
OSHA has physician offices in sight: 
Bloodborne regs most frequent citation
Philly office cites 16 physicians in local program

Whether fairly or not, physician offices and other ambulatory
settings often are characterized as “flying under the radar” in
discussions regarding infection control requirements and reg-

ulatory oversight. There appears to be even some misconception that
physician offices are not subject to regulation by state and federal
Occupational Safety and Health Administration (OSHA) plans. 

On the contrary, physician offices are subject to requirements under
OSHA’s Bloodborne Pathogen Standard (29 CFR 1910.1030), the Hazard
Communications Standard (29 CFR 1910.1200) and several other OSHA
regulations. Some of the confusion about OSHA compliance may stem
from the fact that physician offices currently are exempt from maintain-
ing an official log of reportable injuries and illnesses (OSHA Form 300)
under the federal record-keeping rule. 

“We don’t require physician offices to report on the OSHA 300
form,” a spokeswoman in the national OSHA office in Washington,
DC, told Infection Control for Physician Practices. “Hospitals have to
write down every needlestick and keep a sharps injury log. That is not
required for smaller facilities. In the record-keeping standard, there is
an exemption for small facilities to cut down on the paperwork bur-
den. Physician offices fall into that exemption.”

The only other OSHA exemption is if the physician has no employ-
ees and is “a sole proprietor,” she notes. “If a physician is by himself 
or herself and does not have any employees whatsoever — not even a
person who answers the phone — those are the only individuals that
would be exempt.”

However, numerous other provisions of the bloodborne pathogen
standard do apply to physician offices, including requirements for:

• a written exposure control plan, to be updated annually;
• use of universal (standard) precautions;
• consideration, implementation, and use of safer, engineered nee-

dles and sharps;
• use of engineering and work practice controls and appropriate
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personal protective equipment (gloves, face and
eye protection, gowns);

• hepatitis B vaccine provided to exposed
employees at no cost;

• medical follow-up in the event of an “expo-
sure incident”;

• use of labels or color-coding for items such as
sharps disposal boxes and containers for regu-
lated waste, contaminated laundry, and certain
specimens;

• employee training;
• proper containment of all regulated waste in

physician offices.

Local program targets docs in PA 

OSHA regional offices also can target physician
practices through “local emphasis programs” like
the one being conducted in federal OSHA Region

3, which includes Pennsylvania.
“We have a local emphasis program that started

in October [2006] and runs for a year,” says Kate
Dugan, spokeswoman in the OSHA Region 3 office
in Philadelphia. “It runs until Sept. 30, 2007, in
Philadelphia, Wilkes-Barre, Allentown, Erie, and
Pittsburgh. There is a formal program that is set up
that establishes a local emphasis program for com-
pliance with the bloodborne pathogen standard.“

Though the program is ongoing and only limited
data are available, Dugan reported that inspections
of 50 physician offices in the Philadelphia area have
resulted in 16 citations and an average fine of $463.
As OSHA fines go, that is certainly on the modest
side, but it also reflects that the program is more
educational than punitive. “It is an education pro-
cess,” she notes. “[Other physicians] may say, ‘They
didn’t come to [inspect] me, but I’d better review
and make sure I am doing everything right.’”

Such local emphasis programs are proceeded by
notification of the program via a letter to physician
offices that alerts them to the effort and, reminds
them of basic requirements and refers them to
OSHA’s web site for educational and compliance
resources. (See editor’s note.) 

“Once the outreach and education phase is
over, then they will actually select employers and
go in and do inspections,” Dugan explains. “That
is the enforcement; and if there are any violations
of the standard, we will issue citations. There
were 40 violations in those 16 employers. The
most frequently cited were [violations regarding]
the exposure control plan, work practice controls,
and communication of hazards to employees. “

Physicians in such cases can challenge the cita-
tions, but most typically pay the fine and correct
the situation in their office, she adds. “They have
15 working days after they receive the citation to
either request an informal meeting with us, to
formally contest [the citation] — which means the
next step would be court — or to fix the hazard,
pay the penalty, and comply in the future,” she
says. “In most cases, that is what happens here.”

