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This manual, Getting Started: Occupational Health in 
the Healthcare Setting, is published by the Association of 
Occupational Health Professionals in Healthcare (AOHP). 
It has been specifically created for the novice occupa-
tional health professional (OHP) who provides occupa-
tional health services for healthcare personnel (HCP). The 
specialty practice of occupational health in healthcare has 
expanded over the years and continues to become more 
complex, with an increasing emphasis on health promotion 
and improvement in productivity, in addition to maintain-
ing a safe working environment. Several practice areas 
with requirements for specific expertise include:

• Regulatory and compliance requirements.
• Health hazards associated with new technologies.
• Emphasis on a safe and healthy worksite.
• Injury prevention and case management to reduce 

workers’ compensation costs.
• Developing and using outcomes monitoring tools.
• Risk management and loss control.
• Emergency preparedness and response, including natu-

ral disasters, terrorist events, and pandemic influenza.

While providing occupational health services in the health-
care setting, OHPs have many and varied responsibilities. 
Often, more than one entity is represented simultaneously. 
The role and responsibility of an OHP must be accom-
plished in a competent and  professional manner within 
the greater context of the OHP’s primary responsibility to 
HCP. The OHP is also accountable to the employer, and 
by ensuring a healthy workforce, is ultimately contribut-
ing to the critical function of providing a safe and healthy 
environment for patients.

This publication provides an overview of the essential 
information that the OHP requires to build a foundation 
for the provision of occupational health services for HCP, 
to assure a safe and healthy worksite, and to assist in risk 
management and other services for the employer. The 
manual also serves as a valuable reference for the veteran 
or experienced OHP who is embarking on a new project 

or who would like a refresher offered by AOHP Getting 
Started on the Road. In addition, it is a valuable reference 
when preparing for occupational health nursing certifica-
tion.

From the time of its creation in 1990, the manual has been 
written and edited by members of AOHP. The members 
who have contributed to the manual throughout past revi-
sions are listed on the Prior Authors and Contributors page 
in the Appendix. For this 16th edition of the manual, we 
embarked on a major revision to expand the content to 
more fully discuss the many areas of OHP responsibility, 
including the Centers for Disease Control and Prevention’s 
2019 revised tuberculosis recommendations. Because the 
OHP’s role has expanded significantly since the manual 
was first published, the Executive Board approved the 
use of content experts for selected information requiring 
in-depth expertise. The revision process was overseen by 
a core team of editors who worked with the contributing 
content experts, which include AOHP members, to develop 
new subject matter. The association thanks the editors and 
contributors for sharing their time, talent, and expertise to 
make the revised manual a reality.

The revised content has been divided into three major sec-
tions: Fundamentals of Occupational Health in Healthcare; 
Essential Components of a Health and Safety Program 
in a Healthcare Facility; and Professional Advancement 
in Occupational Health.  Sample Documents* and Refer-
ences** are located in sections four and five, respectively. 
Appendices contain AOHP’s organizational documents, a 
list of acronyms, and the history of past contributors to the 
manual.

AOHP is sincerely interested in the professional develop-
ment of OHPs, as outlined in the philosophy, vision, and 
mission statement on its website, www.aohp.org. Please 
share any questions, concerns, or comments about this 
manual by contacting AOHP Headquarters by telephone at 
1-800-362-4347 or by e-mail at info@aohp.org.

Welcome & Introduction
Welcome to the challenging world of the occupational health professional in healthcare!

*Disclaimer: Samples included in this manual are neither recommended nor endorsed by AOHP. They serve as a guide to developing these tools 
according to facility policy, legal counsel, and current national guidelines/requirements.

**Disclaimer: The links cited are current as of the date of publication of the manual. References with .com are not endorsed by the association
and served only as sources to assist in content development.
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Overview
Occupational health is a specialty practice which focuses 
on health promotion and wellness, injury and illness 
prevention, and protection of workers from occupational 
hazards. Professionals in this specialty practice include 
physicians, registered nurses, advanced practice nurses, 
and physician assistants, in addition to support staff 
such as licensed practical nurses, medical assistants, and 
clerical staff. Healthcare settings document a higher injury 
rate in comparison to general industry, manufacturing, 
and construction. These settings encounter unique 
challenges when compared to many other workplaces. 
The occupational health clinicians working in healthcare 
will focus on the care of the caregivers and workers in this 
setting. Often, occupational health offices and services 
in the healthcare setting are called “employee health 
services”.

According to the 2019 U.S. Department of Labor Bureau 
of Labor Statistics (BLS), between 2016 and 2026, jobs 
in healthcare are projected to grow by 18%. Healthcare 
occupations are expected to add more jobs than any other 
occupational group. The healthcare occupations with 
the largest projected increase in rates of employment are 
registered nurses, personal and home care aides, medical 
assistants, and licensed practical nurses, among other 
healthcare roles. 

This is an exciting time to begin a new role in occupational 
health. Starting any new job or changing to a different 
role can be exhilarating, challenging and, at times, 
overwhelming. OHPs have clinical expertise, and with 
those skills may already have many ideas about projects 
to initiate. In addition, it’s important for OHPs to establish 
methods to review the many requests for services, develop 
specialized skills in occupational health, and cultivate 
both the knowledge and skills to address the consistent 
pressures to meet regulatory requirements.

Every challenge comes with its own complexities, so 
it is essential to focus on what must be accomplished 
first. To most effectively prioritize, it is important to first 
understand the functional role of the occupational health 
professional (OHP) in healthcare. This chapter outlines the 
scope and function of this position.

The role of the OHP is challenging, exciting, and 
continuously changing. It requires a variety of skills, 
including communication, leadership, persistence, and 
critical thinking.  Healthcare personnel are already 

working harder, smarter, and longer. Now, we must learn 
to work (and live) safer and healthier.

Historical Perspective

ROLE DEVELOPMENT

To fully understand occupational health practice today it 
is worth reflecting, if only briefly, on its beginnings. The 
recognition that our health can be affected by the work we 
do dates back to the time of the Greek empire, but came 
into its own as a health field in the 1700s in Italy when the 
physician Bernardino Ramazzini wrote the first textbook 
on occupational diseases. He described many of the work-
related conditions we continue to address today, including 
how awkward postures and repetitive motion cause chronic 
injuries and how dust and fumes can worsen asthma. 

The specialty of occupational health nursing began its 
evolution in the late 1800s in Great Britain and the United 
States. These early nurses were referred to as industrial 
nurses, and they worked primarily in department stores, 
manufacturing, and coal mining companies. 

• In 1888, Betty Moulder began her practice for a coal 
mining company in Drifton, Pennsylvania. She is 
believed to be the first industrial nurse in the United 
States.

• In 1902, a nurse was placed in a plant to offer public 
health services and to demonstrate the value of such a 
service. This was initiated by the Milwaukee Visiting 
Nurses Association.

• In 1916, two important events occurred. Florence 
Wright described the valuable work of the industrial 
nurse to the National Safety Council, and Ella Phillip 
Crandal defined the role of the industrial nurse.

• Until workers’ compensation laws were implemented 
in the United States in 1911, industrial nurses were 
solely visiting nurses providing public health services. 
The initial workers’ compensation laws required first 
aid stations at individual work sites.

• With the signing of the Occupational Safety and 
Health Act of 1970, the Occupational Safety and 
Health Administration (OSHA) and the National 
Institute for Occupational Safety and Health (NIOSH) 
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were established. The result of this statute was that the 
government became actively involved with the health 
and safety of American workers. This paved the way 
for the continuing development of occupational health 
as a nursing specialty. 

• Occupational health nursing practice has continued 
to evolve, and current roles and practice settings 
are in varied workplaces and sites. The discipline 
of occupational health nursing now includes 
environmental health, injury prevention, emergency 
preparedness and response, infection control, 
workplace health promotion, and the emerging field of 
Total Worker Health®.

ASSOCIATION DEVELOPMENT

• In 1915, the Boston Industrial Nurse Club was formed. 
It was the forerunner of the New England Association 
of Industrial Nurses.

• The Factory Nurses Conference was formed in 1916 
and, in 1922, changed its name to the American 
Association of Industrial Nurses (AAIN).

• In 1942, AAIN became a national organization, and its 
first national meeting was held in 1943.

• In 1971, the American Board of Occupational 
Health Nurses (ABOHN) was formed as a separate 
credentialing body for occupational health nurses. 

• In 1977, the AAIN changed its name to the American 
Association of Occupational Health Nurses (AAOHN) 
to more accurately reflect the scope of practice.

• Although the health and safety needs of healthcare 
personnel (HCP) are similar in many respects to that 
of workers at large, HCP face a unique set of hazards. 
These unique hazards were the basis for the founding 
of the local Association of Hospital Employee Health 
Professionals in Healthcare (AHEHP) in Northern 
California in 1981. In 1983, the AHEHP was 
incorporated and became a national organization.

• In 1994, AHEHP became the Association of 
Occupational Health Professionals in Healthcare 
(AOHP) to more accurately reflect the mission and 
vision of the organization. On a national level, AOHP 
works to advance the health, safety, and well-being 
of HCP. The formation of an alliance with OSHA, 

and development of collaborative relationships 
with OSHA, NIOSH, The Joint Commission (TJC) 
and AAOHN, have been among the activities 
accomplished on a national level.

• April 19-23, 2004, marked the first national week 
of recognition by AAOHN for occupational health 
nurses (OHNs) across the country. The contribution 
of the specialty to the health and safety of the nation’s 
workforce was recognized and acknowledged.

• In October 2006, AOHP and NIOSH established a 
collaborative partnership to improve workplace safety 
and health in the healthcare setting with the signing of 
a memorandum of understanding.

• In January 2014, AOHP joined the ALLIANCE, an 
association that provides a forum for identification, 
education, and collaboration regarding issues of 
common interest for advancement of the nursing 
profession. AOHP also joined the American Nurses 
Association Organizational Alliance to collaborate 
with other nursing organizations and advocate for the 
health and safety of HCP.

• In 2014, AOHP formed a partnership with the Japan 
Infection Control Support Association (JICSA) on the 
project to translate the Getting Started Manual into 
Japanese. The translated manual was presented on July 
19, 2014, in Osaka, Japan by two AOHP Executive 
Board Members to health professionals who work in 
the areas of occupational health, infection prevention 
and control, sterile processing, and central distribution.

• In 2019, an extensive revision of the Getting Started 
Manual was undertaken to provide a comprehensive 
update of occupational health policies and procedures, 
practice issues, and regulatory requirements, with 
an emphasis on healthcare in a hospital or medical 
setting. 

Roles and Functions of 
OHPs 

  
Occupational health nursing has evolved into a specialty 
dedicated to the health and safety of HCP. Regardless of 
the practice setting, there are six roles and functional areas 
that each OHN fulfills. Other OHPs in the department may 
also be functioning in these roles.
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• Administrator/Manager
• Clinician
• Case Manager
• Educator
• Consultant
• Researcher

ROLE AS ADMINISTRATOR/MANAGER

As an administrator or manager, the OHP may: manage a 
single unit or department; be part of a larger occupational 
health (OH) department; or manage OH at a system/ 
corporate level. The role of the manager requires a balance 
between meeting the objectives of the organization and 
serving as an advocate for the employee. Ethical decision-
making is imperative whether the OHP is the “official” 
manager or one of a number of staff nurses in OH.

If the department is being established, a start-up plan must 
be designed. Vision and mission statements, a plan for 
services as required by The Joint Commission (TJC), job 
descriptions, performance standards, and evaluation tools 
are among the first documents that must be prepared. 

Additional managerial functions may include the 
preparation of the department’s budget, policy and 
procedure development, scheduling of staff and services, 
recruitment and retention of staff, and setting of 
professional development goals. 

ROLE AS CLINICIAN 

A variety of clinical activities are performed by the OHP 
in healthcare. Services rendered should be within the 
clinician’s scope of practice. Health assessments may 
consist of fitness for duty, pre-placement, and return to 
work or job transfer health evaluations. The clinician 
may also complete health surveillance for potential 
occupational exposures, monitoring of infection prevention 
and control requirements with regard to immunizations, 
and exposure management.

ROLE AS CASE MANAGER

This role for the OHP focuses on coordinating and 
managing the care of: work-related injuries and 
illnesses; short- and long-term disability issues; workers’ 
compensation claims; and family and medical leave. 
Circumstances that may warrant case management are 

work injuries and fitness for duty issues that are affecting 
job performance or return to work. Case management may 
include the implementation of modified or transitional 
duty for both work-related and non-occupational illnesses 
and injuries. Related to medical assessments, the treating 
provider will work closely with the OHP and case 
manager to assist with return to work. The manager for 
the employee would also be expected to be an active 
participant in this process, especially if accommodated 
work is required.

The OHP may coordinate the Employee Assistance 
Program (EAP) for the facility, assisting with management 
of referrals and interventions, and supporting employees 
experiencing workplace or other stressors.

ROLE AS EDUCATOR

As an educator, health and safety education requirements 
must be assessed. Presentations should be tailored for the 
audience’s age group, culture, and educational background. 
The composition of the group being addressed must also 
be considered. Groups will vary from administrators and 
managers, to environmental services staff, medical staff, 
and volunteers. Adult learning techniques should be used 
when preparing any educational program; adult learning 
approaches are problem based and collaborative with 
the learner. Creativity in teaching enhances the learning 
process.

ROLE AS CONSULTANT

The OHP should be an advisor in the evaluation and 
development of occupational health services within the 
facility, health system, and community. Monthly reports 
and trend analysis can lead to efforts to reduce injuries 
and adopt a proactive approach to injury prevention. 
Participation in various facility committees can provide 
the OHP with the opportunity to share expertise and guide 
policy formation. The OHP must serve as a resource 
for advancing programs and research in the facility, 
particularly as they relate to the health and safety of the 
workforce.

ROLE AS RESEARCHER 

Since the time of Florence Nightingale, research has 
advanced the science of nursing and its specialties, 
including occupational health nursing. As research 
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continues, further advancements will follow. Research 
findings can be applied in practical ways to occupational 
health settings by providing evidence for improving the 
cost and quality of services and program development. In 
addition, the use of research findings adds to the OHP’s 
professionalism and credibility. AOHP supports research 
in its Standards of Occupational Health Professionals in 
Healthcare and the Julie Schmid Research Scholarship. 

