
FOR MORE THAN 18 YEARS

OSHA standard would
require ergonomic ‘fix’ 
for workplace injuries 
New standard includes pay protection, ‘quick fix’

Hospitals would be required to create
ergonomics programs to prevent lifting
and repetitive motion injuries and provide

guaranteed wages for health care workers recover-
ing from those injuries under a proposed standard
released by the U.S. Occupational Safety and
Health Administration (OSHA).

The long-awaited standard could reduce the
incidence of the most common workplace injury
in hospitals by prompt-
ing the purchase of lift-
ing devices or changes
in work practices. In
1996, according to the
U.S. Bureau of Labor
Statistics in Washington, DC, 44,813 hospital
workers suffered a lifting-related injury that
required days off from work, usually from patient
handling.

While OSHA estimates that the ergonomics
standard will reduce work-related musculoskeletal
disorders (MSDs) by at least 26%, the annual cost
to the hospital industry alone will be $740 million,
or $735 per worker. Ergonomics experts say the
costs will pay off in the long term. Some hospitals
have seen far greater benefits from ergonomics
programs, with overall reductions in injuries of
48% to 83%.1

“I’ve worked with some hospitals in the past
and have seen some dramatic savings, some big
decreases in occupational injury rates, lost work
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days, and workers’ compensation dollars,” says
Guy Fragala, PhD, PE, CSP, director, environ-
mental health and safety, at the University of
Massachusetts Medical Center in Worcester and
a leading ergonomics expert.

But while hospital employee health profes-
sionals generally supported the move toward
ergonomics programs, they expressed concern
about the costly new burden the standard places
on hospitals and other employers. The standard
requires employers to provide 90% of pay and
100% of benefits for employees who take time
off work to recover from injuries. Just one injury
triggers a review of MSD hazards.

And hospital employee health professionals
note that the employee need only report that 
an injury was work-related to gain the benefits
provided by the standard. The work activities 
of the job must be “reasonably likely to cause 
or contribute” to the type of MSD reported, and
the activities must be a “core element” or “make
up a significant amount” of the employee’s
work.

An employer who asserts that the injury
occurred outside work
could face an OSHA
complaint. An OSHA
inspector would make
a final determination.

“In terms of proof
of this, the employee wouldn’t have to have
overwhelming proof,” acknowledges Gary Orr,
PE, CPE, an ergonomist with OSHA who was
involved in drafting the standard. “They just
need to say, ‘I believe this is a work-related
problem.’”

Hospitals move toward ergonomics

In general, ergonomics — fitting the task to
the worker — isn’t a hard sell in the hospital set-
ting. Lifting causes more workplace injuries in
hospitals than any other hazard, according to
the Bureau of Labor Statistics. With average
medical costs of $3,080 per MSD, as estimated
by OSHA, those injuries cost hospitals about
$138 million a year. With lost work, lower pro-
ductivity, disability payments, and workers’
compensation premiums, hospitals pay out
many millions more.

In the seven years since OSHA began working
on an ergonomics standard, many hospitals have
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Hospital battles back
injuries with zero lift
New equipment allows for smoother transfers

Patient handling can have costly conse-
quences. At the University of Kentucky

Chandler Medical Center in Lexington, 21 back
injuries in the intensive care unit led to $42,000
in medical expenses in one year alone.

When hospital safety officer Tomi Ross
examined back injuries hospitalwide during
1998, she calculated medical costs of $119,000
— and much more for replacement staff.

Now, the hospital has a new policy: zero lift.
“In any patient move or transfer for which

there is an established protocol, you must fol-
low that. You must not lift,” says Ross.

The medical center backed that policy up
with an investment in state-of-the-art patient-
handling equipment. For example, On3 by
Ergodyne in St. Paul, MN, is a lateral transfer
device that uses draw sheets, poles, and belts to
move a patient from a bed to a stretcher. One
worker guides the transfer, and another stands
by in case there is need for assistance.

Neither worker carries any weight, even if
the patient weighs as much as 400 pounds. “It
actually pulls the patient from one surface to the
other, so there is no lifting by staff,” says Ross.

“It’s a smoother transfer from a bed to a
stretcher with the On3 device,” she says. “We
think it will increase patient satisfaction, too.”

New beds reduce need for transfers

The hospital also purchased sling lifts and
stand-assist devices, which help patients move
from a sitting to a standing position.

