
OSHA may revise respirator, skin-test
provisions in final TB standard
EHPs warned not to delay evaluation of protection programs

With the comment period on the proposed tuberculosis 
standard over, U.S. Occupational Safety and Health
Administration officials apparently are considering changes

in some of the document’s most controversial provisions. Meanwhile,
experts warn that postponing your TB protection program while 
OSHA hammers out a final rule could result in a regulatory disaster 
for your hospital.

Development of the standard has been fraught with controversy
and debate. Critics have charged that a law is unnecessary due to a
drop in TB cases, low worker conversion rates, and the existence of
detailed CDC guidelines for preventing TB transmission in health care
facilities.1 Individuals and organizations also have battled against cer-
tain provisions of the proposed standard,2 particularly the frequency
of respirator fit-testing and employee skin-testing. (See Hospital
Employee Health, January 1998, pp. 1-4; February 1998, pp. 13-17; 
and June 1998; pp. 69-72.)

The post-hearing comment period on the proposed TB standard
ended in October 1998, and OSHA officials are in the process of evaluat-
ing comments, says Amanda Edens, OSHA project officer for the TB
standard. “The major issues are not big surprises,” she says. “What we
thought was going to be a problem going in is bearing out.”

Six-month requirement may change

One of the most controversial provisions in the proposed standard
has been the requirement for six-month tuberculin skin-testing of health
care workers. However, testimony from the U.S. Centers for Disease
Control and Prevention and other commenters may have influenced
OSHA to change that proposal. (See Hospital Employee Health, August
1998, pp. 93-97.)

“We’re starting to rethink that,” Edens says. “We may change the
requirement for anyone who enters an isolation room in low-risk set-
tings, such as places where they see only one TB case per year.
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However, there may be certain situations where
the six-month frequency is appropriate, so we
may not eliminate it completely.”

OSHA also received many comments on the
proposal for annual respirator fit-testing, but
Edens says no decision has been made. She
points out that OSHA’s new respiratory protec-
tion standard includes a provision for annual fit-
testing, “so why should TB be different? Fit is a
crucial factor in making sure a respirator func-
tions as you want it to. We hope to make all stan-
dards as consistent as possible.” 

Medical removal may be modified

Comments reveal “misunderstandings,” as
well. Regarding medical removal protection,
which would require that HCWs with infectious
TB be paid their full salary while off work, “many
people think workers’ compensation takes care of
that, and it’s not appropriate for us to get
involved,” Edens says.

Nevertheless, several other OSHA standards
include similar provisions, she notes. While some
commenters were concerned that employers
would have to pay benefits to workers who
might have contracted TB in the community
instead of on the job, Edens says workers might
be less likely to report symptoms early if they
fear losing money from time off work.

Some workers’ compensation programs pay
only a percentage of an employee’s full salary,
and OSHA would require employers to make up
the difference, but the provision might be modi-
fied. The presumption in an OSHA standard is
that a condition is work-related, but the final TB
rule might allow employers the option of not
paying for medical removal if they can prove an
employee acquired infectious TB outside of work,
Edens says.

While nobody knows exactly what the final
standard will require, one expert says most hos-
pitals have little to fear.

“Hospitals won’t be doing anything much dif-
ferent than they’re doing already, says Gina
Pugliese, RN, MS, the Chicago-based infection
control consultant for the American Hospital
Association. “Hospitals are doing well in TB con-
trol programs as evidenced by the drop in cases
(see related story, p. 15), but many other work
sites are covered by the standard, and their
[worker] protections aren’t as good.”

Current requirements do not call for annual
respirator fit-testing, which has been an issue

during the comment period, Pugliese points out,
adding that it also will not be required under the
final standard. Instead, protocols must be in place
to evaluate periodically whether workers who
have been fit-tested previously have undergone
any physical changes that could cause their respi-
rator to fit improperly. Those might include a sig-
nificant weight loss or gain, a change in facial
hair, or having had teeth removed.

“Hospitals need to have a way to assess those
changes; otherwise, once you document a fit-test,
a particular respirator, model number, and size,
you’re all set,” she says.