Demonstrating the 
Value of the OHP Role

The value of the OHP role has been well documented as 
it relates to health promotion, evaluation, and treatment 
of work-related injuries and illnesses, leadership in 
coordination, and monitoring of safety-related programs. 
There is direct value to the employee and the employer 
through the positive impact on the health of the worker, 
as well as the subsequent improvement in productivity 
at work. OHPs are aware of the legal, regulatory, and 
compliance issues that may impact cost benefit analysis and 
the improvement in worker productivity and lost work time. 

As healthcare systems and their administrative structures 
become increasingly more complex, how can the 
OHP demonstrate the value and benefit of this role in 
the organization? There must be an awareness in the 

organization that the OHP is both a key partner in the 
health and well-being of workers and a partner in the 
organization’s mission, vision, and goals. It is important to 
establish a relationship with managers and executives in 
the organization to assure that these groups are apprised of 
the importance of OH services and the OHP role. 

Preparing and submitting reports to management on a 
consistent basis using data regarding OH services with a 
return on investment (ROI) assessment can further empha-
size and highlight the benefits of an OHP. Is there a cost 
benefit for treatment of illnesses or injuries at the worksite 
versus using an offsite facility? Are there cost savings 
with case management services or wellness screenings? 
Illustrate and clarify with management the specific skills 
an OHP has that will move programs forward and have a 
positive impact on ROI. Use survey information related 
to worker recognition of services provided to illustrate a 
more specific focus on the worker and the impact of OH 
programs on meeting individual worker needs. This repre-
sents a value on investment and contributes to meeting the 
goals of the organization as a whole.  

Given the issues related to an aging workforce, higher 
acuity of patients, a wider array of testing and procedures, 
and environmental and financial constraints, the OHP can 
make a positive impact on health and safety for workers. 
It’s an investment the organization can count on!
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Impacts on OH Practice
A number of federal regulations, state statutes, voluntary 
accreditations and designations, and best practice 
guidelines impact the practice of occupational health 
(OH), regardless of setting. This chapter highlights the 
major determinants of practice from a regulatory and best 
practice perspective. Both the new and the experienced 
occupational health professional (OHP) need to be aware 
of current legislative determinants of practice and keep 
abreast of the changing regulatory landscape and best 
practices.

Federal Health and 
Safety Regulations

THE OCCUPATIONAL SAFETY AND HEALTH 
ADMINISTRATION (OSHA)

The Federal Occupational Safety and Health Act (OSH 
Act) (29 USC, Sections 651-78 [1970]) was signed into 
law on December 29, 1970. The purpose of the act was to 
“assure safe and healthful working conditions for working 
men and women by setting and enforcing standards and by 
providing training, outreach, education, and assistance.” 
The OSH Act clearly states that employers are responsible 
for providing a safe work environment for their employ-
ees. This act created three agencies: OSHA; the National 
Institute for Occupational Safety and Health (NIOSH); and 
the Occupational Safety and Health Review Commission. 
OSHA is part of the U.S. Department of Labor and is led 
by the Assistant Secretary of Labor for Occupational Safe-
ty and Health. OSHA covers most private sector employ-
ers and workers in all 50 states, the District of Columbia, 
and other U.S. jurisdictions either directly through Federal 
OSHA or through an OSHA-approved state program. 

Primary responsibilities of OSHA are:
•  Establishing and enforcing standards related to the 

safety and health of workers, including healthcare 
personnel (HCP). Standards are developed through a 
rule-making process that is discussed in Chapter 10: 
Legislative Activities. 

• Approving and monitoring the states that have created 
their own safety and health administrations. 

• Responding to and investigating employee complaints.

• Conducting worksite inspections and issuing citations 
based on OSHA standards. Unannounced inspections 
can be conducted for: imminent danger; catastrophes 
– fatalities or hospitalizations; worker complaints and 
referrals; targeted inspections – particular hazards; 
high injury rates; and follow-up inspections. 

A number of Federal OSHA regulations and standards are 
applicable to the healthcare setting. Primary regulations 
that the OHP in healthcare must be aware of include the 
following:

• OSHA requires employers to post the OSHA poster in 
an appropriate place. This poster advises employees 
of their rights and the employer’s responsibilities 
for a safe workplace. Workers have the right to 
report unsafe conditions without fear of retaliation. 
Additional workers’ rights are to:
○	Be	trained	in	a	language	and	in	terms	they	

understand.
○	Work	on	machines	that	are	safe.
○	Be	provided	required	safety	gear,	such	as	gloves,	or	

a harness and lifeline, to prevent falls.
○	Be	protected	from	toxic	chemicals.
○	Request	an	OSHA	inspection,	and	speak	to	the	

inspector.
○	Report	an	injury	or	illness,	and	obtain	copies	of	the	

injured worker’s medical records.
○	View	copies	of	the	workplace	injury	and	illness	log.
○	Review	records	of	work-related	injuries	and	

illnesses.
○	Obtain	copies	of	test	results	conducted	to	find	

hazards in the workplace.

• General Duty Clause: The General Duty Clause is 
found in Section 5(a)(1) of the OSH Act of 1970 and 
reads that “each employer shall furnish to each of his 
employees employment and a place of employment 
which are free from recognized hazards that are 
causing or are likely to cause death or serious physical 
harm to his employees.” Healthcare hazards that may 
not	be	covered	by	a	specific	OSHA	standard,	such	as	
ergonomics, workplace violence, infectious diseases, 
or musculoskeletal injuries, can be covered by the 
General Duty Clause.

•	 The	most	common	hazard-specific	OSHA	standards	
for	healthcare	are	found	in	Volume	29	of	the	Code	of	
Federal Regulations (29 CFR) and subparts within 
Volume	29.	They	include:
○	Bloodborne	Pathogen	Standard	 	 	 	

29 CFR 1910.1030
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○	Employee	Exposure	and	Medical	Records	 	
29 CFR 1910.1020

○	Hazard	Communication	Standard	 	 	 	
29 CFR 1910.1200

○	Occupational	Noise	Exposure	 	 	 	
29 CFR 1910.95

○	Personal	Protective	Equipment	for	General	Industry	
29 CFR 1910

○	Recordkeeping	 	 	 	 	 	
29 CFR 1904

○	Respiratory	Protection	 	 	 	 	
29 CFR 1910.134

○	Walking-Working	Surfaces	and	Fall	Protection	 	
29 CFR 1910.21

• In addition, there are a number of other hazards 
covered by OSHA standards. It is beyond the scope 
of this manual to list all of these. The OHP needs 
to be aware that additional standards exist in regard 
to:	specific	types	of	personal	protective	equipment	
(PPE);	specific	types	of	chemical	hazards,	including	
compressed gases; hazards that maintenance staff 
may	experience,	such	as	electrical,	confined	spaces,	
machine	guarding,	and	welding	fire	protection;	
materials	handling	and	storage;	fire	safety;	exiting	
(egress); and lighting. The OHP needs to become 
familiar with the OSHA website and how to search for 
hazard-specific	standards.

• There are stringent OSHA requirements for 
recordkeeping and reporting serious workplace injuries 
and illnesses. Employers with more than 10 employees 
are required to keep records for injuries/illnesses that 
require	treatment	beyond	first	aid.	Serious	injuries	that	
meet the following criteria must be reported to OSHA 
within the required time frame. These include:
○	Workplace	fatalities,	which	must	be	reported	within	

eight hours, and
○	Workplace	injuries	that	cause	inpatient	

hospitalization, amputation, or loss of an eye, which 
must be reported within 24 hours.

Serious injuries can be reported by (1) calling the 
nearest	OSHA	office,	(2)	calling	the	OSHA	24/7	hot-
line at 1-800-321-6742 (OSHA), or (3) reporting the 
serious injury online. Recordkeeping and reporting 
requirements are discussed in more detail in Chapter 
6: Recordkeeping, Data Analysis, and Reporting.

• OSHA also issues letters of interpretation and 
compliance directives. Letters of interpretation 
do not change an existing OSHA standard; they 

help to answer and explain questions that arise 
from the implementation of the standard in certain 
circumstances. Compliance directives provide 
OSHA	Compliance	Safety	and	Health	Officers	with	
specific	instructions	on	how	to	conduct	an	inspection	
for a certain standard. Examples of healthcare-
related compliance directives include bloodborne 
pathogens, workplace violence, tuberculosis, hazard 
communication, PPE, formaldehyde, and respiratory 
protection.

• OSHA has also developed guidelines for temporary 
workers. Although not a standard, OSHA does view 
both	the	staffing	agency	and	the	host	employer	
as having joint responsibility for the safety of the 
temporary employee while at the worksite. The OHP 
should	be	familiar	with	specifics	of	the	temporary	
worker guidelines and participate with the host 
employer to ensure a safe work environment, including 
follow-up of injuries that may occur onsite at the host 
employer.  

OSHA provides free services for employers seeking to 
provide a safer working environment for employees:

• On-Site Consultation is an option for small businesses 
with fewer than 250 workers at a site (and no more 
than 500 employees nationwide). These services 
are separate from enforcement and do not result in 
penalties or citations. By working with the OSHA 
On-Site Consultation Program, certain exemplary 
employers may request participation in OSHA’s Safety 
and Health Recognition Program (SHARP). 

• Compliance Assistance is available from assistance 
specialists throughout the nation who can provide 
general information about OSHA standards and 
compliance assistance resources. 

• Cooperative Programs help prevent fatalities, 
injuries, and illnesses in the workplace. The Alliance 
Program, OSHA Strategic Partnerships (OSP), and the 
Voluntary	Protection	Programs	(VPP)	are	examples	of	
Cooperative Programs.

Educational resources provided by OSHA include:
• The OSHA Training Institute (OTI) Education Centers 
are	a	national	network	of	nonprofit	organizations	au-
thorized by OSHA to deliver occupational safety and 
health training to private sector workers, supervisors, 
and employers. 

• Educational materials are available in both print and 
electronic format on the OSHA website. Numerous 
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publications help explain OSHA standards, job 
hazards, and mitigation strategies, and they provide 
assistance in developing effective safety and health 
programs.

• QuickTakes, OSHA’s free, twice-monthly online 
newsletter, offers the latest updates from OSHA. 

State Regulations and 
Statutes

STATE OCCUPATIONAL SAFETY AND HEALTH 
ADMINISTRATIONS

The 1970 OSH Act included provisions in Section 18 for 
the establishment of state health and safety programs that 
are at least as effective as Federal OSHA in providing a 
safe working environment for employees. State OSHA 
plans must be submitted to Federal OSHA for approval and 
are monitored by Federal OSHA. The state approved plans 
also receive funding from Federal OSHA. State OSHA 
plans	are	monitored	by	the	Federal	Annual	Monitoring	
Evaluation Process to ensure they are meeting federal 
OSHA requirements within the state plan. State plans will 
also conduct worksite inspections.

OHPs need to be aware if they are working in a state with 
a state OSHA plan. There are currently 22 states with state-
approved OSHA plans that cover private, state, and local 
government workers. Five additional states and one U.S. 
territory cover only state and local government workers. 
When	Federal	OSHA	announces	a	final	standard,	the	states	
with approved plans must follow in due course with a 
standard that is as effective as the federal standard. States 
have the prerogative to develop a more stringent standard 
than the Federal OSHA standard. A listing of state OSHA 
plans is available on the OSHA website.

STATE AND LOCAL HEALTH DEPARTMENTS

State and local health department requirements may 
vary from one locale to another. Become familiar with 
requirements, which may include the reporting of 
infectious diseases and pre-placement health examinations 
for applicants. In addition, state health departments may 
conduct surveys in healthcare facilities that include review 
of employee health records.

WORKERS’ COMPENSATION 

Accounts of primitive workers’ compensation activities 
date back to ancient times; in particular, regarding 
compensation provided for lost body parts. The earliest 
form of workers’ compensation as we know it today 
began in 1884 in Prussia (modern-day Germany). Policies 
first	came	to	the	United	States	in	1908,	when	American	
President William Howard Taft enacted workers’ 
compensation for interstate trade workers. Programs grew 
throughout	the	19th	century,	with	Wisconsin	being	the	first	
state to enact workers’ compensation legislation in 1911. 
By 1948, all states had workers’ compensation statutes, as 
well as workers’ compensation insurance because, at the 
time, job-related injuries were seen as social issues and 
therefore the responsibility of the states. In 1930, Social 
Security Disability became law.

Federal workers’ compensation covers federal and postal 
workers, energy workers, longshore and harbor employees, 
and coal miners. Each state has its own workers’ 
compensation statute, and it is crucial for OHPs to be 
knowledgeable about their respective state statute. Those 
who work in a multi-facility network that covers multiple 
states need to be familiar with the state statute for the state 
in which the employee was injured.

• In general, workers’ compensation is a “no-fault” 
system.	Employers	benefit	by	being	exempt	from	
tort action; that is, an employer cannot be sued by an 
injured employee. Employees are able to sue a third 
party if they were responsible for the injury. However, 
the employee must pay the employer back. 

• In most states, there are exempt employees, and these 
most often include domestic and agricultural workers.

• Injured employees receive wage replacement (usually 
two-thirds of salary) payment for medical treatment, 
including rehabilitation. These payments are made 
according to the state workers’ compensation statute.

• Employers buy either commercial workers’ 
compensation insurance or are self-funded for 
workers’ compensation, meaning the employer pays 
for all workers’ compensation costs. If an employer 
is self-funded, the employer may have a third party 
administrator (TPA) who manages the workers’ 
compensation claims.

•	 Most	states	have	workers’	compensation	boards	that	
oversee operations related to their respective statutes. 
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The states that currently do not have boards are 
Alabama,	Louisiana,	New	Mexico,	Tennessee,	and	
Wyoming.

Federal Human 
Resources-related 
Regulations 

AMERICANS WITH DISABILITIES ACT (ADA)

The Americans with Disabilities Act (ADA), 42 USC 
Sections 12101 et seq., was signed into law in July 1990 
and	amended	in	September	2008	(ADAAA).	Modeled	after	
the Civil Rights Act of 1964, ADA was intended to address 
and eliminate barriers so that individuals with disabilities 
are assured equality of opportunity, full participation, 
independent	living,	and	economic	self-sufficiency.	ADA	
is far-reaching and, in addition to employment, covers 
public services, accommodations, services operated by 
private entities, construction, and communications. The 
2008	amendments	emphasized	that	the	definition	of	
disability should be construed in favor of broad coverage 
of individuals. 