In fact, the back injury project began with the
purchase of new beds throughout the medical
center. These beds actually fold into a sitting
position, allowing incapacitated patients to sit
up with greater ease and somewhat ambulatory
patients to exit the bed from a sitting position.

“If the reason for a bed-to-chair move is to
reduce the risk of pneumonia and increase res-
piration, all they have to do is fold the bed and
they’re sitting up,” she says.

Ross placed ergonomics equipment in the
ICU and its ancillary areas. If the study project

proves successful in reducing injuries, she
plans to expand it hospitalwide.

Ross also designed her program to comply
with the new ergonomics standard proposed
by the U.S. Occupational Safety and Health
Administration. That doesn’t mean employees
will never lift; there may still be some occa-
sions in which there is no alternative to manu-
ally assisting a patient, says Ross. But the
policy specifies that “if there is an accepted or
established alternative, you have to use that,”
she says.

Program complies with OSHA regulations

Today’s ergonomics fixes are more likely to
be successful than earlier approaches, says
Guy Fragala, PhD, PE, CSP, director, environ-
mental health and safety at the University of
Massachusetts Medical Center in Worcester.

“It’s been difficult to find good ergonomic
solutions for health care,” says Fragala, who is
consulting with the University of Kentucky

Chandler Medical
Center. “We haven’t
had a lot of options
in the past. But now
many options are
becoming available.”

Some devices require a substantial invest-
ment, such as the On3, which costs about
$10,000. Ross estimates she would need 30 of
them to cover the entire hospital. But other
devices, such as friction-reducing devices to
assist in lateral transfers, are low-tech, inex-
pensive solutions.

Ease of use is important to ensure employee
compliance. “This is not the first time we bought
equipment,” says Ross. “When we do inspec-
tions, we find the lifts in the back of the storage
closet. We find a high incidence of back injury in
those units.”

Ross has told managers they are responsible
for monitoring safety in their areas. Employees
also have been trained in the zero-lift techniques
and told of the policy that they must use these
alternative methods of patient handling as long
as they’re available.

“If you make it a condition of employment to
comply with safe work practices and you’re
unequivocal about it, that becomes the stan-
dard,” she says.  ■
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adopted systems to reduce the risk of lifting and
moving incapacitated patients. In fact, the pro-
posed OSHA standard rewards hospitals that
have set up ergonomics programs — even in this
year before the draft becomes final — by “grand-
fathering” them. (For more information on one
new “no-lift” program, see related article, p. 15.)

Employers to meet ‘basic obligations’

“We’ve laid out some basic obligations. If you’re
doing those, we’re not going to make you do any-
thing else in the proposal,” says Orr. “You have an
effective program. In our minds, you’ve met all the
obligations in the proposal.” (See related story on
OSHA’s user-friendly approach, p. 17.)

Workers’ compensation costs also have pro-
duced financial incentives, such as that offered 
by the Workers Compensation Trust of the
Connecticut Hospital Association in Wallingford.
“If [health care facilities] can achieve a 30%

reduction in patient-
handling injuries,
we’ll give them a 5%
premium reduction
credit immediately to
help pay for lifts,”

says Jack LaDue, ARM, director of loss control
for the trust.

Eventually, the lower injury rates lead directly
to lower costs, as premiums and other costs
decline, LaDue says. In some cases, the payback
period is less than two years. “If you invest
$50,000 to buy equipment, you may save more
than $50,000 every year for a large number of
years,” agrees Arun Garg, PhD, professor and
director of the ergonomics laboratory in the
department of industrial and manufacturing
engineering at the University of Wisconsin-
Milwaukee. “The economic benefits are there.”

OSHA estimates that ergonomics also increases
productivity because the work design better
accommodates employees’ needs. 

Not surprisingly, unions representing health
care workers hailed OSHA’s action.

“Ergonomics interventions do make a differ-
ence,” says Bill Borwegen, MPH, occupational
health and safety director of the Service Employees
International Union in Washington, DC, which rep-
resents some 650,000 health care workers. “They
save backs and they save dollars.” 

Yet some supporters of ergonomics still have
concerns about specific provisions of the pro-
posed OSHA standard.

One hot button is the “work restriction protec-
tion,” which specifies the pay and benefits for
sidelined employees. OSHA estimates that this
provision alone would cost the hospital industry
$140 million.

To Charlene M. Gliniecki, RN, MS, COHN-S,
director of employee health and safety at El
Camino Hospital, Mountainview, CA, the provi-
sion creates a potential inequity for workers
who have experienced other injuries but aren’t
provided with the same guarantee.