The TB standard will bring “no dramatic
changes” for hospitals, Pugliese adds. Facilities
that fail to comply with current fit-testing
requirements can be cited now under OSHA’s
general duty clause. Once a regulation is on the
books, “the citation form they get will just have a
different number on it; that will be the only 
difference.”

‘Tweaking’ may be necessary

Respirator fit-testing is “not going to go away,”
but some facilities still are not doing it, says Janet
Abernathy, RN, BSN, an Oakland, CA-based
occupational health and safety consultation lead
for 50 acute care hospitals in the Catholic Health
Care West chain throughout California, Arizona
and Nevada.

Like Pugliese, Abernathy says compliance with
interim enforcement guidelines will help ensure
that employee health professionals are placing
their facilities in good stead with OSHA instead
of risking a citation under the general duty
clause.

“If you’re meeting the letter of those compli-
ance guidelines, you should be in a good posi-
tion,” she states. “I’m not saying you won’t have
to make any changes when the standard comes
out, but they will be only minor changes, just a
tweaking of the program.”

Hospitals or EHPs that are waiting for a stan-
dard before implementing a TB protection pro-
gram “show poor understanding of the process,”
she adds. “There is no excuse for not doing any-
thing. I’ve heard all the excuses, but if you’re
waiting, that’s a real mistake.”

All of the opposition to accepting a standard in
the first place has prevented many people from
getting beyond being “reactive” to objectively
evaluating what will be required in addition to
what they’re already doing, Abernathy maintains.
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“People already are doing quite a bit that they
don’t take credit for because it may not be for-
malized,” she says. “Just because people may not
already have a policy in place, they may think

that [a provision of the proposed standard] is out-
rageous. It’s a matter of being educated about the
standard and realizing that it will undergo signif-
icant changes in some areas.”
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CDC rules reduce TB
cases in hospital workers
Skin-testing rates increase for all hospital staff

While development of a standard for pro-
tecting health care workers from tubercu-

losis infection continues, an investigation of
U.S. hospitals reveals that most already have
made progress in implementing the Centers for
Disease Control and Prevention guidelines for
preventing TB transmission.1

Critics of an Occupational Safety and Health
Administration (OSHA) standard have main-
tained that a regulation is unnecessary, and
claim that the CDC’s guidelines have been
effective in protecting HCWs from occupational
TB infection. The study shows that strict adher-
ence to CDC guidelines has indeed decreased
occupational TB transmission.

Researchers from the CDC and the American
Hospital Association (AHA) surveyed 763 hos-
pitals in 1992, and in 1996 resurveyed 103 ran-
dom samples of all 1992 respondent hospitals
with six or more TB admissions in 1991.

Survey results show that hospitals have
made good progress in implementing TB infec-
tion control measures to reduce the risk of
occupational acquisition of TB infection among
health care workers, says study author Gina
Pugliese, RN, MS, infection control consultant
for the AHA in Chicago.

Because hospitals already have taken many
steps to prevent occupational TB transmission,
it is unlikely their programs will need to
undergo any major changes when a final OSHA
standard is issued, she explains. (See cover
story in this issue.)

In 1992, 71% (536 of 755 hospitals) reported
having isolation rooms that met CDC criteria
for acid-fast bacilli isolation: negative air 
pressure, at least six air exchanges per hour,
and air vented directly to the outside. In 
1996, the number had increased to 96% (99 

of 103 hospitals).
HCWs in 8% of hospitals used a particulate

respirator when entering a room of a suspected
or confirmed infectious TB patient in 1992
(although the main respiratory protection
device used was a surgical, nonfitted mask),
while workers in 83% of hospitals were using
an N95 respirator in the same circumstances in
1996. Also in 1996, HCWs in 91% of hospitals
surveyed participated in a respirator fit-testing
program.

In 1992, nurses were included in all tuber-
culin skin-testing (TST) programs, but along
with administrative staff (87%), were included
in much greater numbers than house staff
(60%), attending physicians (45%), and students
(56%). At 89% of hospitals, nurses received TST
at least annually, compared with 50% of house
staff and 33% of attending physicians.