The ADA makes it unlawful to discriminate in 
employment	against	a	qualified	individual	with	a	disability.	
The ADA prohibits health examinations before an offer of 
employment is made. An individual with a disability is a 
person who:

• Has a physical or mental impairment that substantially 
limits one or more major life activities;

• Has a record of such an impairment; or
• Is regarded as having such an impairment.

The ADA also protects individuals from employment 
discrimination based on association with an individual 
who has a disability (e.g., refusing to hire a person who 
lives	with	someone	who	has	human	immunodeficiency	
virus	-	HIV).	

A	qualified	individual	with	a	disability	is	someone	
who, with or without reasonable accommodation, can 
perform the essential functions of the job in question. Job  
descriptions can assist in determining essential functions, 
including the mental and physical requirements. In the 
absence of a job description, the U.S. Department of 
Labor’s O*Net website can provide information about job 
activities and requirements. 

The ADA does not provide a comprehensive list of 
conditions	meeting	the	definition	of	disability.	Examples	of	
conditions considered disabilities include: 

• Cancer
• Blindness
• Deafness
• Partial or completely missing limbs
• Epilepsy
•	 Multiple	sclerosis
•	 Muscular	dystrophy
• Amyotrophic lateral sclerosis
• Intellectual disabilities
• Cerebral palsy
•	 Mobility	impairments
•	 HIV	
• Bipolar disorder
• Obsessive-compulsive disorder
• Post-traumatic stress disorder

Equal Employment Opportunity Commission (EEOC) 
guidance advises employers not to focus on whether 
employees	meet	the	definition	of	disability,	but	on	the	
requested accommodation, whether it is reasonable, and 
if it can be provided without undue hardship. Reasonable 
accommodation under the ADA can include: 
•	 Making	facilities	accessible	and	usable.
• Restructuring a job.
•	 Modifying	work	schedules.
• Acquiring or modifying equipment.
•	 Providing	qualified	readers	or	interpreters.
•	 Modifying	examinations,	training,	or	other	programs.
• Reassigning a current employee to a vacant position 
for	which	the	individual	is	qualified	if	the	person	
becomes disabled and is unable to do the original job. 

•	 Time	off	(even	beyond	Family	and	Medical	Leave	Act	
[FMLA]	limitations).

Employers are not required to lower quality or quantity 
standards and are not obligated to provide items for 
personal use such as glasses or hearing aids. 

The decision as to whether an accommodation is 
reasonable	is	specific	to	the	organization	and	situation.	
Employers are required to engage in an “interactive 
process” to identify, evaluate, and determine the need 
for and type of accommodation. This requires two-way 
communication with employer and employee input on 
accommodation needs and options. A helpful resource 
for OHPs is the Job Accommodation Network (JAN), 
funded by the U.S. Department of Labor. It provides 
free,	expert,	and	confidential	information	on	workplace	
accommodations and related employment issues. 
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ADA and Drug and Alcohol Tests and Use
A drug test is not considered a health examination under 
the ADA and may be done before an offer of employment 
is made. Individuals who are currently using illegal drugs
are	specifically	excluded	from	the	definition	of	disability.	
The ADA may protect an alcoholic, if he or she can 
meet	the	definition	of	disability.	The	ADA	does	protect	a	
recovering drug addict who is no longer engaging in the 
illegal use of drugs. 

However, performance and conduct standards can be 
enforced with alcoholics and individuals currently using or 
in recovery from drug use. The ADA is a consideration for
OHPs	in	pre-placement	health	assessments,	fitness	for	
duty evaluations, return to work assessments, and health 
monitoring and medical surveillance activities. 

DRUG FREE WORKPLACE ACT

Unlike employment laws that apply to all private 
employers who meet the minimum threshold number of 
employees to be covered, the Drug Free Workplace Act 
of 1988, 41 USC 81, applies only to some employers. 
Covered employers under the Drug Free Workplace Act 
include:

• Federal grant recipients of any size.
• Federal contractors with a contract of more than 

$100,000.

If covered, employers must:
• Adopt a drug-free workplace policy.
• Establish a drug-free awareness program.
• Require that employees notify the employer if they 

are convicted of violating a criminal drug statute for 
conduct occurring in the workplace.

• Impose some sanction on the employee when he or she 
is convicted of a criminal drug violation.

• Notify the granting or contracting agency.

The drug-free awareness program must communicate 
information to employees about:

• Dangers of drug abuse.
• The Drug-Free Workplace policy.
• Availability of Employee Assistance, counseling, or 

rehabilitation programs.
• Consequences of policy violations.

The Drug Free Workplace Act does not require drug testing 
of employees. The Department of Transportation requires 
drug testing for employees in safety-sensitive positions 
and in certain industries.

Substance Abuse in Healthcare
Drug testing in healthcare settings is a standard component 
of pre-employment screening. It is encouraged by The 
Joint Commission and assists healthcare employers in 
addressing the risk of employing individuals who are 
addicted. The rationale for drug testing is the belief that 
drug usage is associated with higher rates of work-related 
accidents and injury, absenteeism, turnover, healthcare 
costs, and substandard work performance. 

The healthcare environment presents unique challenges, 
in part due to the access and availability of controlled 
substances. A healthcare subculture that places a value 
on working beyond one’s limits, often with unrealistic 
expectations, can cause employees to deny their own needs 
and stress levels. Physical demands of the job, injuries, and 
chronic pain issues may create vulnerability to:

• Availability of conscious-altering medications in the 
workplace, with poorly monitored or implemented 
procedures for storing or disposing of medications.

• Impairment that affects HCP at the same rate as the 
general population, especially with the abuse of 
prescription medications and a higher rate of co-
dependency to cover for poor performance.

• Patients not obtaining expected pain control because 
medication may be documented as given, but not 
actually administered.

Policy Development and Implementation
An effective substance abuse policy addresses public 
and patient safety needs and the rights of the individual. 
Before drug screening can be implemented, a substance 
abuse policy must be developed and communicated at 
all levels of the organization. The policy must be clear 
and administered in a fair and consistent manner. It must 
encompass all staff, including volunteers, physicians, and 
anyone conducting business on the institution’s property, 
while addressing both legal and illegal medications. 
It must consider federal and state laws as well as any 
regulatory	provisions	that	affect	specific	subsets	of	
employees. Education must be implemented, emphasizing 
early intervention and treatment. An ongoing method 
to communicate and document that all employees are 
informed of the policy is needed. These 12 factors should 
be considered:

1. Assure that representatives from key areas are 
involved in policy development, including human 
resources, risk management, employee assistance, 
labor unions, education, laboratory, behavioral health/
chemical dependency, OH, and others such as the 
nursing service and medical staff. Professionals are 
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more likely to support and adhere to the policy if they 
are involved in its development.

2.	Assure	that	the	policy	reflects	the	vision,	values,	and	
philosophy of the organization and includes:
• Focus on providing help for those with substance 

abuse problems, rather than hunting out “drug 
addicts”	and	firing	them.	

• The criteria for implementing reasonable suspicion/
for-cause testing, stated in behavioral terms.

•	 Privacy	and	confidentiality,	including	who	can	
access	what	information	and	defining	who	has	a	
need to know.

• Application for all staff members, including 
employees, physicians, and volunteers. A mechanism 
must be established to address suspected substance 
abuse problems with temporary staff and students.

• Support for recovery and return to work, with a 
clearly	defined	policy	for	relapse.

3. The scope of the substance abuse policy and drug 
screening should include:
• Provisions to rescind offers of hire if the prospective 

employee tests positive.
• Reasonable suspicion/reasonable cause testing: 

Performed when there is a reason to believe that an 
employee may be impaired. Indications for testing 
can include changes in or aberrant behavior, unsafe 
work practices or patterns (including medication 
administration	red	flags),	appearance,	odor,	and/or	
speech indicators. The behavior must be documented 
by a supervisor with concurrence of a second 
supervisor, usually required if feasible.

• Post-accident/incident: Testing may be required 
under an employer’s policy or by regulation, with 
collection of post-accident specimens needed 
quickly, often off-hours. Results may be used in 
legal proceedings regarding compensation and 
liability. State laws may regulate the use of post-
accident testing. 

• Random testing: Random, unannounced drug testing 
provides the highest deterrent against employee 
drug use. Tests are conducted within short notice, 
and employees who have been already selected 
remain in the pool to maintain the deterrent effect. 
Random, unannounced testing of HCP without 
reasonable suspicion or not as part of a return to 
work agreement is not currently supported by the 
American	Nurses	Association,	American	Medical	
Association, or American Hospital Association.

• Post-treatment: As part of a return to work 
agreement.

• Panel to be tested for, including prescription 
medications, illegal drugs, and alcohol. The 
employer has the right to choose the number of 
drugs to be tested. A basic drug screen includes a 
five-panel	test	of	the	common	drugs	amphetamine,	
cocaine, marijuana, opiates, and phencyclidine.

• Type of testing: Urine, hair, saliva, blood, 
breathalyzer.

•	 Mechanism	for	suspension	pending	investigation	
when there is reasonable suspicion of impairment.

• The support of evaluation and treatment with a 
return to work agreement for individuals with 
chemical dependency who self-refer. Individuals 
found in violation of drug free workplace policies 
may be subject to disciplinary action, up to and 
including termination of employment. This is 
particularly true when drug diversion or patient/
employee safety are involved. Professional 
licensing bodies may be involved in return to work 
agreements and set requirements for post-return 
monitoring.

4.	Procedures	for	drug	testing	must	be	detailed,	specific,	
clear, and consistent with federal recommendations 
regarding:
• Where and how the sample will be collected.
•	 Method	to	maintain	chain	of	custody.
•	 Consistency	with	the	Substance	Abuse	and	Mental	
Health	Services	Administration	(SAMHSA)	
recommendations.	SAMHSA	is	the	federal	agency	
which establishes policies and resources in these 
areas. The U.S. Departments of Transportation 
(DOT) and Energy (DOE) have additional legal 
requirements. General procedures include:
○	Donors	should	have	identification	checked,	

remove all outer garments, and leave personal 
effects outside the restroom.

○	Ideally,	a	designated	restroom	is	used	for	
collection and prepared to deter specimen 
tampering. Bathrooms should have secured water 
sources, and bluing should be added to the tanks to 
prevent dilution of specimens.

○	Specimen	reading	within	four	minutes	of	donation	
for temperature (should be within normal range of 
32°-38° C/90°-100° F, and rejected if not within 
temperature range).

○	Chain	of	custody	form	to	document	that	there	has	
been no tampering.

○	What	occurs	when	specimen	is	too	cold,	
insufficient	in	amount,	or	non-conforming	in	other	
ways.
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○	What	to	do	if	the	individual	is	unable	to	produce	a	
specimen.

○	How	employment	decisions	are	made	and	
communicated.

5. Assign or establish a contract with a medical review 
officer	(MRO)	to	evaluate	lab-positive	tests.	A	certified	
MRO	is	a	licensed	physician	who	has	knowledge	of	
substance abuse disorders and has appropriate train-
ing to interpret and evaluate an individual’s positive 
test together with his/her medical history and other 
relevant	information.	The	MRO	is	charged	to	“receive,	
review, interpret, verify, and report” drug test results. 
The	MRO	offers	the	employee	with	a	laboratory-
reported positive test result the opportunity to discuss 
legitimate medical explanations for presence of drug 
metabolites in the specimen.

6. Include the option for a second test (at the employee’s 
cost),	if	requested,	at	a	SAMHSA	certified	lab	in	for-
cause situations.

7. Determine how individuals will be referred for evalua-
tion. Identify where, how they will be transported, and 
the role of security personnel, privacy, documentation, 
and referral for treatment decisions.

8. Drug testing does not replace effective human resource 
policies and disciplinary procedures. Supervisors and 
managers need support and consultation from both hu-
man resources and OHPs to assess and problem solve 
these situations. 

9. It is likely that not all drug tests will result in posi-
tive	findings.	A	measure	of	program	effectiveness	is	
identification	of	other	types	of	problems	that	present	
with behavioral symptoms such as depression, anxiety 
disorders, seizure disorders, or other medical condi-
tions.

10. Provide education on the substance abuse policy. 

11. Evaluate the program on a consistent basis. This 
process will result in program improvements based 
on experience and issues that arise, and will validate 
processes and outcomes.

12.	Maintain	a	relationship	with	key	departments	
to facilitate ongoing dialogue and awareness of 
regulatory requirements, as they can change. The 
Controlled Substances Act, Nurse Practice Act, Joint 
Commission	Medication	Management	standards,	and	

medical marijuana state laws are particular areas to 
monitor.

FAMILY AND MEDICAL LEAVE ACT (FMLA)

The	Family	and	Medical	Leave	Act	of	1993	(FMLA)	(29	
USC, Chapter 28, Sections 2601-2684) was signed into 
law in February 1993 and went into effect in August 1993.
The	purpose	of	FMLA	was	to	assist	employees	in	
balancing workplace demands with family needs, entitle 
employees	to	take	reasonable	leave	for	specified	reasons,	
and promote equal employment opportunity for men and 
women.	FMLA	is	administered	by	the	U.S.	Department	of	
Labor, Wage and Hour Division.

FMLA	provides	eligible	employees	who	meet	certain	
requirements the right to take up to 12 weeks of unpaid, 
job-protected leave in a designated 12-month period. 
Leave time can be taken continuously, intermittently, 
or through a reduced work schedule. If an employee is 
provided group health insurance, the employee is entitled 
to continuation of group health insurance coverage 
during	FMLA	leave	on	the	same	terms	as	if	he	or	she	had	
continued to work.

To	be	eligible	for	FMLA,	an	employee	must:
• Work for a covered employer in a covered location 

(50 employees within 75 miles of an employee’s 
workplace).

• Been employed for 12 months and worked at least 
1,250 hours in the preceding 12 months.

FMLA	of	up	to	12	weeks	is	available	for:
• The employee’s serious health condition.
• Birth and care of an employee’s newborn child.
• Care of a parent, spouse, or child with a serious health 

condition.
• The placement with the employee of a child for 

adoption or foster care.

A	serious	health	condition	under	FMLA	can	include:
• Overnight/inpatient stay.
• Incapacity for more than three days with continuing 

treatment by a healthcare provider.
• Incapacity related to pregnancy or prenatal care.
• Chronic conditions requiring treatment at least twice a 

year.
• Permanent or long-term health conditions.
• Health conditions requiring multiple treatments.
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FMLA	was	amended	in	2008	to	permit	a	spouse,	son,	
daughter, parent, or next of kin to take up to 26 weeks for:

• Care for a member of the Armed Forces, including 
a member of the National Guard or Reserve who 
is undergoing medical treatment, recuperation, or 
therapy, or has a serious injury or illness. 