“I believe it is not in our interest — of the
employees or the organization — to treat this
condition differently from other conditions,”
she says. “This is a benefits issue, not a health
and safety issue.”

Lack of pay could hinder reporting

OSHA was concerned about potential disin-
centives to reporting injuries, particularly
because the implementation of an ergonomics
program is tied to the employee reports, says
Orr.

“If the employer’s response was, ‘If you have a
back problem you have to go home and rest, and
by the way, you’re not going to get paid for that,’
we thought that was a huge barrier to reporting,”
he says. “If the employee can stay at work and do
some restricted work, they should get 100% of
pay and benefits. If they have to go home, they
should retain 90% of pay and 100% of benefits for
as long as six months.”

In another element of the standard that con-
cerns some hospital employee health practition-
ers, the “OSHA-recordable MSD” initiates a
sequence of steps. “[The proposed standard] does-
n’t talk about a diagnosed disorder. It talks about
a reported disorder,” says Gliniecki. “If I say I
have tingling in my toes and I think it’s caused by
my chair, instead of my gardening hobby,” that
would trigger implementation of an ergonomics
program. (For highlights of the OSHA proposal,
see p. 18.)

In some cases, employers could respond to 
a single injury with a “quick fix” — corrective
action and follow-up without the same training
and program evaluation requirements.

“For example, [suppose hospital employee
health practitioners investigating a back injury]
find 100-pound sacks of sugar are starting to
arrive in the dietary area,” explains Orr. “We’ve
never had that before. We’re going to go back 
to 25-pound bags. It’s instantly clear what the
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problem is, what the fix is, the employer puts
that in place and it’s done.”

However, Garg notes that the standard requires
some response to any single MSD, including an
analysis of the job and a remedy.

“Most of us will agree that no matter how
safe your job is, still you’re going to have some
injuries,” he says. “Expecting that you have a
safe workplace and you’re going to have abso-
lutely no injuries is [unrealistic. That would be]
very, very rare.

“A hospital or a nursing home may do the
best they can within reasonable means. They
will have injuries,” says Garg. “Any time they
have injuries, they have to go through this
whole process.”

Political opposition that delayed the ergonom-
ics proposal since it was first drafted in a differ-
ent form in 1995 is unlikely to derail OSHA’s

plans to release a final version by the end of 2000.
President Clinton vowed to veto any legislation
that would delay or restrict OSHA’s ergonomics
standard.

However, during OSHA’s comment period,
which ends Feb. 1, 2000, and at hearings to be
held this spring, health care organizations will
be among those urging changes.

OSHA urged to wait for study

In written comments, the Association of Occu-
pational Health Professionals in Healthcare in
Reston, VA, commended OSHA for promoting
ergonomics as a way to improve the work envi-
ronment. But the association urged OSHA to
wait for a second National Academy of Sciences
study to determine a scientific basis for the defi-
nition of work-related MSDs.
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OSHA tries user-friendly
approach to new standard
Proposal incorporates Q&A format, flexibility

Flexibility and user-friendliness are two lik-
able attributes that the U.S. Occupational

Safety and Health Administration is trying 
to incorporate into its proposed ergonomics
standard.

Unlike the prescriptive wording of an earlier
draft, this proposed standard allows employers
to determine what type of remedy would be
most appropriate after a musculoskeletal disor-
der injury. Employers do not have to evaluate
job activities unless an injury has actually
occurred.

The proposed standard also adds a “quick-
fix” option that allows employers to address
an isolated workplace injury without a full-
blown program of analysis, training, and
medical management.

OSHA estimates that 25% of all “problem
jobs” could be controlled with the quick fix.

“The standard is not going to require you to
do anything specific about what [equipment]
you need to get or how many you need to get,”
says Guy Fragala, PhD, PE, CSP, director, envi-
ronmental health and safety, at the University
of Massachusetts Medical Center in Worcester,
and a leading ergonomics expert. “It requires

you to look at where the problems are and try
to come up with solutions.”

OSHA also has tried to make the proposed
standard easier to read and understand. Though
it numbers almost 400 pages, including support-
ing material, the text itself incorporates a ques-
tion-and-answer format.

OSHA asserts that the effects of the standard
will likewise be relatively painless, with costs
offset by higher productivity, fewer injuries,
and lower workers’ compensation premiums
and payouts.

