not have detectable
rubella antibody. If health care workers over 60 do
not have documentation of rubella immunity, they
should be tested for rubella-specific IgG. If they
have an IgG value above the range considered
immune on the assay, they are considered immune.
If not, they should be vaccinated. Rubella titers do
decline over time, but studies have shown that the
majority of individuals with low titers do mount a
response when challenged with rubella virus. The
rubella vaccine failure rate is 5%, and one dose of a
rubella-containing vaccine is thought to provide
lifelong immunity. Thus, booster doses are not con-
sidered necessary, and periodic serologic testing to
monitor immunity levels is not recommended.

Q. If health care workers receive a varicella
vaccine, should they be considered adequately
protected?

A. Some 99% of those vaccinated against vari-
cella become seropositive after the second dose.
Seroconversion, however, does not always result 
in full protection against disease. One potentially
effective strategy is to test vaccinated people for
serologic evidence of immunity immediately after
they are exposed to VZV. Prompt, sensitive, and
specific serologic results can be obtained at reason-
able cost with a commercially available latex agglu-
tination test. However, even an employee who is
tested following exposure and determined to have
antibodies should be followed closely in case he or
she develops breakthrough disease. People with
detectable antibodies are unlikely to become
infected with varicella. Exposed people who do not
have detectable antibodies can be retested in five to
six days. If an anamnestic response is present, these
people are unlikely to contract the disease. HCWs
who do not have antibody when retested may be
furloughed. Their clinical status may be monitored
daily; they can be furloughed at the onset of vari-
cella manifestations.

Q. What is the incidence of side effects
among women to the MMR vaccine?

A. Arthritis is the most significant side effect of
rubella vaccination, particularly in adult women.
Adverse event reporting following MMR vaccina-
tion indicated that 26.4% of seronegative adult
females had joint manifestation. A review of
adverse events from Canada gave a reaction rate
for rubella vaccine of 28.7 per 100,000 doses dis-
tributed, of which 0.3 per 100,000 was arthritis or

arthralgia. However, much information on joint
reactions was obtained studying the HPV-77 strain
of vaccine, which is no longer used in the United
States. This strain was particularly likely to cause
joint reactions, even among children. The RA27/3
strain, currently used in the United States, has a
lower reported incidence of joint manifestations
(20-25%), but only about 1% of seronegative female
vaccinees miss days of work due to joint pains.
Other side effects include lymphadenopathy, sore
throat, and headache. The incidence and severity 
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CEquestions
9. Why did OSHA delay and reconsider the separate

reporting of musculoskeletal disorders (MSDs) in
its new 300 log?
A. MSDs must no longer be reported because 

the ergonomics standard was rescinded.
B. MSDs are too broad as a category, and OSHA 

will require upper-extremity and lower-extremity 
reporting separately.

C. Only certain types of MSDs must be reported 
under new rules.

D. OSHA wants more time to consider a definition 
of MSDs.

10. Which of the following was a key issue under 
consideration by the ergonomics forums held by
OSHA in July?
A. which workplaces are at greatest risk for MSD 

injury
B. whether body mechanics is the biggest factor 

in MSD injury
C. whether OSHA should issue voluntary guide-

lines or a mandatory regulation
D. whether OSHA should shelf further action on 

ergonomics

11. If a needlestick occurs and the source patient is
unknown or of unknown HIV status, what does the
CDC recommend in its updated guidelines?
A. Give PEP in all cases.
B. Give PEP if warranted by risk factors.
C. Give PEP, but shorten regimen.
D. Do not give PEP in unknown cases.

12. According to a study by the International Health
Care Worker Safety Center at the University of
Virginia and the AORN, what device in the OR
leads to the most exposures?
A. suture needles
B. scalpels
C. scissors
D. saw blades



of reactions is greatest in older women. The CDC
notes that side effects are rarely significant enough
to result in lost workdays.

(Editor’s note: Miriam Alter, PhD, chief, epidemiol-
ogy section, division of viral hepatitis, and Jane Seward,
MBBS, MPH, acting chief, child vaccine preventable
disease control branch of the National Immunization
Program, contributed information for this article.)

Source: Immunization of Health Care Workers: Recommendations
of the Advisory Committee on Immunization Practices (ACIP) and
the Hospital Infection Control Practices Advisory Committee (HIC-
PAC). MMWR 1997; 46(RR-18):1-42.  ■

Personal air cleaners 
add to TB protection

Hospitals are discovering a relatively inexpen-
sive device that can help reduce the risk of

occupational exposure to tuberculosis: the portable
room air cleaner.