• Any qualifying exigency arising from their active duty 
or an impending call or order to active duty.

When	an	employee	returns	from	FMLA	leave,	he	or	she	
must be restored to the same job or to an “equivalent job”. 
The employee is not guaranteed the actual job held prior 
to the leave. An equivalent job means a job that is virtually 
identical	to	the	original	job	in	terms	of	pay,	benefits,	and	
other employment terms and conditions (including shift 
and location).  

The U.S. Department of Labor publishes forms for 
completion by healthcare providers and employees that 
meet their requirements. 

OHPs	may	become	involved	in	reviewing	FMLA	requests	
and	health	provider	certifications,	providing	return	to	
work	assessments	following	FMLA	for	the	employee’s	
serious health condition, or assisting in managing complex 
leave situations involving disability accommodation and 
work/schedule restrictions. OHPs may also work as an 
intermediary with the employee, healthcare provider, and 
human resource/leave professionals to facilitate leave and 
benefit	entitlements.	
 
An OHP’s interaction with an employee may put the 
employer	on	notice	of	the	employee’s	need	for	FMLA.	The	
OHP needs to be familiar with the organization’s policy 
and	process	for	managing	FMLA.	Employers	are	required	
to post a notice informing employees of their rights under 
FMLA.	The	Department	of	Labor	provides	a	form	notice	
containing the requiring information.

FMLA State and Local Laws
In addition to federal law, some states and municipalities 
have laws that provide for paid leave or leave for 
additional reasons such as school conferences, routine 
medical appointments, etc. It is important for the OHP to 
be familiar with any applicable state or local requirements. 

GENETIC INFORMATION NONDISCRIMINATION 
ACT (GINA)

The Genetic Information Nondiscrimination Act (GINA), 
passed in 2008 and effective on November 1, 2009, makes 

it illegal to discriminate against employees or applicants 
because of genetic information. It prohibits the use of 
genetic information in making employment decisions, 
restricts employers from requesting, requiring, or acquiring 
genetic information, and limits its disclosure. An employer 
may never use genetic information to make employment 
decisions because such information is not related to an 
individual’s current ability to work. 

Genetic information includes information about an 
individual’s genetic tests, tests of family members, and 
information about the manifestation of a disease or 
disorder in individuals or family members. Under GINA, 
it is unlawful to disclose genetic information about 
applicants, employees, or family members.

Genetic	information	must	be	kept	confidential	and	in	
separate	medical	files.	It	may	be	kept	in	the	same	file	as	
other medical information in compliance with the ADA. 
Exceptions to the prohibition against acquiring genetic 
information include:

• Inadvertent acquisitions that arise in conversation 
where someone discloses illness of self or a family 
member.

•	 Voluntary	wellness	programs	where	medical	history	
(including that of family members) is obtained for 
health services or promotion. Note that wellness 
program incentives can create an issue of whether 
participation is truly voluntary.   

•	 FMLA	certification	responses	where	an	employee	is	
asking for leave to care for a family member with a 
serious health condition.

• Genetic monitoring programs for biological effects 
of toxic substances in the workplace where required 
by	law	or	where	it	is	voluntary	(specific	conditions	
apply).

HEALTH INSURANCE PORTABILITY AND 
ACCOUNTABILITY ACT (HIPAA)

The Health Insurance Portability and Accountability 
Act,	45	CFR	160,	first	became	effective	in	1996.	HIPAA	
protects	the	confidentiality	and	security	of	healthcare	
information. The law creates and protects individual 
privacy rights and governs the use and disclosure of 
information. It is imperative for OHPs to be aware of the 
implications of this law, beginning with understanding 
if	their	organization	is	a	“covered	entity”	as	defined	in	
the Act. The Department of Health and Human Services 
(HHS) issued the Privacy Rule to implement it. The 
Privacy Rule addresses the use and disclosure of an 
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individual’s Protected Health Information (PHI). Within 
HHS,	the	Office	for	Civil	Rights	(OCR)	has	responsibility	
for implementing and enforcing the Privacy Rule, 
including penalties. Penalties under HIPAA are both civil 
and criminal, meaning individuals can be faced with jail 
time for violations. 

In addition to the Privacy Rule, Security Standards for the 
Protection of Electronic PHI established national standards 
for protecting PHI that is being housed or transferred in 
electronic form. This is known as the Security Rule. It 
includes the use of appropriate administrative, physical, 
and	technical	safeguards	for	assuring	confidentiality,	
integrity, and security of electronic PHI. OHPs working 
at	covered	entities	should	consult	the	privacy	officer	and/
or	the	information	security	officer	of	their	organization	
for guidance on HIPAA requirements and organizational 
policies for implementing them.

In 2009, additional rules were implemented under the 
Health Information Technology for Economic and Clinical 
Health (HITECH) Act to increase privacy and security 
provisions as they apply to the electronic transmission of 
health information. The HITECH Act created additional 
obligations for business associates and created categories 
of violations, increasing maximum penalty amounts. 
There	is	a	specific	exclusion	for	workers’	compensation	
information under HIPAA. However, requiring signed 
consent	forms	to	release	health	records	is	advised.	Most	
medical providers err on the side of caution and obtain 
written consent for release of information.

With tablets, laptops, smartphones, and other mobile 
devices being used to access medical records and other 
information, appropriate methods to secure them to 
prevent inappropriate access or disclosure are needed. 
The	information	security	officer	and	privacy	officer	of	
covered entities can provide assistance in understanding 
organizational policies and practices for meeting these 
regulatory requirements. 

PREGNANCY DISCRIMINATION ACT (PDA)

The Pregnancy Discrimination Act (PDA) is an 
amendment	to	Title	VII	of	the	Civil	Rights	Act	of	1964.	
It was signed into law and took effect in October 1978 
(42	USC,	Chapter	21,	2000[e]	[Section	701]).	Title	VII	
prohibits discrimination on the basis of race, sex, color, 
national origin, and religion.

The PDA established that discrimination on the basis of 
pregnancy, childbirth, or related medical conditions is sex 
discrimination. Women affected by pregnancy or related 
conditions must be treated in the same manner as other 
applicants or employees who are similar in their ability or 
inability to work. The PDA is administered by the EEOC. 
It covers employers who have 15 or more employees.

An employer cannot refuse to hire a woman because 
of her pregnancy-related condition as long as she is 
able to perform the major functions of her job. The 
PDA also forbids discrimination based on a pregnancy-
related condition when it comes to any other aspect of 
employment, including pay, job assignments, promotions, 
layoffs,	training,	fringe	benefits,	firing,	and	any	other	term	
or condition of employment.

The PDA requires that women affected by pregnancy, 
childbirth, or related medical conditions be treated in the 
same manner as other applicants or employees. It is not in-
tended to give women special rights, only the same rights 
extended to others in similar situations. The employee or 
applicant is to be treated the same as others who are not so 
affected but similar in their ability or inability to work. It 
covers current pregnancy, past pregnancy, potential preg-
nancy (including risks to the fetus), and medical conditions 
related to pregnancy or childbirth. 

Discrimination can take several forms:
• Disparate treatment: treating someone differently 

because of her protected status (pregnancy, childbirth, 
or a related medical condition). 

• Disparate (adverse) impact: having a policy or 
practice that doesn’t directly discriminate, but has the 
effect of doing so (e.g. a no light duty policy).

• Retaliation: taking adverse action against someone 
because	she	filed	a	complaint	or	attempted	to	enforce	
her civil rights.

Even though the PDA took effect in 1978, the Supreme 
Court issued a decision as recently as 2015 to further 
clarify employer obligations. It had been common practice 
for employers to provide light-duty assignments only to 
employees who suffered on-the-job injuries. The Supreme 
Court ruled that such programs can be unlawful, allowing
pregnant employees to pursue claims of disparate 
treatment discrimination. Employers must then show a 
legitimate, non-discriminatory reason for denying the 
accommodation.
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This decision has caused employers to review light duty 
programs and the extent to which accommodations have 
been made for pregnant versus non-pregnant employees.

Because pregnancy may be a frequent occurrence in 
the healthcare setting, OHPs must understand how the 
requirements of the PDA apply, particularly how the 
employer treats other similar situations involving the 
accommodation of work restrictions. Time off taken 
related to pregnancy and childbirth is typically provided 
through	FMLA.	When	the	employee	is	not	eligible	for	
FMLA,	employer	policies	for	unpaid	medical	leave	
would	apply.	In	addition	to	PDA	and	FMLA,	the	ADA	
and other state and local fair employment laws may have 
provisions related to pregnancy and must be considered 
when analyzing an employer’s obligations to a pregnant 
employee.

THE AFFORDABLE CARE ACT AND BREAKS FOR 
NURSING MOTHERS

Effective	March	23,	2010,	the	Patient	Protection	and	
Affordable Care Act amended the Fair Labor Standards 
Act (29 USC 207) to require employers to provide 
a nursing mother reasonable unpaid break time to 
express breast milk for up to one year. It also requires 
that employers provide a suitable location, other than 
a bathroom, that is shielded from view and free from 
intrusion from co-workers. The requirements apply to 
all employers. However, employers with less than 50 
employees are not required to comply if doing so would 
create an undue hardship.

Even though portions of the Affordable Care Act have 
been repealed, the Department of Labor has issued 
citations to healthcare facilities that have failed to provide 
a private place for nursing mothers to express breast milk. 
OHPs need to be aware of the requirements for break time 
and privacy for nursing mothers. 

STATE AND LOCAL LAWS

State and local laws may create additional employee 
protections and employer obligations related to pregnancy, 
childbirth, breastfeeding, and accommodations. This 
includes paid leave laws. 

Voluntary Facility 
Accreditations/
Certifications

CENTERS FOR MEDICARE AND MEDICAID 
SERVICES (CMS)

On July 30, 1965, President Lyndon B. Johnson signed 
into	law	legislation	that	established	the	Medicare	and	
Medicaid	programs.	Although	Medicare	and	Medicaid	
started as basic insurance programs for Americans who 
did not have health insurance, they have changed over 
the years to provide more Americans with access to the 
quality	and	affordable	healthcare	they	need.	CMS	is	part	
of the U.S. Department of Health and Human Services, 
and it established provider Conditions of Participation 
(CoP).	The	purpose	of	these	CoPs	is	to	ensure	that	CMS	
funds are utilized consistently to provide quality care to 
the	recipients.	Every	facility	that	receives	CMS	funds	must	
meet CoPs.

To	ensure	that	the	CoPs	are	met,	CMS	has	partnered	with	
The Joint Commission, state health departments, and 
other	approved	organizations	such	as	Det	Norske	Veritas	
to accept their respective survey results as meeting or 
exceeding	the	CMS	CoPs.	The	CoPs	include	standards	
related to administration, basic hospital functions, and 
optional hospital services, and they serve as a foundation 
for improving quality and protecting the health and safety 
of	beneficiaries.	

Although	being	a	CMS	provider	is	an	option,	the	vast	
majority	of	facilities	are	approved	providers	of	CMS	
services. The OHP needs to be aware of the impact 
of	a	facility	not	receiving	CMS	funding	if	the	facility	
does	not	meet	the	CMS	standards	via	the	accreditation/
survey process. In addition, the OHP is usually involved 
with the accreditation process whether it is in a record 
review of consistency of pre-placement health screenings, 
immunizations,	tuberculin	skin	testing,	respirator	fit	
testing, or discussing improvements of employee safety.

THE JOINT COMMISSION (TJC) 
ACCREDITATION

Founded in 1951, The Joint Commission (TJC) is an 
independent,	non-profit	organization	that	is	the	oldest	
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and largest standard-setting and accrediting body in 
healthcare. The goal is to continuously improve healthcare 
by evaluating healthcare organizations through a survey 
process and inspiring them to provide safe and effective 
patient care. Facilities undergo surveys every three years, 
and TJC has accredited over 21,000 healthcare facilities 
and programs in the United States. In 2004, TJC signed 
an Alliance with OSHA for the purpose of improving 
healthcare health and safety. The focus of the Alliance is 
to reduce and prevent exposure to biological and airborne 
hazards, and address emergency preparedness, ergonomics, 
and workplace violence. 

TJC	currently	utilizes	the	survey	process	Shared	Visions	–	
New Pathways, a shift from its traditional survey process 
(which included intense preparation for a scheduled site 
visit) to a continual process improvement and state of 
readiness format that incorporates streamlined standards 
and integrated electronic capabilities. The standards 
are	statements	of	expectation	that	define	the	structures	
and processes that must be substantially in place in an 
organization to enhance the quality of care. 

TJC encourages hospitals to incorporate the standards 
as a guide for their routine operation. A written progress 
report is required between surveys. This shift includes 
unannounced site surveys that began in 2009 to promote 
ongoing adherence to standards, maintaining a high level 
of safety within the organization, and maintaining a 
continual state of readiness for the unannounced survey. 
TJC onsite surveys are designed to be organization-
specific,	consistent,	and	supportive	of	the	organization’s	
efforts to improve quality and safety on the journey to 
achieve zero harm. Survey length is determined by the size 
of the organization. 

Surveys 
• Full surveys occur every three years. The onsite survey 

process is data-driven, focused on patient safety 
and quality, and evaluates actual care processes and 
technology. Objectives of the survey are to:
○	Evaluate	the	organization	using	standards	and	
elements	of	performance.	Many	standards	crosswalk	
to	the	CMS	CoPs	discussed	above.

○	Provide	education	and	“good	practice”	guidance	that	
will help staff continually improve the organization’s 
performance.

• Unannounced surveys can occur between 18 and 
36 months after a previous full survey based on 
information supplied by organizations on their 
application. The unannounced survey utilizes a 

“tracer” methodology where selected patients are 
followed and their services and encounters are 
evaluated to see if standards have been met. For 
example, if the patient was using oxygen, all of the 
processes related to oxygen use in the hospital would 
be examined. This allows the surveyor to evaluate the 
relationships between and among departments and 
disciplines. 

• The results of the onsite survey are shared with 
facility leadership in an exit conference, and a written 
summary is provided. If there are no requirements for 
improvement (RFI), the accreditation status will be 
posted online. If there are RFIs, the facility has the 
opportunity to provide evidence that the standard or 
standards are being met prior to receiving accreditation 
status.	There	are	five	categories	of	accreditation	
ranging from Accredited to Denial of Accreditation. 