Fines climb for repeat offenders

While the physicians drew relatively small fines
there is always the risk of a public relations prob-
lem should such an OSHA citation make its way
into the local press. Moreover, the citation sets the
stage for much larger penalties later should an
OSHA inspector return. “There is a sliding scale,”
Dugan says. “If the employer should have known
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Bloodborne blues: Top 3
citations for doc offices

According to the national office of the Occupational
Safety and Health Administration (OSHA), the 

three most frequently cited violations in physician
offices in 2006 were key provisions of Standard 29 CFR
1910.1030 regulating occupational exposure to blood-
borne pathogens. The top three citations for the blood-
borne standard were for deficiencies in the office
exposure control plan, employee training and use of
engineering controls. To help physician practices meet
these frequently cited standards, below are some key
OSHA requirements in each area:

• Exposure control plan (ECP): The ECP is a key
document to assist our firm in implementing and
ensuring compliance with the standard, thereby pro-
tecting our employees. The ECP includes:

• determination of employee exposure;
• implementation of various methods of exposure

control, including:
— universal precautions;
— engineering and work practice controls;
— personal protective equipment;
— housekeeping.
• hepatitis B vaccination;
• post-exposure evaluation and follow-up;
• communication of hazards to employees and

training;
• record keeping;
• procedures for evaluating circumstances sur-

rounding an exposure incident.
• Training: Annual training for all employees shall

be provided within one year of their previous training. 
Employers shall provide additional training when

changes such as modification of tasks or procedures
or institution of new tasks or procedures affect the
employee’s occupational exposure. The additional
training may be limited to addressing the new expo-
sures created. 

Material appropriate in content and vocabulary to
educational level, literacy, and language of employ-
ees shall be used. 

The training program shall contain, at a minimum,
the following elements: 

— an accessible copy of the regulatory text of this
standard and an explanation of its contents;

— a general explanation of the epidemiology and
symptoms of bloodborne diseases;

— an explanation of the modes of transmission of
bloodborne pathogens;

— an explanation of the employer’s exposure con-
trol plan and the means by which the employee can
obtain a copy of the written plan;

— an explanation of the appropriate methods for

recognizing tasks and other activities that may involve
exposure to blood and other potentially infectious
materials;

— an explanation of the use and limitations of
methods that will prevent or reduce exposure, includ-
ing appropriate engineering controls, work practices,
and personal protective equipment;

— information on the types, proper use, location,
removal, handling, decontamination, and disposal of
personal protective equipment;

— an explanation of the basis for selection of per-
sonal protective equipment;

— information on the hepatitis B vaccine, including
information on its efficacy, safety, method of administra-
tion, the benefits of being vaccinated, and that the vac-
cine and vaccination will be offered free of charge;

— information on the appropriate actions to take
and persons to contact in an emergency involving
blood or other potentially infectious materials;

— an explanation of the procedure to follow if an
exposure incident occurs, including the method of
reporting the incident and the medical follow-up that
will be made available;

— information on the post-exposure evaluation and
follow-up that the employer is required to provide for
the employee following an exposure incident;

— an explanation of the signs and labels and/or color
coding required (warning labels on containers of regu-
lated waste, containers of blood, blood components or
blood products or other potentially infectious materials,
or contaminated equipment and for HIV and HBV
research laboratories and production facilities);

— an opportunity for interactive questions and
answers with the person conducting the training session.

The person conducting the training shall be knowl-
edgeable in the subject matter covered by the ele-
ments contained in the training program as they
relate to the workplace that the training will address. 

• Engineering controls: Specific engineering con-
trols and work practice controls used are listed in the
ECP such as nonglass capillary tubes, and needle-
less systems.

Sharps disposal containers are inspected and
maintained or replaced by an employee named in the
ECP on a frequency listed in the ECP or whenever
necessary to prevent overfilling. 

The facility identifies the need for changes in engi-
neering controls and work practices through review of
OSHA records, employee interviews, committee activi-
ties, etc.

The facility evaluates new procedures and new
products regularly by such processes as literature
review and supplier information.