While the standard initially may lead to an
increase in reports of musculoskeletal disorder
injuries, the number of reported injuries actu-
ally will decrease after the first six months,
OSHA predicts, based on a survey of employers

with ergonomics
programs.

“We’ve patterned
this approach on
what employers are
already doing,” says

Gary Orr, PE, CPE, an ergonomist with OSHA
who was involved in drafting the standard.
“Good ergonomics, where you fit the task to 
the person, is good economics.”

[Editor’s note: A copy of the proposed standard is
available on OSHA’s Web site (www.osha-slc.gov/
ergonomics-standard) or by calling the OSHA pub-
lications office at (202) 693-1888.]  ■

OSHA Report:
Proposed Ergonomics

Standard



“It’s imperative to establish the work related-
ness of the musculoskeletal disorder and for an
accurate medical diagnosis to be made by a quali-
fied medical provider in order for the employee
to receive appropriate treatment,” the association
said.

The work restriction protection could actually
act as a disincentive for employees to return to
work, even when a modified duty program could
contribute to the employees’ rehabilitation, the
association said.

Some criticisms were more semantic in nature.
OSHA should refer to “at-risk jobs,” rather than
“problem jobs,” the association suggested. And the
list of examples of jobs with MSDs related to man-
ual handling should include “patient handlers.”

“They talk about targeting health care facilities,
yet they don’t have [the category] identified on
their list,” says Mary Ann Gruden, MSN, CRNP,
NP-C, COHN-S/CM, the association’s executive
president and employee health nurse practitioner
at Sewickley (PA) Valley Hospital. “It then also
gives people who are in our position a little more
clout to say we really need to look at the ergo-
nomics of our employees.”

Reference

1. Fragala G, Santamaria D. Heavy duties? On-the-job
back injuries are a bigger — and costlier — pain than you
think. Health Facilities Management 1997; 10:22-27.  ■
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The problem: About 600,000 work-related muscu-
loskeletal disorders (MSDs) a year that require days
off from work, including about 45,000 in hospitals.

The proposal: Employers must respond to each
OSHA-recordable MSD, including back injuries and
repetitive-motion injuries such as carpal tunnel syn-
drome, with an ergonomics program.

A basic program: Employers with existing pro-
grams will qualify under the proposed standard as
long as they include these elements:

— Management leadership and initial program
implementation, including allocation of resources
and assignment of program responsibilities

— Information and training for responsible 
managers

— Establishment of
an employee reporting
system and procedures
to protect against dis-
crimination for employ-
ees participating in the
program or reporting hazards

— Provision of the information employees need
to recognize the signs and symptoms of MSDs and
MSD hazards

A full program: When an employee reports an
MSD that is OSHA-recordable and covered by the
standard, the employer must implement an
ergonomics program that includes:

— training for managers
— training for employees
— job hazard analysis
— evaluation of appropriate job controls

— management of MSDs
— record-keeping
— program evaluation

A quick fix: If the injury is isolated and unlikely to
recur, employers can implement a “quick-fix” option.
The quick fix requires putting in controls within 90
days after the MSD is identified and following up
within 30 days to determine whether the controls
have eliminated the hazard.

Work restriction protection: Employees report-
ing an MSD receive 100% pay and benefits for light
duty and 90% pay and 100% benefits for time off
work to recover for up to six months.

Public hearings: Hearings begin at 9:30 a.m. on
the first day and 8:30 a.m. on subsequent days.

Feb. 22-March 17
Frances Perkins Building Auditorium
U.S. Department of Labor
200 Constitution Ave., N.W.
Washington, DC

March 21-31
Benson Hotel
309 Southwest Broadway
Portland, OR

April 11-21
James R. Thompson Center
State of Illinois Building
100 W. Randolph St.
Chicago

Ergonomics at a Glance: Highlights of OSHA’s Proposal
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HCV may pose greatest
risk for needlesticks
South Carolina, Florida begin education programs

When health care workers suffer a needlestick
injury, their greatest concern may be con-

tracting HIV. But they may actually have more to
fear from hepatitis C, a virus that is more preva-
lent, has a higher seroconversion rate, and can
lead to severe liver disease or cancer.

That is why the states of South Carolina and
Florida have set up
special programs to
educate health care
workers, providers,
and the general pub-

lic about HCV. A lack of funds for testing and a
lack of awareness plagues HCV treatment, says
Robert Ball, MD, MPH, infectious disease/HIV
consultant epidemiologist for the South Carolina
Department of Health and Environmental Control
in Columbia.