TJC Standards 
The current standards are considered cross-functional 
and affect every department and staff member within the 
healthcare setting. In addition, they are more consolidated, 
with discussion of: elements of performance; periodic 
performance review; measures of success; and evidence 
of standards compliance, interfacing with the tracer 
methodology. There is an emphasis on outcomes and 
results. Human resources, infection prevention and control, 
and performance improvement are actively considered 
in	the	review	process.	Specific	OH	standards	are	not	
identified;	however,	HCP	health	and	safety	issues	are	more	
directly addressed than in previous surveys. 

Three of the major categories of TJC standards that may 
relate to OH include: 

• Surveillance, and Infection Prevention and Control 
(IPC): Included in this category are employees, 
physicians, other licensed independent practitioners, 
contract service workers, volunteers, and students. 
Current infection control standards that will impact the 
OHP include:
○	Identifying	risks	for	acquiring	and	transmitting	

infections using analysis of surveillance activities 
and other infection control data.

○	Written	infection	prevention	and	control	goals	that	
include: addressing risks; limiting unprotected 
exposure to pathogens; limiting the transmission 
of pathogens with procedures including the use of 
PPE, such as respirators for airborne transmissible 
diseases, and improving compliance with hand 
hygiene guidelines.
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○	Screening	for	exposure	and/or	immunity	to	
infectious disease made available to staff who may 
come into contact with infections in the workplace.

○	Providing	staff	with	or	referring	them	for	assessment	
and potential testing, prophylaxis/treatment, or 
counseling when they are suspected of having been 
occupationally exposed to an infectious disease that 
puts others at risk.

○	Establishing	an	annual	influenza	vaccination	pro-
gram	that	includes	staff	education	about:	the	influ-
enza vaccine, non-vaccine control and prevention 
measures; and the diagnosis, transmission, and 
impact	of	influenza.

○	Setting	incremental	staff	influenza	vaccination	goals	
consistent with achieving the 90% rate established in 
the	national	influenza	initiatives.

• Management of the Environment of Care (EOC): This 
includes staff members, workers, and other individuals 
related to environmental safety, general safety, hazard 
vulnerability,	fire	safety,	smoking,	and	emergency	
management. The monitoring of occupational 
illnesses/injuries and security incidents involving staff 
are to be maintained. Given TJC’s OSHA Alliance, 
the OHP may be asked to provide information on staff 
safety initiatives and improvements or provide the 
OSHA log for review.

• Management of Human Resources (HR): Ongoing 
in-services, training, and other activities emphasize 
specific	job-related	aspects	of	safety,	as	well	as	IPC.	
Compliance with health requirements established by 
the facility is also included in the standards. 
○	Employee/staff	files	will	be	reviewed	for	verification	

of credentials and competencies. This includes 
orientation and training records and annual 
performance evaluations. This part of the survey 
usually includes a review of the corresponding 
employee health record of the staff member for 
compliance with health screenings as required by 
regulations or hospital policy. OHPs will need to 
prepare charts for surveyor review and request to be 
present	when	the	file	review	takes	place	to	answer	
any surveyor questions. It is important to maintain 
the	confidentiality	of	the	employee	health	record	
during the survey process. 

Details of the standards, along with scoring guidelines, 
are in TJC’s Comprehensive Accreditation Manual for 
Hospitals: The Official Handbook. The manual also 
contains a chapter devoted to Simplifying Compliance 
Activities. In this chapter, TJC points out that it has 

aggressively worked to identify duplication of standards 
between the accrediting process and other agencies such 
as OSHA. This means that records already required for 
another agency may be used as documentation during 
a TJC survey. For example, the OSHA 300 log could 
serve as documentation for the types of injuries that are 
occurring.

DET NORSKE VERITAS (DNV) ACCREDITATION

Det	Norske	Veritas	(DNV)	is	a	Norwegian-based	company	
that	received	authority	from	CMS	to	accredit	healthcare	
facilities	in	2008.	DNV	has	accredited	nearly	500	hospitals	
in	the	United	States.	The	DNV	National	Integrated	
Accreditation for Healthcare Organizations is the only 
accreditation	program	that	integrates	CMS	CoPs	with	the	
International Organization for Standardization (ISO) 9001 
Quality	Management	Standards.

Survey teams visit hospitals annually rather than every 
three years as compared to TJC. The survey’s focus is on 
improvement and sustainability. The survey focuses on the 
CMS	CoPs	in	addition	to	the	overall	quality	management	
processes. The onsite survey is similar to TJC.

AMERICAN NURSES CREDENTIALING CENTER 
(ANCC): MAGNET RECOGNITION PROGRAM

In 1983, the American Academy of Nursing Task Force 
on Nursing Practice conducted a study to identify the 
work environments that attracted and retained nurses who 
promoted quality nursing care. Of the 163 organizations 
studied by this task force, 41 demonstrated qualities that 
resulted in a greater ability to attract and retain nurses 
and provide quality patient care. Fourteen characteristics 
were	identified	within	these	41	organizations	that	led	
to	them	being	identified	as	“magnet”	hospitals.	These	
14	characteristics	have	been	identified	as	the	Forces	of	
Magnetism.
 
The	ANCC’s	Magnet	Recognition	Program,	initiated	in	
1994, was launched to recognize excellence in nursing 
service. The program is based on the American Nurses 
Association Scope and Standards for Nurse Administrators 
(2003). The four-year designation recognizes quality 
patient care in an environment that is supportive of and 
involves nurses. The goals of this designation are to 
promote quality in a setting that supports professional 
practice, to identify excellence in the delivery of nursing 
services to the patients/residents, and to disseminate 
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“best practice” in nursing services. Although achieving 
Magnet	Recognition	Designation	is	driven	by	the	nursing	
department,	it	is	a	reflection	of	excellence	throughout	the	
organization and is inclusive of all types of nursing within 
a facility, including OH. 
 
In 2008, ANCC introduced a new conceptual model for 
Magnet	Designation.	The	new	model	incorporated	the	14	
Forces	of	Magnetism	into	five	key	model	components	to	
streamline documentation, reduce redundancy, and focus 
on outcomes. The components and forces include:

Facilities	pursuing	Magnet	Designation	must	supply	writ-
ten evidence of how the facility meets the intent of each of 
the forces and participate in a three-day survey that empha-
sizes interviews with frontline nursing staff.
 
The OHP should be aware of and involved in the nurs-
ing	department’s	pursuance	of	Magnet	Designation, as 
OH contributes to model components. Evidence of safety 
improvements for nurses is a requirement for both initial 
designation and redesignation process in the Empiri-
cal Quality Results component. Nursing research and 
evidence-based practice are also included in this compo-
nent. OH nurses contribute to the Structural Empowerment 
component	by	attaining	specialty	nursing	certification.	
Participating	in	the	Magnet	journey	provides	the	oppor-
tunity to demonstrate the value of OH services within the 
organization to further develop internal networking and 
professional growth.

OSHA VOLUNTARY PROTECTION PROGRAM

In	1982,	OSHA	launched	the	Voluntary	Protection	Pro-
gram	(VPP)	after	a	three-year	pilot	program	in	the	state	of	
California. The goal of the program is to promote effec-
tive	worksite-based	safety	and	health.	To	achieve	VPP	
designation, management, labor, and OSHA establish 
cooperative relationships at workplaces that have imple-
mented a comprehensive safety and health management 
system. The designation recognizes the outstanding efforts 
of employers and employees who have achieved exem-
plary occupational safety and health.

Three levels of achievement 
are attainable. OSHA states 
that	VPP	organizations	have	
a Days Away Restricted or 
Transferred (DART) case 
rate of 52% below the in-
dustry	average.	The	benefits	
to employers and employ-
ees include a safe working 
environment, decreased 
injuries, and decreased work-
ers’ compensation costs. As 
of October 2018, there were 
over	2,100	sites	with	VPP	
designation. Of those sites, 
only 20 were healthcare-
related, with seven hospitals. 
OHPs need to be aware that 
achieving this designation is 

attainable for healthcare organizations and demonstrates 
a true commitment to the health and safety of healthcare 
workers. 

Voluntary Evidence-
based Practice 
Resources

The following organizations provide guidance to OHPs 
by providing current information that is based on research 
and consensus expert opinion on a variety of practice is-
sues. OHPs need to be aware of the current recommenda-
tions and updates that occur through these organizations’ 
communication efforts, as they can be used to develop and 
revise clinical practice and employee services.

ANCC Magnet Designation
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In addition, the National Occupational Research 
Agenda (NORA) began in 1996. NORA works through 
partnerships (councils) to stimulate innovative research 
and improve workplace practices. OHPs need to be 
aware that one of the councils is Healthcare and Social 
Assistance.	Each	council	identifies	areas	of	pertinent	
research and develops a 10-year plan to complete the 
research. 

NIOSH conducts free Health Hazard Evaluations by 
providing experts to examine recurring or new hazards 
in the work environment. The goals of the evaluation are 
to evaluate the hazard, and raise awareness of the hazard 
and preventive measures based on the outcome of the 
evaluation. A few of the types of hazards that have been 
evaluated include chemicals, particulates, noise, stress, and 
ergonomics. 

The Total Worker Health Initiative® (TWH) is NIOSH-
based. This holistic approach to worker well-being strives 
to	benefit	the	worker,	employer,	and	nation	at	large	by	pro-
tecting safety and enhancing health and productivity. TWH 
is discussed in more detail in Chapter 7: Worker Health 
Assessment and Surveillance.

The National Personal Protective Technology Laboratory 
(NPPTL) is a division of NIOSH. Established in 2001 
at the request of Congress, its function is to test the 
effectiveness of PPE to ensure the safety of the end 
user. Its work includes certifying respirators and other 
types	of	PPE,	such	as	PPE	for	firefighters.	NPPTL	began	
sponsoring N95 Day in 2012 to raise awareness about the 
importance of respiratory protection.

There is a wealth of information available from the NIOSH 
website, in addition to published documents. It will be 
important to use this website as a source for the latest 
research. Useful general NIOSH publications include:

• eNews, a monthly publication with current NIOSH 
updates.

•	 Research	Rounds,	which	highlight	research	findings	
monthly.

NATIONAL ACADEMIES OF SCIENCES, 
ENGINEERING, AND MEDICINE

In 1863, President Abraham Lincoln signed a 
congressional charter to create the National Academy 
of Sciences to address the government’s need for an 
independent	advisor	on	scientific	matters.	The	Academies	

OSHA GUIDELINES

In addition to the promulgated standards that OSHA 
enforces, there are also voluntary guidelines that OSHA 
has developed. In addition to the temporary worker 
guidelines noted earlier in this chapter, another example of 
OSHA guidelines is the essential elements for health and 
safety programs. This is discussed further in Chapter 8: 
Core Illness/Injury Prevention Programs. 

THE CENTERS FOR DISEASE CONTROL AND 
PREVENTION (CDC) 

The Centers for Disease Control and Prevention (CDC) 
opened its doors on July 1, 1946 with a mission of 
stopping the spread of malaria across the United States. 
Since that time, it has grown and established itself as a 
leader in public health and disease control. It is part of the 
U.S. Department of Health and Human Services.

Through research, the CDC establishes recommendations 
for infectious diseases for the United States and around the 
world. The CDC provides current information for both the 
public and healthcare providers. Two useful publications 
for OHPs include the Morbidity and Mortality Weekly 
Report (MMWR), with weekly updates on current health 
issues, and the MMWR Recommendations and Reports that 
contain more in-depth information and recommendations 
on topics such as immunizations.

NATIONAL INSTITUTE FOR OCCUPATIONAL 
SAFETY AND HEALTH (NIOSH)

The National Institute for Occupational Safety and Health 
(NIOSH) was established by the 1970 OSH Act. NIOSH 
is a research agency with the mission of developing new 
knowledge and transferring that knowledge into practice to 
ensure safer working environments. NIOSH does not es-
tablish legally enforceable standards. It does establish best 
practices based on research. NIOSH is part of the CDC.

NIOSH staff have backgrounds in chemistry, physics, 
engineering, industrial hygiene, safety, biology, toxicology, 
medicine, public health, epidemiology, environmental 
health, OH, statistics, and computer science. They 
conduct OH and safety research across a wide variety 
of	industries	and	disseminate	the	findings.	NIOSH	has	
established permissible exposure limits (PELs) for a 
number of hazardous substances such as ethylene oxide 
and formaldehyde.
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have expanded into the National Research Council 
(1916), the National Academy of Engineering (1964) 
and	the	National	Academy	of	Medicine	(1970,	formerly	
the	Institute	of	Medicine).	The	Academies	are	private,	
nonprofit	institutions.	The	work	of	the	Academies	experts	
provides advice on some of the most pressing challenges 
facing	the	nation	and	the	world.	Their	findings,	published	
in reports, are the basis for forming sound policies, 
informing public opinion, and advancing the pursuit of 
science, engineering, and medicine.

It is important to be aware of the work that the Academies 
are doing, especially as it relates to healthcare and 
occupational safety and health. The following are a list 
of consensus and proceeding reports relevant to the OHP. 
They are free to download from the Academies website or 
are available for purchase in hard copy.

• A National Strategy for the Elimination of Hepatitis B 
and C: Phase Two Report (2017)

• A Smarter National Surveillance System for 
Occupational Safety and Health in the 21st Century 
(2018) 

• Incorporating Occupational Information in Electronic 
Health Records: Letter Report (2011) 

• Keeping Patients Safe: Transforming the Work 
Environment of Nurses (2004)

• Leading Health Indicators for Healthy People 2020: 
Letter Report (2011)

• Occupational Health Nurses and Respiratory 
Protection: Improving Education and Training: Letter 
Report (2011)

• Public Health Consequences of E-Cigarettes (2018)
• Reusable Elastomeric Respirators in Health Care: 

Considerations for Routine and Surge Use (2018)
• The Future of Nursing: Leading Change, Advancing 

Health (2011) 
• The Use and Effectiveness of Powered Air Purifying 

Respirators in Health Care: Workshop Summary 
(2015) 

NATIONAL INSTITUTES OF HEALTH (NIH)

The National Institutes of Health (NIH) began as a 
one-room	laboratory	in	1887	in	the	Marine	Services	
Hospital	(MSH).	The	MSH	was	initially	begun	in	1798	
to provide care to merchant seaman. In the early 1800s, 
Congress	charged	MSH	with	screening	ship	passengers	for	
infectious diseases such as cholera and yellow fever. It has 
evolved over time with many important discoveries and 
today is the largest biomedical research laboratory in the 

world. NIH is part of the U.S. Department of Health and 
Human Services.