Both frontline workers and management officials
are involved in this process in a manner documented
in the ECP. ■



that the hazard existed, [fines] could go up to
$7,000. If there is willful violation — the employer
knew of the hazard and ignored it — that could go
up to $70,000. They can climb. In situations like
this — where an office receives a penalty for $463
— in the OSHA world that certainly is [minimal].
We issue millions of dollars in penalties. However,
the other side of that is any violation is considered
a hazard; anytime a worker is put in a situation 
where there is a hazard, we are going to take that
seriously. “

Individual OSHA regions and state plans may
undertake such local emphasis projects, but there
currently are no plans by national OSHA to target
physician offices in a large-scale inspection pro-
gram, the spokeswoman in the national OSHA
office in Washington, DC, said. However, a com-
plaint by an office employee could always spark
an OSHA inspection. 

“For physician offices [enforcement], it is basi-
cally the same as any other type of facility,” the
OSHA spokeswoman says. “Last year, our total
number of inspections done in doctor’s offices
was about 85. In addition, nine clinics were
inspected for a total of 94 [ambulatory settings].
About half of those were complaints, received
from either an employee or someone else on
behalf of an employee. We can take complaints
from spouses. When we find a violated standard,
we cite it. The No. 1 citation we see for these
types of facilities is the bloodborne pathogens
standard — the same standard we would cite 
for hospitals.”

The most frequently cited provision under 
the bloodborne pathogen standard for physician
offices in the national OSHA data was for the
exposure control plan. 

“We see deficiencies most often in the written
plan that every facility has to have within these
small [offices],” the OSHA spokeswoman says. “It
is the same kind of [record] kept by hospitals. It
may show different details, but it has to show
who is in charge of the program, who is doing the
training, what types of precautions are in place
like the types of engineering controls that have
been selected. They seem to have a large number
of issues with that, and after that employee train-
ing. What we find a lot is that annual training is
not conducted. Usually, facilities will have done
their initial training, but each year we require an
annual training.”

Another frequently cited provision of the blood-
borne pathogen standard is the requirement for
engineering controls such as regular review and

implementation of needle safety devices to pre-
vent employee injuries and blood exposures.
“Needlesticks are an issue for the small facilities
just as it is for the larger ones,” she says.

OSHA enforcement in physician offices is not
limited to the bloodborne pathogen standard.
Another frequently cited OSHA requirement in
office and ambulatory settings is the hazard com-
munication standard. “The second most frequently
cited is our haz-com standard because health care
facilities including the smaller facilities do use
chemicals and need to train their employees on
what safety precautions, personal protective
equipment to use and the hazards of using the var-
ious chemicals,” the OSHA spokeswoman says. 

The basic requirements of the hazard commu-
nications standard for medical offices include:

• a written hazard communication program;
• a list of hazardous chemicals (such as alco-

hol, disinfectants, anesthetic agents, sterility, mer-
cury) used or stored in the office;

• a copy of the Material Safety Data Sheet
(MSDS) for each chemical (obtained from the
manufacturer) used or stored in the office;

• employee training.

[Editor’s note: For more information see “Medical
& Dental Offices: A Guide to Compliance with OSHA
Standards” (OSHA 3187-09R) at www.osha.gov.] ■

Flowcharts guide staff 
in high-level disinfection
Ensure patient safety after instrument reuse

Asingle misstep in protocols for high-level
disinfection of equipment used in physician

offices may translate to transmission of infection to
a patient. 

To help staff avoid lapses when processing
equipment that needs high-level disinfection,
Judie Bringhurst, RN, BSN, CIC, an infection
control practitioner at Duke University Medical
Center in Durham, NC, has developed two inter-
related flowcharts. 

“We have these enlarged and laminated for our
clinics,” says Bringhurst, who provides infection
control oversight for Duke’s affiliated clinics and
medical offices. “This is something you can put
on your door, right in front of you as you are
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Duke University Medical Center

Steps for High Level Disinfection of Equipment Using Glutaraldehyde or OPA

Step 1
Put on PPE: nitrile gloves, fluid-resistant gown, eye protection, mask.

CRITICAL STEP: Debris or dried-on/stuck-
on tissue or fluids that are not cleaned off 
before disinfection will cause a failure in 
the disinfection process.  These failures 

can cause infections.

Step 2
Perform Quality Control checks on test
strips (weekly and when opening a new 

bottle) and solution (before each usage).

Step 3
Clean the item to be disinfected of all soil/debris using your hospital-approved 

enzymatic detergent per manufacturer's recommendations.  Pay special 
attention to instruments with lumens or other hard-to-reach places.