“This is HIV in the mid-’80s all over again,” says
Ball, referring to a time when authorities were slow
to combat HIV transmission with widespread edu-
cation, testing, and prevention programs.

“We have to maintain vigilance against this
bloodborne pathogen,” says Steven Wiersma,
MD, MPH, deputy state epidemiologist for the
Florida Department of Health in Tallahassee.
“It’s a lot more virulent than hepatitis B and HIV
in terms of needlestick injuries.”

The Florida Legislature appropriated $2.5 mil-
lion to the Florida Hepatitis and Liver Failure
Prevention and Control Program, which will
allow the creation of a hepatitis registry. Health
officials plan to target four to eight counties with
high at-risk populations for intensive screening,
testing, prevention, and liver wellness programs.

The South Carolina Hepatitis C Coalition is
acting as a clearinghouse for HCV information
and resources and is initially focusing education
efforts on health care workers and providers.
PHT Services Ltd. of Columbia, which provides
workers’ compensation insurance and risk man-
agement services to hospitals in the state, is coor-
dinating the coalition.

“The Hepatitis C Coalition is trying to get all or
virtually all South Carolina health care facilities to
incorporate the latest CDC guidelines [on blood-
borne pathogens],” says Ball. (For a summary of

CDC guidelines, see story in Hospital Employee
Health, December 1999, p. 136.)

About four million people nationwide are
infected with HCV, making it the most common
chronic bloodborne pathogen, according to the
Centers for Disease Control and Prevention in
Atlanta.

Only 1% to 2% of health care workers are
infected with HCV, but 2% to 4% of all acute HCV
infections that have occurred annually from 1991
to 1996 occurred in health care workers exposed
occupationally, the CDC found.1The use of safer
needle technology to protect health care workers
became an imperative with an updated compli-
ance directive from the U.S. Occupational Safety
and Health Administration this fall. The National
Institute for Occupational Safety and Health also
issued an alert on preventing needlestick injuries.
(See article on p. 21.) OSHA is considering rewrit-
ing its bloodborne pathogens standard to include
language about safer sharps technology.

HCV carriers may not even realize they are
infected; they may have no symptoms or only
mild symptoms. But unlike HBV, chronic infection
develops in 75% to 85% of patients, with active
liver disease developing in 70%. Of the patients
with active liver disease, 10% to 20% develop cir-
rhosis, and 1% to 5% develop liver cancer.

Seroconversion after a needlestick injury aver-
ages 1.8% — six times greater than the average
seroconversion in needlestick injuries involving
HIV exposure.

Postexposure prophylaxis for HIV has prompted
hospitals to respond quickly with rapid blood tests
after needlestick injuries. (See article on p. 20.)
However, there is no recommended postexposure
prophylaxis for HCV, although trials with inter-
feron or Rebetron indicate that the virus may be
put into remission in some cases, Ball says.

Given those statistics, health care workers need
to be aware of their risks, says Ball. And current
guidelines need to be followed closely, he says.

“Often we find health care workers may be
considered at risk for HIV and HCV, and [in
some cases] HCV isn’t even in the exposure con-
trol plan,” he says.

Ball estimates that about 10% of the time,
South Carolina patients and health care workers
aren’t considered for testing for HCV after a
needlestick, with percentages possibly greater in
other states. The figure should be 0%, he says.

The South Carolina Hepatitis C Coalition is
conducting seminars that target infection control
professionals, employee health, and emergency
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Hospitals allay needlestick
fears with advance consent
Patients agree to postexposure test before surgery

The minutes or hours immediately after a
needlestick can be the most devastating for

an injured employee. To allay fears and begin
any necessary postexposure prophylaxis (PEP)
as quickly as possible, some hospitals have
begun gaining patient consent for HIV testing
prior to surgery.

Used hand in hand with new rapid HIV tests
that can be conducted in-house, hospitals are able
to tell employees the patient’s HIV status within
as little as 30 minutes after the injury — in some
cases before the patient has even emerged from
anesthesia.

“It’s a nightmare for anybody who’s been
exposed to sit around and wait and wonder,”
says Sharol Mackie, RN, BSN, CIC, infection
control coordinator at Redding (CA) Medical
Center. “And to take those medications [unnec-
essarily], those are pretty toxic medications.”

Redding Medical Center includes the consent
on the general consent form for surgery or for
procedures that use conscious sedation, such as
cardiac catheterization. The advance consent for
blood testing is voluntary, and refusal to sign
does not affect the surgery, Mackie says.