The National Institute of Environmental Health Sciences 
within NIH has focused on emergency response, adverse 
health effects of hazardous substances, and hearing. It 
provided current information for HCPs during the Ebola 
crisis. This institute also provides training programs for 
workers such as Preventing Occupational Exposure to 
Fentanyl and Other Opioids. Other NIH institutes and 
centers provide information on common health problems 
such as drug addiction, heart disease, cancer, and aging, to 
name a few.

AMERICAN NATIONAL STANDARDS INSTITUTE 
(ANSI)

Founded in 1918 by several engineering groups, the 
American National Standards Institute (ANSI) was 
originally known as the American Engineering Standards 
Committee. Through its century of work, both in the 
United States and internationally, including with the ISO, 
ANSI has been a leader in conformity assessment. ANSI 
has promulgated over 200,000 guidelines that impact a 
wide variety of industries, including healthcare.

ANSI standards pertinent to healthcare include fall 
protection, PPE, slip/trip/fall prevention, respiratory 
protection, ventilation, information technology, and 
interfacing	with	the	ISO	9000	Quality	Management	
Standard. These standards are available for purchase. 
OHPs should learn if their organization has a subscription 
to the ANSI standards in order to gain access.
 

PROFESSIONAL ASSOCIATIONS

Professional associations are a valuable source of 
expert information, position statements, competencies, 
educational resources, and evidence-based practice 
guidelines. Relevant professional associations, in addition 
to AOHP, that the OHP should become familiar with 
include:

• American Association of Occupational Health Nurses 
(AAOHN)

• American College of Occupational and Environmental 
Medicine	(ACOEM)

• American Industrial Hygiene Association (AIHA)
• American Society of Safety Professionals (ASSP)
• Association for Professionals in Infection Control and 

Epidemiology (APIC)
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• Association of periOperative Registered Nurses 
(AORN)

• National Association of Safety Professionals (NASP)
• National Safety Council (NSC)
• The Society of Hospital Epidemiology in America 

(SHEA)

In some instances, information may be free to all users, 
such	as	ACOEM’s	guidance	document	for	medical	center	
OH. In other instances, the information may be available 
for members only, at either a free or discounted rate.
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Leadership in 
Occupational Health

The role of the occupational health professional (OHP) 
is unique in a healthcare facility. Whether a formally 
designated leader by title or a frontline informal leader, 
healthcare workers look to the OHP for direction regarding 
staff safety and well-being. This chapter focuses on the 
role of the formal designated leaders in the occupational 
health (OH) department as directors, managers, and 
supervisors. 

Management is the process of dealing with or controlling 
things or people. Leadership is the action of leading 
people to a common goal. An effective OHP leader must: 
1) utilize both management and leadership skills; 2) be 
knowledgeable about the organization’s mission, vision, 
and strategic goals; and 3) analyze how the occupational 
health program supports the mission, vision, and strategic 
goals of the organization. 

Management Skills and 
Functions

There are four essential management skills utilized to 
achieve departmental goals within an integrated total 
quality management philosophy. Rogers has identified 
them as:

• Technical Skills – knowledge and use of methods, 
processes, procedures, techniques, tasks, and 
equipment to perform occupational health functions. 
These skills are needed to train, develop, and direct 
staff to meet departmental goals and provide quality 
services to their customers.

•  Interpersonal Skills – knowledge and understanding 
of human behavior, motivational and leadership 
concepts, and effective communication techniques 
to successfully lead and interact with individuals 
in an organization. A manager must successfully 
communicate and empower departmental staff to carry 
out the vision and mission of the OH department. 
Effective communication with all levels of the 
organization is key to promoting health and safety 
throughout the facility.

• Conceptual Skills – the ability to understand, analyze, 
and apply complex ideas and theories to OH func-
tions in the workplace. Conceptual skills also provide 
a visionary direction for the OH department. This set 
of skills enables the manager to understand relation-
ships, problem solve, and engage in strategic planning, 
policy formation, and program development.

• Decision-making Skills – the ability to effectively 
make decisions using a solution-focused methodology: 
identify the problem; determine possible solutions or 
courses of action; choose the most appropriate solution 
after weighing pros and cons of each alternative; 
implement the desired solution; and evaluate the 
results.

The OH manager is responsible for the managerial process, 
which involves six major functions; planning, financial 
management, organization, staffing, directing, and 
evaluation. Rogers describes the six functions below:

• Planning – relates to conceptual skills and involves 
setting short- and long-term goals. The planning 
process is essential to the management process. 
Managers involved in the planning phase ask the 
following questions – Where is the organization 
going? How will we get there? How will the OH 
program support the organization in meeting these 
goals? Goals are established to accomplish short-term, 
operational needs and long-term, strategic objectives. 
Short-term, operational goals are focused on the needs 
of the day-to-day operation of the OH department. 
Examples of short-term goals include staffing 
schedules, scope of services offered, and establishing 
hours of operation for the department. Strategic, 
long-term goals are focused on future needs, typically 
three to five years into the future. Strategic planning 
encompasses an analysis of both internal strengths and 
weaknesses of the department. The strategic planning 
process also includes identification of any external 
influences that may present opportunities or threats to 
the department. 

• Financial Management – involves identification 
and allocation of resources, expenditures, budget 
negotiations, and fiscal planning and forecasting. 
Budget planning should be based on the goals and 
objectives established for the program. Budgeting is 
a tool used for planning, monitoring, and controlling 
expenses. The two types of budgets most used in OH 
are the operating budget and the capital budget. The 
operating budget includes specific line items such 
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as salaries, benefits, supply expenses, professional 
dues or staff development, purchased services, and 
contracted services, rent, and utilities expenses.  
Operating budgets are usually established to meet 
the needs of the department annually. Managers 
monitor operating budgets on a monthly basis and 
may be required to account for any variances up or 
down in operational costs of the department. Capital 
budgets are used to request larger expense items such 
as equipment, facility purchases, or renovations. The 
process for requesting capital money is usually specific 
to the organization. This may include a minimum 
dollar amount, such as $5,000, that is limited to 
specific items such as equipment. OHPs need to be 
aware of the facility process for securing supplies 
through the supply chain process or value analysis 
process if new equipment is needed.

• Organization - involves organizing staffing and 
specific work tasks to deliver effective programs. 
Rogers and Salazar discuss establishing a structure 
and framework to accomplish the work. Organization 
also includes coordination of resources, space, and 
equipment in the most efficient manner possible. 
The OH manager is also responsible for developing 
an organizational structure for the department. 
This structure is depicted in a hierarchical or an 
organizational chart representing relationships among 
people and positions, and it defines authority and 
accountability. 

•	 Staffing – involves recruitment, selection, training, and 
development of staff for the OH department. It is the 
responsibility of the department manager to determine 
the appropriate mix of skills and number of workers to 
meet the goals of the department. 

• Directing – involves providing direction and effective 
communication, directing change, and giving clear 
expectations of assigned tasks to staff. Direction also 
involves delegation, as well as providing technical 
expertise as needed. 

• Evaluation – involves measuring outcomes and 
effectiveness of the OH programs through established 
quality measures and techniques. It also includes 
evaluating employees’ performance through periodic 
appraisals based on measurable goals and objectives. 

Leadership Approaches
Salazar defines leadership as the “desire and ability to 
influence others to set and achieve goals that represent the 
values and the motivations of both leader and followers”. 
Salazar describes five approaches to effective leadership. 
An effective leader uses all five leadership approaches at 
various times to achieve departmental goals and motivate 
workers. 

• Collaborative leadership – working with diverse 
individuals to accomplish goals and bring about 
change. 

• Servant leadership – leader is a “servant” first and puts 
the needs of others before his/her own. 

• Tactical leadership – the ability of the leader to clarify 
goals, set expectations, and successfully meet goals 
and objectives. 

• Transactional leadership – utilizing rewards and 
punishments to motivate workers. 

• Transformational leadership – leaders coming together 
with followers to achieve a common goal. 

Leadership Skills and 
Traits

Salazar identifies the following skills that are important to 
an individual’s role as a leader in OH:

• Implementing business strategies that improve or 
maintain employee health and productivity in the 
workplace.

• Implementing business strategies that reduce cost to 
the organization.

• Educating management on safety and health policies 
and practices for workers in the organization. 

• Effective decision making based on rational, sequential 
steps that includes effective problem solving and 
action. 

• Emotional intelligence – the ability of the leader 
to achieve results, take initiative, collaborate, and 
lead teams. Leaders with high levels of emotional 
intelligence have both personal competence and social 
competence. Leaders with high degrees of emotional 
intelligence are also aware of their own emotions, 
strengths, and limitations. 
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• Social competence – the ability of a leader to 
demonstrate empathy, organizational awareness, and 
commitment, and inspire and influence others. 

Leadership and 
Facilitating Change

To influence change, OH leaders introduce change 
in a planned and organized manner. Rogers identifies 
the conflict theory of social change as justification for 
change in an organization. The author explains that most 
change stems from a reaction to conflict experienced by 
individuals in the organization. The leader becomes the 
“agent” for change, identifies the problem, and motivates 
others to make the necessary changes. 

The process of change outlined by Lewin involves three 
phases; unfreezing, moving, and refreezing. Unfreezing 
includes identification of the problem and willingness to 
change the “status quo.” The leader is instrumental in mo-
tivating others to accept the changes. The moving phase in-
volves working toward change by problem solving, and by 
developing and implementing a clearly defined plan. The 
leader is key to the success of this phase by using his/her 
influence and relationship skills to facilitate the change. 
Refreezing is acceptance of the changes, and the leader’s 
ability to monitor the results of the new changes and make 
adjustments if necessary. Resistance to change is normal 
and may occur due to a perceived threat to the employee’s 
role or job security. Rogers identifies leadership strategies 
to mitigate resistance to change:

• Identify reasons for resistance in the change process, 
and involve resistors in specific tasks to increase 
ownership.

• Begin the process with employees supportive of the 
change.

• Introduce changes gradually.
• Communicate changes clearly.
• Provide opportunities for compromise.
• Provide rewards, incentives, and positive 

reinforcements.
• Foster trusting relationships.

CHANGES AND CONSOLIDATION OF OH 
SERVICES

As healthcare continues to evolve, experts predict that 
consolidation of services will continue for the foreseeable 

future. Consolidations, mergers, and joint partnerships 
affect all levels of an organization at some point in time. 
It is important for the OHP to be informed of impending 
organizational changes, as all workers face the impending 
changes. The OH office may see more workers with 
job-related anxiety and the need for increased Employee 
Assistance Program services. 

The OHP may be affected directly by the need to 
consolidate and streamline OH services from multiple 
sites. As with all consolidations, it is challenging to come 
together, create, and implement consolidated services. 
The OHP is affected by change the same way any other 
worker is affected. The spirit of collaboration, the use of 
evidence-based guidelines, and the ultimate goal of the 
health and safety of the worker will be the major drivers 
for a successful consolidation of services.

Managerial Roles 
and Responsibilities

Managerial roles apply to any manager, but their relative 
importance may vary from one kind of manager to an-
other. Roles are largely predetermined by the nature of the 
position, but each manager has some flexibility in how to 
interpret and enact each role.  In 1973, Mintzberg devel-
oped taxonomy of 10 managerial roles in three distinct 
categories:

• Information Processing Roles
○ Disseminator – Managers have access to information 

not always available to subordinates; managers must 
determine how best to disseminate this information 
(original form or edited).

○ Monitor – Managers must analyze information to 
develop an understanding prior to disseminating to 
subordinates.

○ Spokesperson – Managers are obligated to transmit 
information to people outside their organizational 
unit/ hierarchy (scorecards, reports, etc.).

• Decision-making Roles
○ Entrepreneur – Managers act as initiators and de-

signers of controlled change to exploit opportunities 
for improving processes.

○ Disturbance handler – Managers must deal with 
sudden crises that cannot be ignored (putting out 
fires).
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○ Resource allocator – Managers exercise their author-
ity to allocate resources such as money, personnel, 
material, equipment, facilities, and services. 

○ Negotiator – Any negotiation requiring a substantial 
commitment of resources must be facilitated in the 
presence of the manager (budget preparation).

• Interpersonal Roles
○ Liaison – a manager’s behavior intended to establish 

and maintain a web of relationships with individu-
als and groups outside the manager’s unit as a vital 
source of information.

○ Figurehead – a manager’s participation in the 
obliged symbolic duties (contracts, budget, payroll, 
etc.).

○ Leader – the manager’s ability to provide guidance 
to subordinates, ensure motivation, and create favor-
able working conditions.

When the OHP considers these roles, paid staff, volunteers, 
medical staff, and students come to mind. Another group to 
consider are those employees who are represented by labor 
unions. In 2019, the U.S. Department of Labor Bureau 
of Labor Statistics (BLS) reported that 20.4% of nurses 
belong to a collective bargaining unit (union). Some of the 
more common unions that represent healthcare workers 
include the 1199 Service Employees International Union 
(SEIU), National Nurses United, the American Federation 
of Labor and Congress of Industrial Organizations (AFL-
CIO), and the United Food and Commercial Workers 
International Union. Depending on the union, it may have 
a state union or “locals” within the state that represent 
workers. OHPs may work in an organization where either 
small units of workers, such as maintenance staff, or large 
units of workers, such as nurses, work under a collective 
bargaining agreement (contract). It is important to know 
if there are collective bargaining agreements within an 
organization and if there are special considerations when 
working with represented employees. Human resources 
will have this information for the organization and can 
assist the OHP as needed. 

Vision and Mission 
Statements

A vision statement reflects where an organization or a de-
partment such as OH wants to be in the future and how it 
will get there. Vision statements should be written keeping 
the purpose, mission, values, and goals of the program in 

mind. An example of a vision statement – the vision of the 
occupational health program is to be the leading advocate 
for the promotion of a safe and healthy working environ-
ment within the facility. 

A mission statement reflects who the organization or de-
partment is, why it exists, and what purpose it serves. An 
example of a mission statement – the mission of the occu-
pational health program is to promote, protect, and restore 
the health and well-being of healthcare personnel. 