Step 4
Rinse the item under running tap water and dry completely.  Continue to pay 

special attention to scopes and other instruments with lumens or hard-to-reach 
places.

Step 5
Put the item in the disinfectant chemical, making sure it is completely covered 

by the solution (completely submerged).  Make sure that all channels and 
lumens are filled with the disinfectant.

CRITICAL INFORMATION:
OPA: soak for twelve (12) minutes

Glutaraldehyde:  soak for twenty (20) 
minutes

Step 6
After appropriate time has passed, remove the item from the solution and rinse 
well with water according to Duke Infection Control policy, flushing all lumens 

and channels very well.
If disinfecting a scope, water rinse must be followed by an alcohol rinse and 
scope must then be thoroughly dried, using medical-grade forced air for all 

lumens.

Step 7
Perform thorough documentation of cleaning/disinfection 

procedure on appropriate log(s).  Store equipment in 
manner that will not re-contaminate, in accordance with 

Duke policy and manufacturer's recommendations.

Duke University Medical Center
Infection Control and Epidemiology

rev 03/07
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ONSEY

Quality Control for OPA and Glutaraldehyde Test Strips

**Perform Quality Control checks when opening a new bottle and once a week thereafter**

Discard the bottle of strips when they reach their expiration date -- 90 days after opening or manufacturer's 
expiration date - whichever comes first

Duke University Medical Center

Step 1
Put on PPE:

Nitrile gloves, Fluid resistant gown, Eye protection, Facemask

Step 2
Prepare the control solutions:

1.  Verify expiration date of solution and new test strips.
2.  Prepare a fresh, full strength disinfecting solution in a cup (does not have to be a sterile cup.)  This will be the 

positive control test solution.  Label it as full strength solution immediately.
3.  Prepare a half-strength solution in a second cup: one part fresh disinfecting solution to one part tap water.

This will be the negative control solution.  Label it as half-strength solution immediately.

Step 3
Take six (6) test strips out:  Dip three (3) test strips each into the full strength test solution, one at a time,
for one (1) full second for OPA or for three (3) full seconds for glutaraldehyde.  Read the results of 

the color reaction on the indicating pad exactly 90 seconds (for OPA) or 75 seconds (for 
glutaraldehyde) after the test strip removed.   This should read as a "pass" if the test strips are working 

correctly.

Step 4
Dip the remaining three (3) test strips into the half-strength solution, one at a time for one (1) full 
second for OPA or for three (3) full seconds for glutaraldehyde.  Read the results of the color 

reaction on the indicating pad exactly 90 seconds (for OPA) or 75 seconds (for glutaraldehyde) after 
the test strip removed.  This should read as a "fail" if the test strips are working correctly.

Step 5
Discard the test solutions in the sink.  Record results of test strip quality control checks on the High 

Level Disinfection Solution Log Sheet.

Step 6
Are test strips 

working properly?

May use strips to test 
solution.  Record the date 

the bottle of strips is 
opened and the date the 
strips expire on the bottle 

itself.

Take defective strips to 
supervisor and get a new 

bottle of test strips.
Perform a quality control 

check on new bottle 
starting at step three.

Supervisor notifies 
Infection Control of 
defective strips.

Duke University Medical Center
Infection Control and Epidemiology

rev 03/07

Source for both charts: Duke University Medical Center, Durham, NC.



actually doing the process to remind you of each
step. So if you follow all of this and look at it for
each step, you are going to be fine. “

The first flowchart outlines seven steps to follow
to ensure proper high disinfection using glutaralde-
hyde or orthophthaldehyde (OPA). (See “Steps 
for High-Level Disinfection of Equipment Using
Glutaraldehyde or OPA,” p. 13.) It includes a criti-
cal step that calls for cleaning equipment of all soil
and debris using an enzymatic detergent, paying
special attention to instruments with lumens or
hard-to-reach places. Because reported outbreaks 
of water bugs such as Pseudomonas aeruginosa have
been linked to improper rinsing of disinfected
equipment with tap water, Bringhurst’s policy
specifies that rinsed scopes must be subsequently
subjected to an alcohol rinse.1 The policy states that
“if disinfecting a scope, water rinse must be fol-
lowed by an alcohol rinse and [the] scope must then
be thoroughly dried, using medical-grade forced air
through all lumens.”