Laws regarding consent for HIV testing vary
from state to state, so hospitals should consult
their legal counsel, notes Linda Chiarello, RN,
MS, an epidemiologist with the Hospital Infections
Program at the Centers for Disease Control and
Prevention in Atlanta.

When a health care worker suffers a needle-
stick injury, the first question may involve the
risk profile of the patient. If the patient is known
to be in a high-risk category for HIV and the
blood exposure was significant, postexposure
prophylaxis should begin immediately, says
Chiarello.

“If someone has a significant exposure, it’s
better to start PEP than to delay it because of the
rapid test,” she says.

The CDC has relied on animal studies that
show prompt administration of PEP is important,
but there’s no exact time recommendation.1 “We
think it’s very important to start it as soon as pos-
sible,” Chiarello says. “[The rapid HIV test] is
very reliable, and you can stop PEP if it has been
started.”

However, with advanced consent and a rapid
test, it is possible to avoid unnecessary PEP, which
carries significant side effects.

At Enloe Medical Center in Chico, CA, Alivia
Strawn, RN, BS, CIC, manager of epidemiology
and safety, was particularly concerned about
needlesticks that occurred during lengthy surgery.

“Do you really want your surgeons, or anybody
involved in the case, who may be committed to a
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departments. The coalition includes nurses, physi-
cians, and state chapters of specialty groups, such
as the Association of Professionals in Infection
Control and Epidemiology and the Association 
of Occupational Health Nurses.

With new funding, Florida is taking the lead
in widespread testing for HCV. Wiersma hopes
to learn more about the prevalence of HCV in
the state and which populations are at greatest
risk. If Florida’s HIV rates are any indication,
the state will have a higher HCV prevalence
than the nation overall, he says.

The Florida Department of Health conducts an
annual telephone survey of 5,000 respondents each
year. In addition to questions about behavioral risk
factors, this year’s survey will ask respondents if
they are willing to take a home test for HCV.

The kit involves a simple blood collection at
home that is mailed to an independent company.
Participants receive pre-test and post-test coun-
seling and are assured of confidentiality.

Meanwhile, people at high risk for HCV infec-
tion, including those who use illegal injection
drugs and have multiple sexual partners, will be
urged to go to their local health departments for
testing. “[We want to] let those people benefit from

the new advances,
new drugs, and infor-
mation on how to
maintain liver well-
ness,” he says.

Health care workers also will have easy access
to HCV information with interactive learning
materials the state plans to release on the Internet
and in a CD-ROM version.
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six- or seven-hour surgical procedure to be pop-
ping chemotherapeutic agents and still doing
surgery?” she says. “Most people don’t handle
those therapeutic agents well.”

Enloe now asks physicians to talk to patients
about the advance consent for blood tests in the
event of occupational exposure. The question is
included on surgical consent forms, with a sepa-
rate signature for consent.

“You have to make sure that the teaching is
being done with the patient at the time the con-
sent is being signed and that the physician has
had the conversation with patients,” says Strawn.

Laws that allow for testing without consent
often aren’t a substitute for advanced consent.

For example, the Ryan White Act, a federal law
that requires disclosure of available medical infor-
mation about a patient’s HIV status, does not
involve testing and only covers emergency care
technicians who treat patients before they reach
the emergency department.

Other laws, such as one in California, require
the notification of the patient and primary care
physician in writing before testing blood sam-
ples, creating a delay of 72 hours, says Strawn.

Meanwhile, patients don’t balk at signing the
advance consent, says Strawn. “The patients are
understanding because they’re educated by the
media that this is a time-sensitive matter,” she
says. “They don’t want to put people at risk.”
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1. Public Health Service guidelines for the management
of health-care worker exposures to HIV and recommenda-
tions for postexposure prophylaxis. MMWR 1998; 47(RR-7):
1-28.  ■

NIOSH alert urges use 
of safer needle devices
Agency documents benefits of new technologies

Adding momentum to the push for safer nee-
dle devices, the National Institute for Occu-

pational Safety and Health (NIOSH) has issued an
alert urging health care employers to use available
technologies to reduce needlestick injuries.

The alert comes on the heels of an updated
directive by the U.S. Occupational Safety and
Health Administration that mandated the use of

“effective engineering controls” to prevent
needlestick injuries.