Goals and Objectives
Setting goals is an effective way to ensure that work will 
be accomplished. Short-term and long-term goals are 
needed to appropriately direct energies and resources. 
Departmental goals and objectives should align with the 
goals of the organization. Goals are broad statements 
established during the planning phase of the management 
process. A common format for writing goals is the SMART 
template. Using this format, goals are clearly written and 
provide specific direction for activities. SMART goals are:

• Specific. Goals are linked to the mission, job function, 
or project. 

• Measurable. Achievement of the goal can be measured 
and quantified.

• Attainable. Goals need to be realistic and achievable in 
the time frame identified.

• Relevant. Goals should reflect the current projects or 
tasks. 

• Time sensitive. There will be a date for completion or 
achievement of the goal.

Objectives are specific statements set to achieve the 
established goals and can also be written using the 
SMART methodology. They can be milestones that must 
be reached to achieve the goal.

Human Resources 
Management

Human resources management is also referred to as human 
capital or talent management and is used to describe the 
quality of an organization’s human resources, including 
the relevant skills and experience of the staff. Talented, 
dedicated employees are often instrumental for the 
achievement of both efficiency and innovation. Human 
capital can be improved with the use of relevant human 
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resource programs and systems. Many organizations have 
a hiring acquisition plan in place, such as a best practice 
toolkit, to support and improve hiring decisions and reduce 
turnover. As a manager, selecting and retaining qualified 
staff will be a major responsibility.

HIRING PROCESS/ONBOARDING

Interviewing prospective staff should be thorough and 
include a telephone screening, an in-person behavioral 
interview, in-person peer interview(s), and a job shadow. 
The job shadow allows both the candidate and the manager 
an opportunity to determine appropriate fit. The candidate 
should be given the opportunity during the interview pro-
cess to review the job description, and the hiring manager 
should also review the job description with the candidate. 
Often, human resources recruiters will work with manag-
ers to identify appropriate candidates.

Selection of a candidate should be based upon experience, 
qualifications, fit with the organization and the department, 
and input from the peer interview team.

Orientation of new staff is a critical step in the onboard-
ing process. The new staff member should attend general 
facility orientation. A detailed department orientation is 
needed to assist the new hire to gain comfort and compe-
tence with department services and functions. If possible, 
pair the new hire with a mentor or preceptor, and utilize 
a department orientation checklist to ensure a thorough 
orientation experience. The manager should meet with new 
staff periodically to obtain feedback and identify next steps 
in the orientation process.

CREATING A JOB DESCRIPTION

Job descriptions communicate what is expected of the 
staff in the department. There should be a job description 
for each job title in the department. The use of language 
that accurately describes the level of complex problem 
solving, judgment, and knowledge required to perform 
each job is essential. A job description should also include 
performance standards. Many facilities have online 
performance management systems that include a standard 
format for job descriptions, competencies, and evaluations.

Elements of a job description should include:

• Job summary – a brief statement describing the major 
purpose/ function of the position

• Essential functions – a list, in order of importance, of 
major responsibilities of the position that reflect what 
is to be accomplished

• Performance standards – describe how well a job 
is being done; define behaviors that constitute the 
minimum level of acceptable performance

• Knowledge and skills – state any specific theoretical 
courses and experience requirements of the job

• Position complexity – identifies typical problems 
solved on this job

• Job scope – should include positions that are directly 
supervised by the function, statement of total staff 
supervised, annual premium volume, operating budget 
and payroll budget, number of documents processed, 
customers served, etc.

• Organizational chart – represents relationships and 
organizational structure

• Competencies – outline the key functions to be 
performed, according to the facility’s standard

• Physical demands - identify the physical requirements 
of the job, such as lifting, pushing, and pulling   

MONITORING STAFF PERFORMANCE

One of the most important roles of a manager is to hold 
employees accountable to performance, behavioral, and 
attendance standards. Job performance is to be monitored 
on an ongoing basis from orientation through the end of 
a staff member’s employment. Facilities have established 
performance evaluation programs that all departments 
and managers must follow to ensure that performance is 
evaluated regularly and to meet regulatory requirements 
and accreditation standards. Daily performance monitoring 
provides the opportunity for early identification of 
performance issues, as well as recognition of a job well 
done.   

There are times when performance standards are not 
being met and the disciplinary action process will 
need to be implemented. Progressive disciplinary 
action is communication with the employee to 
improve unacceptable behavior or performance.  Many 
organizations utilize a progressive disciplinary action 
process consisting of informal and formal counseling 
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procedures that may result in termination of employment. 
OHP managers would work with human resources for 
direction and guidance should this situation arise.

STAFFING PATTERNS

The 2011 online AOHP Staffing Survey provided a ratio 
of OH staff full-time equivalents (FTEs) to the number 
of healthcare personnel (HCP) served as 1:1,026. There 
are no nationally established or recommended staffing 
guidelines for OH. Determining an ideal staffing pattern 
can improve services provided to the customer and 

validate the role of the OHP. Factors for consideration 
when evaluating staffing needs include: 

• Services being offered
• Number of HCP being served
• Services provided for external HCP
• Length of time for services
• Additional responsibilities of the department 

(committee work, infection control and prevention, 
injury prevention, workers’ compensation case 
management)

• Level of clerical support
• Method of recordkeeping (manual, electronic, or both)
• Roles and level of functioning of the current staff
• Days/ hours of operation
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Quality Improvement
Occupational health professionals (OHPs) will encounter 
ongoing opportunities to improve operations and processes 
that may occur within the occupational health (OH) 
office or as part of an organization-wide initiative. Many 
facilities have adopted a quality improvement (QI) model 
that is used for problem-solving and continuous process 
improvement. The OHP needs to be familiar with common 
models and tools, and utilize them to implement and 
demonstrate the outcomes of QI initiatives. This chapter 
provides an overview of some of the common models 
and tools used in QI. Evidence-based practice and quality 
improvement will also be discussed.

DEFINITION AND OVERVIEW

QI consists of systematic and continuous actions leading 
to measurable improvement in healthcare services and 
health status of targeted populations. The QI process is 
data driven in order to measure progress and outcomes. 
The Institute of Medicine (IOM) defines quality in 
healthcare as a “direct correlation between the level of 
improved health services and the desired health outcomes 
of individuals and populations.” In the OH setting, the 
outcome is improved health and safety of healthcare 
personnel (HCP), and ultimately, patients. 

QI in healthcare has focused on the patient, with 
government agencies such as the Agency for Healthcare 
Research and Quality (AHRQ) and the Centers for 
Medicare and Medicaid Services (CMS) Conditions of 
Participation identifying quality indicators for patient 
outcomes. Non-government accrediting organizations such 
as The Joint Commission (TJC) and Det Norske Veritas 
(DNV) set quality standards by which an organization’s 
patient outcomes are measured. In 2012, TJC’s monograph 
Improving Patient and Worker Safety: Opportunities for 
Synergy, Collaboration, and Innovation was published and 
provided examples of how QI tools could be utilized to 
improve both patient and HCP safety. Lastly, the Magnet 
Recognition Program views QI as supporting the goals of 
its program.

KEY PRINCIPLES OF QI MODELS

Quality is directly linked to an organization’s service 
delivery approach. To achieve a different or higher level 
of service, an organization must evaluate and change its 

approaches. Each QI program may appear different but 
should have the following key principles:

• Work as systems and processes
• Focus on patients
• Focus on being part of a team
• Focus on the use of data

QI Models
A variety of models can be utilized for QI. Two of the most 
common models include DMAIC and PDSA. The goal of 
both models is to improve outcomes, and both are quite 
similar.

DMAIC MODEL

The DMAIC model from Lean Six Sigma stands for 
define, measure, analyze, improve, and control.

•	 Define
○ Define the problem.
○ Develop a “problem statement”.
○ Develop a “goal statement”.

• Measure
○ Map and understand the current process.
○ Review the performance of the current process.
○ Identify what might be causing issues.
○ Create a plan to collect data and ensure reliability of 

data.

• Analyze
○ Identify the cause of the problem.
○ Examine the process.
○ Inspect the data.

• Improve
○ Identify potential solutions.
○ Select the practical solutions.
○ Map out new processes based on the new solution.
○ Implement the new solution.

• Control
○ Maintain the solution.
○ Continue to improve the process.
○ Ensure the process is managed and monitored.

An example of using the DMAIC model would include 
trying to improve influenza vaccine uptake among staff 
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within a facility. First, define	the problem (low influenza 
vaccination rate), and develop a goal (90% influenza vacci-
nation rate). Next, measure the process to identify the data 
to be analyzed. This might include current performance, 
vaccine availability, department specific rates, and night 
and day shift rates. The data are then analyzed to deter-
mine factors impacting the rate of influenza vaccination. 
Once an area of concern is identified, such as a low night 
shift vaccination rate, a plan can be developed to improve 
the vaccination rate for that group of workers. A new strat-
egy may be providing influenza vaccine at change of shift. 
If the strategy is implemented, it will need to be measured. 
The control step includes measuring and analyzing the 
impact; that is, what was the effect on the vaccination rate 
of offering influenza vaccination to staff at change of shift.  

PDSA MODEL

The PDSA model, created by William Deming and utilized 
by the Institute for Healthcare Improvement (IHI), stands 
for plan, do, study, act. This model helps a team determine 
if a planned workplace change is effective in real time. If a 
team has implemented more than one change, a PDSA can 
be developed for each change to analyze the effectiveness 
of the change and ultimately improve the identified 
process. The IHI describes it as a “scientific method used 
for action-oriented learning.” 

• Plan
○ Identify evidence-based practice and best practice 

guidelines.
○ Plan for how to implement change. 

• Do
○ Implement the change within the setting; consider 

starting with a pilot.

• Study
○ Examine whether the implemented change actually 

made a difference in the identified issue and im-
proved outcomes.

• Act
○ Determine what modifications need to be made.

The PDSA cycles are done back to back to continuously 
improve processes and outcomes. This model could also be 
used to improve influenza vaccination rates.

QI Tools
Several common QI tools are the: gap analysis; strengths, 
weaknesses, opportunities, and threats (SWOT) analysis; 
failure modes and effects analysis (FMEA); and root cause 
analysis (RCA). These tools can be utilized during process 
improvement initiatives to focus on specific areas that 
require further evaluation.

GAP ANALYSIS

Gap analysis is the honest and objective assessment of 
current systems, processes, inputs, and outputs to identify 
opportunities for improvement within an organization. It 
is the method of assessing current performance against 
potential or desired performance in the future. Current 
performance is measured against best practice. Comparing 
current facility practices for safe patient handling with 
national guidelines or state law is an example of when a 
gap analysis could be performed.

SWOT ANALYSIS

Often associated with the strategic planning process, 
this tool can be utilized to fully understand and analyze 
the current state before implementing a change. SWOT 
methodology utilizes a four-cell grid to identify strengths, 
weaknesses, opportunities, and threats to capture a 
clear view of the current state. Once the current state is 
understood, improvement plans can be developed and 
implemented. A SWOT analysis may be appropriate if 
OH offices are consolidating, as it would provide the 
opportunity to gain input from all stakeholders to develop 
a plan for consolidated services.

FMEA

FMEA is a proactive process that seeks to identify 
potential failure and the impact of that failure on a process. 
Once the potential failure is identified, steps can be taken 
to prevent the failure from happening. Lack of sufficient 
staff who are properly fit tested with N95 respirators, and 
a patient who requires airborne precautions on a weekend 
night shift, would be an appropriate scenario for an FMEA.
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RCA

This tool helps define why a negative event occurred. It is 
difficult to understand a problem if the underlying cause 
is not fully understood. Asking the question “Why?” five 
times when trying to understand a problem will usually 
lead to identifying the root cause. When investigating 
an incident of a needlestick during a surgical procedure, 
the injured worker may state, “Oh, I do not know what 
happened”.  When asking the question “Why?”, the OHP 
may learn that there was no safe zone being used to pass 
instruments. The lack of the safe zone was the root cause 
of the needlestick.

Evidence-Based 
Practice and QI

In the 1970s, evidence-based practice (EBP) was originally 
used as a decision-making model in clinical practice and 
a teaching tool for medical students. Today, EBP is the 
integration of current research findings (new knowledge), 
clinical expertise, expert opinion, and patient values to 
improve outcomes. EBP is driven by clinical questions 
that arise as to why care is provided the way it is and 
includes a review of current evidence from research and 
clinical experts to lead to positive practice changes. It is 
an ongoing clinical approach to achieve the best possible 
patient outcomes. EBP is critical to all who deliver patient 
care. In addition, it is important for nursing to improve 
patient outcomes with EBP as emphasized by the Magnet 
Recognition Program. Evidence-based QI consists of 
utilizing systematic and continuous actions that lead to 
improvement in health services based on clinical evidence 
and the health outcomes of targeted patient groups. It is the 
use of patient data or outcomes to improve clinical care.  

Outcomes, 
Measurement, and 
Implementation

Outcomes are health status changes between two or more 
time points that are internal to the patient and a result of 
care provided. Outcomes Measurement (OM) is used to 
describe the collection and reporting of information about 

an observed effect in relation to a healthcare delivery or 
health improvement action. In 1997, the Health Outcomes 
Institute provided a road map for practitioners to define 
outcome targets, establish measurement methods, identify 
practices supported by evidence, educate healthcare pro-
viders in the use of the methods, and measure the impact 
new interventions have on healthcare quality. 

The OM model builds upon the best practices approach 
introduced by Paul Ellwood in the 1980s and includes the 
following phases:

• Phase 1: Measure the baseline.
○ Identify a clinical problem.
 Identify structure/ process contributors.
 Identify descriptive variables.
 Identify confounding variables.

○ Identify outcome targets.
○ Identify instruments and data sources.
○ Build a database for the project.

• Phase 2: Adopt a new standard.
○ Review and critically appraise evidence.
○ Synthesize findings and analyze gaps between 

evidence and current practice.
○ Identify stakeholders in practice change.
○ Negotiate adoption of a new practice.
○ Develop methods to support standardization of a 

new practice.

• Phase 3: Begin data collection.
○ Educate clinicians and other stakeholders about new 

practices to be adopted.
○ Model new practices, and serve as a resource to 

troubleshoot processes.
○ Measure reliability and stability of methods, and 

implement refinements as needed.
○ Finalize process and outcome measurement 

methods.