Results in 1996 showed that all hospitals had
some form of TST for nurses and respiratory
therapists, and 89% included administrative
staff. Hospitals including house staff and
attending physicians increased to 89% and 69%,
respectively.

The authors note that “only 30 (29%) of 103
hospitals provided data for personnel TST con-
version rates during 1992-1996. However, at
these facilities, the HCW TST conversion rate
decreased from 35 in 1992 to 30 in 1995 and 20
TST conversions per 10,000 HCWs from
January to June 1996.”

The study also documents decreased patient-
to-HCW TB transmission in responding hospi-
tals, from 13% in 1992 to 7% in 1996.

The researchers conclude that continued
implementation of CDC guidelines and
improved management of HCW skin-test data
will further reduce occupational TB transmission.
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A final standard is not likely to be issued
before the year 2000, so EHPs can use the time to
assess their programs thoroughly in relation to
OSHA’s current interim enforcement compliance
guidelines, says Abernathy, who presented a ses-
sion on the upcoming standard at the recent
Association of Occupational Health Professionals
in Healthcare (AOHP) annual conference.

She recommends the following areas for
assessment:

• New hires: Examine every aspect, “from the
moment a new hire walks through your door,”
including initial screenings. Two-step testing
should be done on populations that haven’t had
skin-testing in the last year.

• Educational components: Make sure you are
covering required topics in orientations and re-
orientations (general epidemiology; TB signs and
symptoms; TB standard contents; risk of develop-
ing TB; exposure incident follow-up procedures;
and the employer’s exposure control plan, respi-
ratory protection program, and medical surveil-
lance program).

• Exposure control: Identify employees who
have occupational exposure at their work setting
and develop a written exposure control plan,
develop procedures for providing employees
with information about individuals with sus-
pected or confirmed infectious TB, and have
procedures in place for reporting exposure 
incidents.

• Respiratory protection: Develop a program
for providing respirators to employees who are
exposed to individuals with suspected or con-
firmed infectious TB.

• Medical surveillance: A program should be
provided for all employees who have an expo-
sure incident while working, even if the
employee is not categorized as having occupa-
tional exposure, as well as any employee who
develops infectious TB.

• Record keeping: Records to be kept include
OSHA illness and injury log, medical, training,
and engineering control maintenance and moni-
toring.
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Physicians stress training 
in TB protection for HCWs
Two-step testing recommended for all new hires

Tuberculosis guidelines issued by occupational
physicians emphasize the need to reduce

health care workers’ risk of infection and to pro-
vide updated training for workers who are
exposed to TB patients in hospitals and other
health care settings.1

The American College of Occupational and
Environmental Medicine (ACOEM) in Arlington
Heights, IL, recently published recommendations
based on the U.S. Centers for Disease Control and
Prevention’s 1994 guidelines.2

In fact, ACOEM has produced a “short ver-
sion” of the CDC guidelines, says lead author
Lawrence W. Raymond, MD, ScM, director of
occupational and environmental medicine at
Carolinas Health Care System in Charlotte, NC,
and a member of ACOEM’s Occupational and
Environmental Lung Disorders Committee.

“We emphasize the need for training health
care workers caring for TB patients. It serves as a
reminder, because often in the heat of battle — in
taking care of patients — we can forget we are
potentially at risk and vulnerable, too,” he says.

HCWs are at increased risk of acquiring “seri-
ous TB infections which may not respond to
usual therapy” due to drug-resistant TB strains
and a resurgence of active pulmonary tuberculo-
sis, the guidelines state. Multiple steps suggested
to reduce workers’ risk are:

• periodic training to maintain risk awareness;
• appropriate management of patients who

might have undiagnosed TB in emergency, ambu-
latory, and inpatient settings;

• engineering controls, such as negative-
pressure rooms, adequate air exchanges in
rooms, stand-alone high-efficiency particulate
air filter units, and ultraviolet germicidal irradi-
ation when needed;

• masking patients with suspected TB when in
uncontrolled areas of the facility;

• periodic tuberculin skin-testing of HCWs;
• mandatory respiratory protection of HCWs

in contact with TB patients;
• periodic respirator fit-testing and training in

proper care and use of respirators;
• updated written TB control plans.
In accordance with CDC guidelines, ACOEM
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supports the use of risk assessments individualized
for clinical facilities and their components, the use
of approved N-95 or powered air-purifying respi-
rators for HCWs engaged in high-risk procedures
such as bronchoscopy and sputum induction, and
respirator fit-testing consistent with Occupational
Safety and Health Administration guidelines. HIV-
positive workers may need to be exempted from
high-risk procedures, ACOEM states.