Unlike the OSHA directive, the NIOSH alert
does not carry any enforcement weight. However,
it does provide a summary of current knowledge
about the causes of
needlestick injuries
and the most effective
ways to prevent them.
It also provides spe-
cific recommendations for employers and health
care workers.

“We hope it is a helpful tool for people in the
hospital setting to start evaluating and using the
safer devices,” says Thomas Hodous, MD, associ-
ate director for science in the division of safety
research at NIOSH in Morgantown, WV. “We
hope this will be a stimulus for hospitals and all
stakeholders to engage in this area more than
they are now and to help them see that there are
some clear benefits. There are quite a number of
studies that show quite dramatic reductions in
injuries with these newer devices and engineer-
ing controls.”

Those who have advocated for safer technolo-
gies for many years welcomed the NIOSH alert.

“The fact that the NIOSH alert was released
very shortly after the OSHA compliance directive
just adds impact,” says Janine Jagger, PhD, MPH,
director of the International Health Care Worker
Safety Center at the University of Virginia in
Charlottesville and a noted expert on needlestick
injuries and safer devices.

“Both of the documents together create momen-
tum and a greater opportunity for faster progress,”
she says.

30 workers per 100 beds suffer injury

The NIOSH alert outlines in detail the danger
to health care workers. That information can help
hospital employee health practitioners justify the
need for new products or prevention programs.

“It shows a very strong endorsement for the
importance of safety technology in reducing health
care worker risk,” says Jagger. “It conveys a level
of urgency.”

Some 600,000 to 800,000 needlestick injuries
occur each year, half of them unreported, accord-
ing to estimates cited in the NIOSH alert. At an
average hospital, there could be 30 needlesticks
per 100 beds per year, according to data from the
EPINet reporting system at the International
Health Care Worker Safety Center.
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The NIOSH alert includes several case studies to
illustrate the ramifications of needlestick injuries,
including death from HIV and potential serious
liver disease from hepatitis C.

Most needlestick injuries are linked to just a
few product types. Hollow-bore needles were
associated with needlestick injuries in 62% of
cases, and winged-steel or butterfly-type needles
were involved in 13% of cases, according to the
National Surveillance System for Hospital Health
Care Workers data from the Centers for Disease
Control and Prevention in Atlanta. Almost half
(42%) of injuries occur after use of the needle and

before disposal, the
CDC data show.

Conversely, safer
devices can dramati-
cally reduce the rate

of needlestick injuries. For example, needleless or
protected-needle IV systems decreased injuries
related to IV connectors by 62% to 88%, NIOSH
states, citing three studies.1-3 Phlebotomy injuries
were reduced by 76% with a self-blunting needle
and by 66% with a hinged needle shield, accord-
ing to CDC data.

Hodous noted that the Food and Drug Admi-
nistration is reviewing a number of other safer
needles and other sharps devices, and that efforts
to prevent needlestick injuries could become even
more effective. “It is definitely an evolving tech-
nology,” he says.

NIOSH issues 

Hospitals and other health care employers
should adopt a “comprehensive prevention pro-
gram,” NIOSH advises. Specifically, NIOSH says
employers should:

• Eliminate the use of needle devices where
safe and effective alternatives are available.

• Implement the use of needle devices with
safety features and evaluate their use to deter-
mine which are most effective and acceptable.

• Analyze needlestick and other sharps-related
injuries in the workplace to identify hazards and
injury trends.

• Set priorities and prevention strategies by
examining local and national information about
risk factors for needlestick injuries and successful
intervention.

• Ensure that health care workers are properly
trained in the safe use and disposal of needles.

• Modify work practices that pose a needle-
stick injury hazard to make them safer.

• Promote safety awareness in the work 
environment.

• Establish procedures for and encourage the
reporting and timely follow-up of all needlestick
and other sharps-related injuries.

• Evaluate the effectiveness of prevention
efforts and provide feedback on performance.

[Editor’s note: A copy of the alert is available on the
NIOSH Web site (www.cdc.gov/niosh) or by telephone
at 800-35-NIOSH.]
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Guide will help comply
with safer needle devices

Adetailed tool to help health care facilities
evaluate and select safe needle devices is

being developed through a partnership between
the American Nurses Association (ANA) in
Washington, DC, and the Training for Develop-
ment of Innovative Control Technology Project 
in San Francisco.

The guide, due out this spring, won’t endorse
any specific products, says ANA spokeswoman
Michelle Nawar. It will help hospitals and other
health care facilities comply with recent regula-
tions and recommendations from the U.S. Occu-
pational Safety and Health Administration and
the National Institute for Occupational Safety
and Health.