While small air cleaners are no substitute for
proper ventilation systems and negative-pressure
rooms, they afford some extra protection for health
care workers, says Paul Jensen, PhD, chief of the
Laboratory Research Branch in the Division of
Respiratory Disease Studies at the National Insti-
tute for Occupational Safety and Health (NIOSH)
in Morgantown, WV. “There are a number of hos-
pitals which may meet the six-air-changes-per-
hour guideline for existing facilities but would like
to provide an additional level of protection for
staff. In some cases, they’ll use portable room air
cleaners. There are many companies that sell a fan
and filter in a box,” he says. “The idea is that you’ll

pull air from the room, send it through a filter, and
the filter will remove bioaerosol organisms in the
air. Depending on the flow rate of the unit, it could
add anywhere from less than one to several addi-
tional air changes per hour.”

Proper placement is crucial to the effectiveness
of these air cleaners, notes Jensen. For example, if
it’s too close to the room’s supply air vent, you
may simply be cleaning clean air. “The best thing
to do would be to have your facilities engineer
assist in sizing the units [for adequate flow rate]
and placing the unit so it will work in unity with
existing ventilation system,” he says.

In the “hierarchy” of controls — measures that
provide protection to workers — administrative
controls (such as TB policies and procedures) come
first. Then engineering controls take precedence
over personal protective equipment such as respi-
rators. That doesn’t mean that respirators aren’t
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CE objectives

After reading each issue of Hospital Employee
Health, the nurse will be able to do the following:

• identify particular clinical, administrative, or reg-
ulatory issues related to the care of hospital employees;

• describe how those issues affect health care work-
ers, hospitals, or the health care industry in general;

• cite practical solutions to problems associated
with the issue, based on overall expert guidelines
from the Centers for Disease Control and Prevention,
the National Institute for Occupational Safety and
Health, the U.S. Occupational Safety and Health
Administration, or other authorities, or based on
independent recommendations from clinicians at
individual institutions.  ■
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necessary or important, but that hospitals should
do all they can to protect staff through minimizing
exposure through administrative controls and
through proper ventilation, says Jensen.

“One of the easiest things to do is to ventilate,”
he says. “Every hospital does have some ventila-
tion. It’s just a matter of how that system interacts
with the rest of the hospital.”

Unfortunately, sometimes ventilation systems
are inadequate. In health hazard evaluations in
the 1990s, NIOSH investigators found ventilation
systems at hospitals that allowed air from “isola-
tion” rooms to leak into corridors or even into
other units of the hospital.

“[At one hospital], there was a general flow of
air out of the infectious disease ward and into the
core area. In fact, the air flowed through the core
area and into an adjacent wing of the hospital.
This condition could cause the circulation of
infectious agents to other wards and floors of the
hospital because of shared heating, ventilating,
and air conditioning [HVAC] systems,” the inves-
tigators’ report stated. Here are some tips, based
on the health hazard reviews and Centers for
Disease Control and Prevention guidelines:

• Base your ventilation system design on a TB
risk assessment, including the number of patients
seen in your hospital and the incidence in the
community. While all systems should meet mini-
mum standards, higher-risk facilities may use
more frequent air changes, HEPA filters, and
upper-air room irradiation (UVGI lamps) to fur-
ther reduce infectious droplets.

• Take advantage of a hospital renovation to
update and improve your ventilation system to a
minimum flow rate of 12 air changes per hour.

• CDC guidelines call for a minimum of six air
changes per hour for existing facilities, and both
CDC and the American Institute of Architects
(AIA) recommend 12 air changes per hour for
new or renovated facilities.

• Test your isolation room daily with smoke
tubes to make sure the air is flowing from the
hallway, under the door, and into the room. Air
should not flow in the reverse direction.

• Make sure the air is exhausted directly out-
doors and not near an intake.

• If some air must be recirculated through the
hospital’s main HVAC system, use HEPA filters
to remove organisms.

[Editor’s note: See the Guidelines for Preventing the
Transmission of Mycobacterium tuberculosis in Health-
Care Facilities, 1994. MMWR 1994; 43(RR13):1-132.
Or go to the CDC web: www.cdc.gov/mmwr/preview/

mmwrhtml/00035909.htm. The American Institute of
Architects’ Guidelines for Design and Construction
of Hospital and Health Care Facilities, 2001 Edition,
are available from the AIA, 1735 New York Ave. N.W.,
Washington, DC 20006-5292. Telephone: (800) 242-
3837. Web: www.aia.org.]  ■

• Association of Occupational Health
Professionals — Oct. 11-13, Pittsburgh. For infor-
mation on the 20th annual conference, contact
AOHP, (800) 362-4347. Fax: (703) 435-4390. Web
site: www.aohp.org/aohp.

• State-of-the-Art Conference — Oct. 28-Nov. 1,
Seattle. Sponsored by the American College of
Occupational and Environmental Medicine. For
information, contact ACOEM Education Depart-
ment, 1114 N. Arlington Heights Road, Arlington
Heights, IL 60004. Telephone: (847) 818-1800. Fax:
(847) 818-9286. Web site: www.acoem.org.  ■
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