The organization also recommends that HCWs
who are exposed to patients with active TB
should be skin-tested every three to 12 months,
“depending on the risk assessment. HCWs with
unprotected close contact with a patient with
active TB should be retested as soon as possible
(new ‘baseline’) and, if negative, again 12 weeks
later.”  

Two-step testing advised

ACOEM also emphasizes the need for two-step
testing of all newly hired HCWs who have not
been tested within the previous 12 months.

“Any [hospital] seeing much TB should be test-
ing all hires with the two-step method to avoid
the appearance of a conversion that’s job-related,
when in fact it’s just a booster phenomenon,”
Raymond says. “Sometimes by doing that, you
can cut an apparent conversion rate from 3% to
less than a tenth of that.”

Raymond cites a recent study that was
designed to identify more accurately hospital
workers with TB infection at time of hire and to
estimate conversion rates more accurately with
annual retesting. 

During a 46-month period, of 2,149 employees
skin-tested, 642 had a positive test and 1,507 had
a negative test, for an overall tuberculin positivity
rate of 29.9%. Of the 642 employees, 563 (87.7%)
had a positive skin-test result on the first tuber-
culin test, but another 79 had a positive reaction
only on the second test, giving a false negative
rate during the first test of nearly 5%. Another
finding revealed that most employees (63%) who
tested positive only during the second test were
young (between 21 and 40 years old), contrary to
popular belief.3

For true converters, ACOEM recommends six
months of isoniazid (INH) therapy for HCWs 35
years of age or younger. Older people may be at
higher risk of INH toxicity, “and it should be pre-
scribed with added caution,” the guidelines state.

Annual surveillance is advised for HCWs with
a previously positive skin-test. Those workers

should be questioned about symptoms of pul-
monary TB, such as persistent cough, hemopty-
sis, night sweats, weight loss, and persistent
fatigue.

HCWs with active pulmonary disease need
immediate INH therapy, along with two or three
other anti-tuberculosis medications. Those HCWs
can return to work , “including patient care, after
three consecutive daily sputum smears are nega-
tive for acid-fast organisms, providing they are
responding clinically and radiographically to
treatment,” the guidelines state.

(Editor’s note: To access a copy of ACOEM’s TB
guidelines on the World Wide Web, go to: http://
www.acoem.org/paprguid/guides/tbguide.htm.)
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Ergonomics programs
should be tailored to HCWs
Computer workstations are ‘hot area’ for injuries

If you’re seeking ways of reducing muscu-
loskeletal injuries at your facility, forget about

traditional training programs that focus on how
to apply proper body mechanics to patient-lifting
tasks. They don’t work.

So what can you do instead?
Two experts in health care ergonomics spoke at

the recent Association of Occupational Health
Professionals in Healthcare (AOHP) annual con-
ference in Orlando, FL, and offered a range of
practical advice for this persistent injury problem
among health care workers.

Research shows that interventions such as pro-
viding lifting instruction and other training in the
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biomechanics of lifting techniques have been
ineffective in reducing injuries and back pain
prevalence,1-7 says Guy Fragala, PhD, PE, CSP,
director of environmental health and safety at the
University of Massachusetts Medical Center in
Worcester. Fragala also is author of Ergonomics:
How to Contain On-the-Job Injuries in Health Care
(Oakbrook Terrace, IL: Joint Commission on
Accreditation of Healthcare Organizations; 1996).

Traditional training programs have failed for
several reasons, he explains.