Test strips effective QC measure

Another key aspect of high-level disinfection 
is the use of effective test strips to insure the effi-
cacy of the chemical solution. This quality control
measure is referred to in Step 2 of the flowchart,
but warrants a separate flowchart to ensure staff
understand the measures to follow. (See chart
“Quality Control for OPA and Glutaraldehyde
Test Strips,” p. 14.) “This Step 2 is covered in a
whole flow chart by itself because there is a lot 
of confusion about that,” Bringhurst says. “All 
of the companies that make test strips say you
should test them when you open a new bottle.
We test them when you open a new bottle and
every week [thereafter].”

Reference

1. Centers for Disease Control and Prevention.
Pseudomonas aeruginosa Infections Associated with
Transrectal Ultrasound-Guided Prostate Biopsies —
Georgia, 2005. MMWR 2006; 55(28):776-777. ■

Calling all readers: Story 
ideas, tips, suggestions?
Looking for news for a new newsletter 

Welcome to Infection Control for Physician
Practices, the newsletter dedicated to preven-

tion strategies to protect patients and health care
providers in medical offices, clinics, and other
ambulatory settings. We encourage suggestions for
stories, case studies, prevention practices, letters to
the editor and any tips that might help us improve
the newsletter and better serve our readers. 

For editorial suggestions and questions, please
contact Jennifer Corbett at jennifer.corbett@ahc
media.com or call (404) 262-5431.  ■ 
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■ Alcohol-based hand
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■ Improving sharps
safety in the office

COMING IN FUTURE MONTHS
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CNE/CME instructions/objectives

Physicians and nurses participate in this CNE/
CME program by reading the issue, using the 

provided references for further research, and study-
ing the questions. Participants should select what
they believe to be the correct answers, then refer to
answer key to test their knowledge. To clarify confu-
sion surrounding any questions answered incorrectly,
please consult the source material. After completing
the semester’s activity, you must complete the evalu-
ation form that will be provided and return it in the
reply envelope to receive a credit letter.

After reading each issue of Infection Control for
Physician Practices, health care personnel will be
able to do the following:

• identify the particular clinical, legal, or educa-
tional issue related to epidemiology;

• describe how the issue affects physicians,
practices (ambulatory settings), or the health care
industry in general:

• cite solutions to the problems associated with
those issues, based on guidelines from the federal
Centers for Disease Control and Prevention or
other authorities, and/or based on independent
recommendations from clinicians at individual
institutions.  ■
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EDITORIAL ADVISORY BOARD CNE/CME questions

5. Physician offices are exempt from what provi-
sion of the Occupational Safety and Health
Administration’s bloodborne pathogen standard?

A. Hepatitis B vaccination of staff
B. Keeping a sharps injury log
C. A written exposure control plan
D. Use of engineering and work practice controls

6. OSHA regional offices may target medical
offices with local emphasis programs, which are
surprise inspections conducted without warning
in the absence of an employee complaint.

A. True
B. False

7. The most frequently cited provisions under the
bloodborne pathogen standard for physician
offices in the national OSHA data were for defi-
ciencies in:

A. Exposure control plan
B. Employee training 
C. Engineering controls
D. All of the above

8. The Duke University policy for high-level disin-
fection specifies that scopes rinsed with tap
water must be subsequently rinsed with alcohol
and thoroughly dried using medical-grade
forced air through all lumens.

A. True
B. False

Answers: 5. B; 6. B; 7. D; 8. A.

Order the CD now to educate your 
entire staff!

Is it time for you to consider more aggressive
measures as methicillin-resistant

Staphylococcus aureus (MRSA) emerges 
in hospitals and communities?

Determine if ASC infection prevention
strategies are appropriate for your facility.

Evaluate issues of MRSA prevalence,
screening costs, and facility resources.

Order today! Call (800) 688-2421

Or order online —
www.ahcmediainteractive.com

Presented by William Jarvis, MD, one of 
the world’s leading experts on health care

epidemiology. Dr. Jarvis recently conducted an
unprecedented national prevalence study of

MRSA.
MRSA CD Price: $299, including accompany-
ing presentation slides. When ordering by
phone, please mention Priority Code
11T071443699.

Did you miss AHC Media’s live
audio conference — 

MRSA: Is It Time for Search and
Destroy?