The guide also will stress the involvement of
front-line health care workers in the evaluation
and selection of devices, she says. The guide is
being funded through a grant from Franklin
Lakes, NJ-based Becton, Dickinson and Co., a
needle device manufacturer.

For more information, contact the ANA at (800)
274-4262.  ■
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Union offers ‘checklist’ 
on filing OSHA complaints
Safer needle directive may spur SEIU action

The Service Employees International Union
(SEIU) in Washington, DC, which represents

some 650,000 health care workers, has issued a
fact sheet on the recent bloodborne pathogens
directive from the U.S. Occupational Safety and
Health Administration, highlighting significant

provisions.
The SEIU notes

that enforcement of
the directive will
largely occur in

response to complaints.
“[I]t will be left to workers and their union rep-

resentatives to work closely with OSHA and file
OSHA complaints against employers that refuse
to evaluate and buy the best devices,” the direc-
tive states. “Only after many employers are cited,
and these cases are widely publicized, will health
care industry practices finally begin to improve.”

The SEIU also offers this checklist that could
guide decisions on whether to file a complaint,
with a caveat that “any ‘no’ answers to the ques-
tions below can be grounds for an OSHA citation”:

1) Is a hard copy of the Exposure Control Plan
made available to a requesting employee or their
representatives with 15 working days? Yes ■■
No ■■

2) Does the employer review and update the
Exposure Control Plan at least annually, and
more frequently whenever new or modified pro-
cedures are adopted and/or whenever employee
positions are revised to create new potential
exposures? Yes ■■ No ■■

3) Is the employer providing needleless or
shielded needle IV line access products? Yes ■■
No ■■

4. Is the employer using safer needles and
other sharps with integrated safety features in all
of the following product categories listed below:

a) Syringes (retractable or protective sheaths)?
Yes ■■ No ■■

b) Blood collection devices (retractable, self-
blunting or sheathing)? Yes ■■ No ■■

c) IV access products (retractable needle)? 
Yes ■■ No ■■

d) Lancets (retractable)? Yes ■■ No ■■

e) Blunt surgical needles where medically
appropriate? Yes ■■ No ■■

f) Safer scalpels? Yes ■■ No ■■
5) Is the employer avoiding buying the cheap-

est safer devices, and is instead buying the “best”
safer needles such as retractable (vs. sheathing)
syringes and self-blunting (vs. sheathing) blood
collection needles? Yes ■■ No ■■

6) Does the employer ban the reuse of blood
tube holders for blood collection, to protect work-
ers from the dangerous practice of disassembling
used needles from blood tube holders? Yes ■■
No ■■

7) Has the employer provided frontline health
care workers with adequate orientation and
training on the use of safer devices by assuring
that:

— the person conducting the training is knowl-
edgeable? Yes ■■ No ■■
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— the training is interactive, allowing for ques-
tions and answers with the person conducting
the training sessions? Yes ■■ No ■■

— workers are trained about the location of the
exposure control plan and procedures to follow if
an exposure occurs? Yes ■■ No ■■ ■

NIOSH manual tells how 
to select TB respirators
CDC, OSHA provide guidelines

Setting up a tuberculosis prevention program
has become a bit easier with the release of a

manual by the National Institute for Occupational
Safety and Health (NIOSH) in Washington, DC.

The manual, TB Respiratory Protection Program
in Health Care Facilities, incorporates Centers for
Disease Control and Prevention guidelines and
current U.S. Occupational Safety and Health
(OSHA) respiratory protection standards. (OSHA
has proposed a controversial TB standard, which
is due to be released in final form this spring.)
The manual also provides specific information 
on how to select a respirator for use in a health
care setting.

“This gives a little more information on the
advantages and disadvantages of the respira-
tors that are out there so you can make a better-
informed decision,” says Nancy Bollinger,
deputy director of the health effects laboratory
division at NIOSH in Morgantown, WV.

Bollinger notes that in the past, hospitals often
relied on surgical masks rather than respirators
to protect against TB transmission. “The CDC
guidelines and resurgence of TB in the United
States led to an increased reliance on respirators
for protection against TB,” she says.

[Editor’s note: A free copy of the manual is available
from the NIOSH Web site, www.cdc.gov/niosh, or by
calling (800) 356-4674 and requesting publication 
99-143.]  ■
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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 regu-
latory 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.  ■