“It’s difficult to modify behavior and to apply
optimum principles in the real work environ-
ment,” Fragala tells Hospital Employee Health.
“Also, there is no one best way for all workers to
perform a patient lift or transfer because physi-
cal variations exist among workers, and proper
technique doesn’t help when loads are too
heavy.”

In addition, few programs monitor workers to
ensure they actually are using the techniques
they learned in traditional training programs.

Base training on ergonomic principles

Health care is fraught with injury-producing
lifting problems due to physically stressful
patient-handling demands such as transfers,
bending, and static postures, he points out. Loads
are often too heavy, unpredictable, and require
awkward postures.

Effective training programs must be based on
ergonomic principles, and the key to success for
a health care facility’s program is eliminating
heavy lifts as other industries have done.
Fragala recommends a five-step ergonomic sys-
tem approach (see box, p. 20, for additional
details):

• Identify and assess high-risk jobs and tasks
through general observation, employee discus-
sions, employee questionnaires, review of medi-
cal data, quantitative evaluations, and fatigue
and job consistency evaluations over the course
of a work shift.

• Analyze risks by determining where the
problems are, identify specific risk factors and
ways to change them, and prioritize where
change is needed.

• Formulate recommendations for administra-
tive (additional staff, reorganized work sched-
ules, use of proper procedures) and engineering
(redesigned jobs, lifting equipment) controls.

• Implement recommendations, which requires
such elements as top management support, 

familiarity with past efforts to reduce injuries,
cooperation of all departments involved in patient
care, and medical and case management.

• Measure and assess program impact to docu-
ment successes and failures leading to further
action and continuous improvement.

Musculoskeletal disorders are a major problem
in health care facilities, and patient handling is
the major culprit, but ergonomics expert R.J.
Banks, MS, CIE, says injury risks lurk in every
area: janitorial, housekeeping, food service, laun-
dry, pharmacy, and clerical, as well as nursing
and other patient care departments.

“Hospitals are like little cities, so [employee]
health professionals have to look at every area.
They are like first-line triage for these injuries
before they get to a doctor, so they need to know
where the risk factors are, not just in patient 
lifting, but everywhere,” says Banks, an
ergonomics consultant for State Compensation
Insurance Fund of California, a San Francisco-
based workers’ compensation insurance carrier
whose 250,000 policy holders include health care
workers.

Think ‘prehab,’ not ‘rehab’

Banks’ message is that employers need to focus
on “prehab,” not “rehab” — to emphasize injury
prevention instead of reacting after injuries occur.

California recently adopted the nation’s first
ergonomics standard (see Hospital Employee
Health, August 1997, p. 96), but Banks calls it
“ridiculous.”

“The standard is very reactive because it 
doesn’t even kick in until two injuries are
reported. It’s counter to what workers’ compen-
sation is,” she says. “Why is it OK to wait for two
people to be injured before you do anything?”

Every hospital should have an awareness pro-
gram to identify “hot areas” and focus on them,
she states. “Ergonomics should be viewed as a
normal part of a safety program, as a preventative,
vs. waiting for injuries to build up to the point that
you’re in a rehab mode; then, you’re reactive.”

A newly emerging “hot area” for injuries in
hospitals is computer workstations, Banks says.
Injuries are bound to occur when workers of
various sizes and shapes are using the same
video display terminals (VDTs), desks, chairs,
and other equipment in three different shifts
around the clock.
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“Hospitals are becoming much more computer-
ized, with even nurses and technicians having to
use them, so the adjustability of computer work-
stations is an issue,” she explains.

Taking a proactive approach includes assessing
workstations and ensuring that they are
adjustable for different users. (See “VDT Quick
Check Workstation Assessment” form, p. 19,
and “Personal Ergonomic Checklist” for work-
ers, inserted in this issue.)

“Injuries are going to occur at computer
workstations if they are not adjustable,” 
Banks says. “This is true not only for clerical
staff but also for nurses, who might have to 
sit there for periods of time or may have to 
enter information fairly quickly, so they need 
to have equipment they can adjust. They have
the same concerns and needs as a clerical
worker who would be sitting there for eight
hours. We have the potential for seeing injury
numbers rise due to the need for computer
input, which nurses previously haven’t had 
to do.”

EHPs and other safety personnel in every
hospital should conduct periodic inspections to
determine where injuries might happen, not just
where they are happening, she emphasizes.
Risk factor analyses of worksites should then be

used to prioritize jobs that need to be modified
immediately to prevent injuries. (See “Risk
Factor Analysis” form inserted in this issue.)

“If you’re looking only at work stations where
injuries are occurring, you’re reactive,” Banks
states. “Ergonomics should not be considered a
separate part of safety program. It should be
incorporated and written into it.”
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1. Risk Identification and Assessment
• identify perceived high-risk situations
• determine methods of assessment
• develop specific data collection tools

2. Risk Analysis
• examine injury experience
• determine correlations
• match with perceived high-risk activities
• analyze jobs for risk factors
• prioritize tasks, jobs, or areas for prevention 

programs

3. Formulation of Recommendations
• determine where change is needed
• consider available engineering controls (examples:

lifting devices, height-adjustable beds, wheelchairs
that convert into stretchers)

• assess possible administrative controls (examples:

scheduling changes, minimized patient transfers, 
job rotation, worker preselection, lifting teams)

4. Implementation of Recommendations
• establish implementation team
• provide widespread educational awareness 

sessions
• teach staff new techniques for transferring patients
• establish specific mechanisms for implementation
• create buy-in and enthusiasm
• set up effective medical management system

5. Measurement and Evaluation
• select indicators for evaluation
• collect and organize data
• present data as useful information
• modify system as needed
• establish continuous improvement cycle

Key Points in the Ergonomics System Approach to Reducing
Musculoskeletal Injuries Related to Patient-Handling

Source: Guy Fragala, PhD, PE, CSP, “Applying ergonomics to prevent nursing back injuries in hospitals,” Association of Occupational Health
Professionals in Healthcare annual conference, Oct. 22, 1998, Orlando, FL.



EHP Success Story 

‘Sharps patrol’ cuts 
disposal-related injuries
Intervention also provides modified-duty jobs

An employee-staffed “sharps patrol” at a San
Diego hospital not only eliminated needle-

sticks related to disposal box violations, but also
creates meaningful modified-duty jobs for
injured health care workers and raises safety
awareness.

In the fourth quarter of 1996, three sharps
injury incidents were all found to be related to
disposal box problems, says Andine Davenport,
RN, COHN-S, occupational health coordinator
at 1,800-employee Scripps Mercy Hospital.

“We had been working on reducing sharps
injuries throughout the years, and every year
you get different challenges,” says Davenport,
who presented the results of her sharps patrol
intervention at the poster session of the 
recent Association of Occupational Health
Professionals in Healthcare (AOHP) conference
in Orlando, FL.

When Davenport noted the three disposal box-
related injuries, she immediately surveyed the
hospital’s approximately 400 sharps containers
and found that 14% of them contained what she
calls “discrepancies” — either a sharp was pro-
truding from the top or the box was more than
three-quarters full.

To raise awareness about the
importance of sharps safety, 
she arranged a staff seminar
featuring Lynda Arnold, a
Pennsylvania nurse who had
contracted HIV through a 
contaminated needlestick (see
Hospital Employee Health,
April 1996, pp. 37-42), to speak
to employees.

“At the same time, I was coor-
dinating modified-duty workers
and was looking for meaningful
work that would help the insti-
tution,” Davenport says.

She came up with the idea of
sending out injured workers on
modified duty to survey the
hospital’s sharps containers for
discrepancies, thus establishing

the sharps patrol in March 1997. In the first
month, discrepancies were reduced from 14% to
5% “with just a little bit of effort,” she says.

In 1998, that number was reduced to less than
1%, with disposal box-related sharps injuries
dropping from three in 1996 to one in the first
quarter of 1997, and then none from that time to
the present.

Sharps patrol modified-duty jobs are suitable
for workers of all educational levels and job cate-
gories from housekeepers to nursing aides and
nurses, Davenport says. As long as workers are
mobile and do not have walking restrictions, they
can do the job. Armed with a simple checklist of
each department, directions to note how many
containers are observed, and an explanation of
the two discrepancies, one worker can check
every sharps container in the hospital in one
eight-hour day or two four-hour shifts.

If patrol workers find a sharp protruding from
a box, they are asked to knock it into the con-
tainer with a large hemostat, if possible, while
noting the discrepancy on the checklist. They also
can request that someone change the liner if the
box is more than three-quarters full. Immediate
correction of discrepancies is essential for pre-
venting injuries.

Another element contributing to the success of
the program is the report to department managers.
When the sharps patrol worker returns with the
completed checklist, Davenport sends out the
results via internal e-mail. Not only do managers
receive results for their own department, they also
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see other departments’ results. She also has pro-
duced a quarterly report card, rating departments
on how well they’re doing with sharps container
safety. Each quarterly report includes from eight to
10 unannounced sharps patrol surveys of the
departments’ containers.

“We want to do at least eight surveys to have a
larger, more meaningful sample size. We didn’t
want a department to be penalized for just one
bad day,” she explains. “Each department gets a
letter grade from A to F. We let them know imme-
diately by broadcasting the results in e-mail and
sending them out in interdepartmental mail. We
have a competition going among managers
because they don’t want to have an F on their
report card. Everyone sees everyone else’s grade,
and all of a sudden they were competing against
each other and touting how their grade was from
the sharps patrol. No one wants to look bad
among their peers.”

Safety awareness increases

The sharps patrol also has significantly
increased safety awareness, Davenport adds.

“Many managers are now counseling people on
safe work practices,” she says. “At first they com-
plained a lot because it meant more work for them,
but in the long term it was the managers who said
no, please continue. That’s a real buy-in.”

At least 20 injured workers have been on
sharps patrol modified duty, and Davenport has
advice for other employee health practitioners
who might want to start a similar program:

“Show them that they make a difference, and
then they will understand that the work is mean-
ingful. Show them the number of sharps injuries
and explain that they can help save somebody’s
life,” she says. “Another big advantage is that
they leave modified duty with an increased
awareness, and they go back to their home unit
with a new set of eyes. They are more aware of
safety concerns, and that will be a benefit for
their personal safety and for that of the whole
department.”  ■

Increasing regulations 
could guarantee your job
EHPs face changes in the next millennium

By Kathleen VanDoren, RN, BSN, COHN-S,
Paralegal
Executive President
Association of Occupational Health Professionals
in Healthcare

Reston, VA

Nothing causes more apprehension among
health care workers than an impending

visit from the Joint Commission on
Accreditation of Healthcare Organizations
(JCAHO). A similar visit from the Occupational
Safety and Health Administration (OSHA) can
also cause rumors to fly and individuals to run
for records to make sure they are in order.
Unfortunately, agencies such as JCAHO and
OSHA often are looked upon as an inconve-
nience, but that is not necessarily so.

Employee health professionals should
embrace such agencies rather than criticize them
because they can enhance the importance and
status of employee health professionals (EHPs)
in hospital settings and could help guarantee the
EHP’s job in this era of downsizing, cost cutting,
and mergers.

Several years ago as manager of employee
health in an acute care facility, one of my goals
was to transform the unit from a basic- into a
full-service occupational health department.
When discussing the need for pulmonary func-
tion, audio, and vision testing equipment with
my director, I not only stated they were needed
for employee surveillance and post-offer assess-
ment, but also that OSHA regulations mandated
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the implementation of hearing conservation and
pulmonary protection programs. My director, an
individual who had the employee’s health and
safety at heart (and the thought of an OSHA fine
did not appeal to her either), made sure our
department received the necessary funds for the
equipment.

OSHA standards add urgency

One reason occupational health has become
such a large specialty area is OSHA’s concern 
for the health and safety of workers. Issuing
mandatory standards gives added urgency for
support from the health care facility. And who
better to implement those standards than the
occupational health professional. Other national
organizations that are not regulatory bodies 
may make excellent recommendations for 
various aspects of health care, but because they
do not issue standards mandated by law, no
health care facility is required to implement
their recommendations.

Accreditation by JCAHO is the goal of many
health care organizations and one that requires a
great deal of record review, policy and procedure
manual updates, and employee education for
each department. If an institution is not accred-
ited, it affects patient admissions and impacts the
bottom line. In effect, accreditation helps to
secure jobs, and that includes those in the
employee health department.

Prospects for EHPs unclear

As we enter the new millennium, change will
continue. Some hospital employee health depart-
ments will find themselves eliminated, while oth-
ers will have added responsibilities. No one can
seem to get a clear picture at this time. Health
care in general will continue to face growing
financial challenges that require an immediate
response.

How can we ensure that we receive the assis-
tance needed as professionals to make our
departments as cost-effective and employee-
friendly as possible?

• Communication: We need better data report-
ing to identify problem areas and assist with
decisions. We need to shorten response time from
others to allow necessary changes and meet
deadlines for our departments.

• Cost containment: We need aggressive
budget management to identify variances and

make adjustments quickly. Working closely with
upper management will assure that employee 
or occupational health departments are running
at top efficiency while being sensitive to cost
constraints.

• Growth: We need to look toward expanding
our areas and improving our facilities. We need to
provide the services our customers (employees)
want while managing expenses and resources. We
must adjust today to department needs so that we
can adequately function tomorrow.

Change is not a painless process. Regulatory
agencies such as OSHA and JCAHO can be an
asset for the employee health professional. Good
management, sound financial decisions, and
interaction with these agencies can assure the
employee or occupational health department has
a place in the health care facility’s structure well
into the coming millennium.  ■
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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, administra-

tive, or regulatory issues related to the care of
hospital employees;

• describe how those issues affect health
care workers, 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.  ■

By Geoff Kelafant , MD, MSPH, FACOEM 

(Editor’s note: This is the first installment of a new monthly
column on Web sites of special interest to hospital occupa-
tional or employee health professionals. The author is
medical director of the occupational health department at
Sarah Bush Lincoln Health Center in Mattoon, IL. He also
is vice chairman and communications chairman of the
Medical Center Occupational Health Section of the
American College of Occupational and Environmental
Medicine in Arlington Heights, IL. In addition, Kelafant is
editor of Guidelines for Employee Health Services in
Health Care Facilities [see Hospital Employee Health,
January 1998, pp. 7-8, and special supplement mailed to
subscribers], and editor of the Occupational and
Environmental Medicine Resources World Wide Web site
at http://www.occenvmed.net. You can access an elec-
tronic version of this article at www.occenvmed.net/heh
and click on the links instead of typing them in.)

Internet Resour ces at the CDC
The CDC provides a wealth of helpful resources. Many of
the documents are in Adobe Acrobat (pdf) format and
require Acrobat Reader, which can be downloaded for free
from the CDC site.

Hospital Infections Program
http://www.cdc.gov/ncidod/hip/hip.htm
Includes information on antimicrobial resistance, infection
control, outbreak management, and various guidelines and
recommendations.
Morbidity and Mortality Weekly Report (MMWR)
Electronic Edition
http://www.cdc.gov/epo/mmwr/mmwr.html
Provides access to MMWR, MMWR Recommendations
and Reports, MMWR Surveillance Summaries, MMWR
Supplements, MMWR Summary of Notifiable Diseases,
and other related publications. As of October 1998, free
CEU/CNE/CME credit has been available for MMWR
Recommendations and Reports using an on-line system,
fax, or regular mail.
Mailing list subscriptions
http://www.cdc.gov/subscribe.html
CDC provides e-mail subscriptions to a number of publica-
tions, including MMWR, Emerging Infectious Diseases,
and several publications dealing with HIV/AIDS.
Hepatitis Branch
http://www.cdc.gov/ncidod/diseases/hepatitis/index.htm
Hepatitis information (A, B, C, D, E, G) for both health care
providers and patients is available. The resource center
has slide sets (Powerpoint) on Epidemiology and
Prevention of Viral Hepatitis and Adolescent Hepatitis B
Vaccine, which are free.
Division of Tuberculosis Elimination
http://www.cdc.gov/nchstp/tb/
Includes numerous electronic resources pertaining to TB,
including slide sets and TB Notes newsletters.