• Phase 4: Evaluate. 
○ Close the data collection cycle.
○ Statistically analyze the effect of new practices on 

clinical problems.
○ Disseminate findings among stakeholders.
○ Identify opportunities for additional improvement, 

and return to Phase 2 if needed.
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Reporting QI Outcomes
Data collection must be specific to the outcome that is 
identified. Tracking data can help identify successes as 
well as roadblocks to implementation. The frequency 
of data reporting must also be identified, as some QI 
initiatives may require daily reporting and others quarterly 
reports. Key stakeholders need to be made aware of the 
progress of the QI initiative. Stakeholders may vary from 
organization to organization and from the OHP perspective 
and often include senior administration, human resources, 
infection prevention and control, safety, nursing, and 
quality. 

Two common forms of data reporting for QI initiatives 
are the use of scorecards and dashboards, terms that may 
at times be used interchangeably. Both provide pictorial 

representations of progress for identified strategies or 
initiatives, documenting changes being made to achieve 
the expected outcomes.

• A scorecard is most often used to track progress on 
specific indicators over time. Scorecards can be used 
by individuals at all levels within an organization. 
They provide distinct data that are helpful at the 
departmental level by visually demonstrating progress 
or lack of progress toward an outcome. 

• Dashboards are often used by leadership and other key 
stakeholders who may want a quick visual view of 
how organizational performance is being achieved or 
not for a number of specific indicators. They may also 
include information from several departments to help 
leaders see the big picture in how the organization as a 
whole is performing.
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Safety Culture in 
Healthcare

The complexity of a healthcare organization and its 
workforce is reflected in the variety of services provided 
for patient care and to maintain facility operations. As a 
result, there are numerous workplace hazards that impact 
both direct care and ancillary staff on a daily basis. Safety 
in healthcare has primarily focused on the patient. Care-
givers are trained to care for the patient’s needs first and, 
as a result, healthcare personnel (HCP) put themselves at 
risk. Injury data from the 2017 U.S. Department of Labor 
Bureau of Labor Statistics (BLS) revealed that hospitals 
had approximately a two-and-one-half times higher injury 
rate than private industry; 7.7 injuries per 100 full-time 
workers and 2.8 injuries per 100 part-time workers, respec-
tively. Research demonstrates that if employee safety is 
a priority, employee safety, patient safety, and ultimately, 
patient outcomes, improve. 

Improving Healthcare 
Worker Safety

HIGH RELIABILITY ORGANIZATIONS

High reliability organizations (HRO) have complex opera-
tions and, due to hazards, have the risk of catastrophic 
events. Yet, these organizations have few, if any, of these 
events. Two examples of HROs are aviation, including 
pilots and air traffic controllers, and nuclear power plants. 
Viewing healthcare in the context of HROs is relevant 
given its complex operation and the potential risk of a 
catastrophic event to impact both employees and patients. 
In HROs, all staff are persistently mindful of safety as a 
priority, including always looking for ways to improve and 
learning from near misses. The goal is zero harm.

Weick and Sutcliffe describe five elements necessary to 
become an HRO. These include:

• Preoccupation with failure
• Reluctance to simplify 
• Sensitivity to operations
• Deference to expertise
• Commitment to resilience

HRO AND THE JOINT COMMISSION (TJC)

Since 2009, TJC has required healthcare leadership to 
“create and maintain” a culture of safety. This require-
ment has primarily focused on patient safety. In 2012, TJC 
published Improving Patient and Worker Safety: Opportu-
nities for Synergy, Collaborations, and Innovation, which 
discusses the pursuit of high reliability in healthcare to 
ensure that healthcare is deemed consistently excellent and 
consistently safe for both patient and worker. This was the 
first document by TJC to examine the relationship between 
patient and employee safety. TJC’s model incorporates the 
five key HRO elements listed above and a Robust Process 
Improvement (RPI). This model utilizes Lean Six Sigma 
and formal change movement. It builds on the Six Sigma 
model for improvement which is to define, measure, ana-
lyze, improve, and control. This topic was introduced in 
Chapter 4: Quality Improvement/Models and Tools.

Essential Elements 
of Health and Safety 
Programs

In 1989, the Occupational Safety and Health Administra-
tion (OSHA) issued voluntary guidelines for health and 
safety management programs for all industries. In 2013, 
OSHA created a special web page devoted to healthcare 
worker safety, Worker Safety in Healthcare: Caring for 
Our Caregivers. One module on that page is related to 
health and safety management programs in healthcare.

In the Safety and Health Management Systems: A Road 
Map for Hospitals module, OSHA describes the six essen-
tial elements of health and safety management programs 
in healthcare. The six elements listed below are appropri-
ate for any type of injury/illness prevention program and 
will be discussed in detail in Chapter 8: Core Injury/Illness 
Prevention Programs:

• Management commitment/leadership
• Worker participation
• Hazard identification and assessment
• Hazard prevention and control
• Education and training
• Program evaluation and improvement
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Healthcare Workplace 
Hazards 

Healthcare personnel (HCP) are exposed to a variety of 
hazards in the healthcare setting. These hazards can be bio-
logic, chemical, environmental, ergonomic, and/or physi-
cal. Workplace violence, especially active shooter sce-
narios, remains a concern for those employed in healthcare 
settings. The newcomer in OH must identify the hazards 
and prioritize plans to address them. Emergency prepared-
ness is also part of the health and safety responsibilities of 
the OHP. In most instances, the OHP is not responsible for 
the entire emergency preparedness plan of a facility, and it 
is important that OH be represented on the emergency pre-
paredness team. The next several chapters will provide an 
overview of some of the major aspects of health and safety 
management in which OHPs are commonly involved. 

Types of healthcare hazards

Biologic

Chemical

Environmental

Ergonomic

Role of the OHP in 
Health and Safety 
Programs 

A primary function of the OHP is to identify workplace 
hazards and maintain a healthy workforce. This may occur 
through a reported employee injury, direct contact with the 
OHP about a hazard, while on facility rounds, or through 
medical surveillance programs. The OHP is responsible for 
the follow-up on any identified hazard.  

ROLE AS TEAM MEMBER AND COLLABORATOR/
INTERNAL CONSULTANT

The responsibility for environmental health and safety 
at the healthcare worksite is shared by a variety of disci-
plines. In addition to OH, other disciplines include safety, 
infection prevention and control, industrial hygiene, labor 
unions, risk management, education, quality management, 
and loss control. Accountability for health and safety is 
determined by the organization’s structure and policies. It 
is recommended, at a minimum, that the OHP be a member 
of the facility’s Environment of Care (Safety) Committee 
and Infection Prevention and Control Committee. Leader-
ship of or membership on other facility committees may be 
indicated depending on the organization’s structure and the 
OHP’s role. One example includes the OHP as the leader of 
the process to monitor a hazard such as tuberculosis (TB) 
through a TB surveillance program. In another instance, 
such as environmental noise testing, the OHP may collabo-
rate with internal experts or outside consultants to assess 
and monitor noise levels. The following are a few examples 
of the OHP as a team member.

• Collaboration with colleagues in infection prevention 
and control (IPC) is essential, as preventing disease 
transmission is a major function of the OH service. In 
a small facility, OH services may also be provided by 
the infection preventionist, thus the OHP serves in a 
dual role. Both the potential for acquired work-related 
infectious diseases and non-occupational infectious 
diseases are within the scope of OH services. The OHP 
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will work with IPC nurses, IPC physicians, department 
managers, human resource professionals, and the IPC 
Committee. Chapter 7: Worker Health Assessment and 
Surveillance more fully discusses collaboration with 
IPC.

• The OHP has a valuable role in the recognition, 
evaluation, and control of hazards listed in the previ-
ous section. The responsibility for the Hazard Com-
munication Program will usually fall outside of OH; 
for example, safety or industrial hygiene may be 
responsible for the program. The OHP should ensure 
that a mechanism is established for notification of 
any change in process related to a current hazardous 
substance or the introduction of a new hazardous sub-
stance into the workplace. One example is a change in 
the use of or introduction of a new chemical, cleaning 
products, etc. The OHP should access Safety Data 
Sheets (SDS) and any related hazardous material inci-
dents and accident reports.

• Medical screening and surveillance programs will 
require the OHP to work with a variety of departments 
to establish and maintain initial and ongoing surveil-
lance for employees working with specific hazards. 
More details of medical screening and surveillance 
can be found in Chapter 7: Worker Health Assessment 
and Surveillance.

• Chapter 8: Core Injury/Illness Prevention Programs 
discusses the collaboration that is required when work-
related injuries occur and the importance of communi-
cation among the injured employee, manager, director, 
human resources, and the OHP to evaluate, treat, and 
return the employee to work at full duty. 

• Collaboration with the administrative team and manag-
ers is also part of the OHP’s leadership role within the 
facility. The OHP will need to enlist support from se-
nior leadership and managers to effectively implement 
various programs and services. In addition, the OHP 
will need to provide statistical occupational injury and 
illness reports to administration and the Environment 
of Care Committee on a regular basis. Reports should 
include trend analysis, barriers, and recommendations. 
Various reports are discussed in more detail in Chapter 
6: Recordkeeping, Data Analysis, and Reporting.

• The OHP can serve as an advocate for employees by 
responding to employee concerns regarding health and 
safety in the work environment through direct action, 
problem solving, and referral to the Environment of 
Care Committee or safety officer.

• Partnering with the education department to develop or 
access educational and training information based on 
the hazards and needs of the employees is also a valu-
able resource for the OHP. Educational information 
may be general in nature and available from vendors 
or accessed online. Educators can assist the OHP in 
developing facility-specific educational programs 
ranging from new hire orientation, specific safety cam-
paigns, and health and wellness fairs. The education 
department may also be a valuable partner in develop-
ing or accessing general health and wellness informa-
tion for employees. See the section on Total Worker 
Health® in Chapter 7: Worker Health Assessment and 
Surveillance. In addition to the education department, 
the OHP may need to work with the public relations/
media staff to develop a marketing strategy for the 
specific safety program, event, or OH services.
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Recordkeeping 
Requirements in 
Healthcare Settings

The content of occupational health (OH) records is 
dependent upon the services provided at the workplace 
and the nature of the work performed. Specific legal and 
regulatory requirements must be adhered to, and privacy 
and security measures must be maintained. Occupational 
Safety and Health Administration (OSHA) standards 
have been promulgated for the: recording and report-
ing of occupational injuries/illnesses; guidance for the 
preservation and retention of records; and requirements 
for the access to employee medical and exposure records. 
In addition, there are specific recording requirements 
for bloodborne pathogen and needlestick exposures. 
The Health Insurance Portability and Accountability Act 
(HIPAA) of 1996 addresses the rules and regulations 
associated with the disclosure or use of protected health 
information (PHI). The Genetic Information Nondis-
crimination Act (GINA) of 2008 addresses protection 
of employee medical information and prohibits use of 
genetic information to discriminate in health insurance 
coverage or employment.

Recording and 
Reporting Work-related 
Injuries/Illnesses

The occupational health professional (OHP) plays an 
integral role in the identification and documentation of 
work-related injuries and illnesses and must be knowl-
edgeable of OSHA recordkeeping requirements and 
documents. Accurate injury and illness data provide 
information that can be used by employers, OSHA repre-
sentatives, and safety and health providers to improve the 
health and safety of workers, and to reduce and eliminate 
workplace hazards. Specific guidelines for work-related 
injury and illness documentation are identified in the 
OSHA Injury and Illness Recordkeeping Rule, 29 CFR 
1904. 

OSHA Recordable 
Injuries

Unless meeting a specific exemption (less than 10 employ-
ees or a low-hazard industry), OSHA requires employers 
to maintain records of work-related injuries and illnesses. 
 

• Injury or illness meets general recording criteria and is 
recordable if it results in any of the following:
○ Any work-related fatality.
○ Any work-related injury or illness that results in loss 

of consciousness, days away from work, restricted 
work, or transfer to another job.

○ Any work-related injury or illness requiring medical 
treatment beyond first aid.

○ Any work-related diagnosed case of cancer, chronic 
irreversible disease, fractured or cracked bones or 
teeth, and punctured eardrums.

 There are also special recording criteria for work-re-
lated cases involving needlesticks and sharps injuries, 
medical removal, hearing loss, and tuberculosis (TB).

• First Aid: 
○ Using a non-prescription medication at non-pre-

scription strength (for medications available in both 
prescription and non-prescription form, a recommen-
dation from a physician or other licensed healthcare 
professional [PLHCP] to use a non-prescription 
medication at prescription strength is considered 
medical treatment for recordkeeping purposes).

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

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

○ Using wound coverings such as bandages, gauze 
pads, etc.; or using butterfly bandages.

○ Using hot or cold therapy.
○ Using any non-rigid means of support, such as elas-

tic bandages, wraps, or non-rigid back belts.
○ Using temporary immobilization devices while 

transporting an accident victim.
○ Drilling of a fingernail or toenail to relieve pressure, 

or draining fluid from a blister.
○ Using eye patches.
○ Removing foreign bodies from the eye using only 

irrigation or a cotton swab.
○ Removing splinters or foreign material from areas 
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other than the eye by irrigation, tweezers, cotton 
swabs, or other simple means.

○ Using finger guards.
○ Using massages.
○ Drinking fluids for relief or heat stress.

• Severe Injury Reporting: Employers must report any 
worker fatality within eight hours and any amputation, 
loss of an eye, or hospitalization of a worker within 24 
hours.

• Privacy Concern Cases: OSHA has strict requirements 
for protecting the privacy of injured and ill workers. 
An employer may not record the employee’s name 
on the OSHA 300 Log for certain “privacy concern 
cases”; instead of writing a name, “privacy case” is 
entered. Injuries and illnesses considered as privacy 
concern cases are:
○ An injury or illness to intimate body parts or the 

reproductive system.
○ An injury or illness resulting from a sexual assault.
○ Mental illness.
○ Human immunodeficiency virus (HIV) infection, 

hepatitis, or TB.
○ Needlestick injuries and cuts from sharp objects that 

are contaminated with another person’s blood or 
other potentially infectious material.

○ Other illnesses, if the employee voluntarily requests 
that his or her name not be entered on the log.

OSHA RECORDABLE INJURIES WITH SPECIAL 
RECORDING CRITERIA

• All work-related needlestick injuries and cuts from a 
sharp object that are contaminated with another per-
son’s blood or other potentially infectious material.

• If an employee’s hearing test reveals that the employee 
has experienced a work-related Standard Threshold 
Shift (STS) in hearing in one or both ears, and the em-
ployee’s total hearing level is 25 decibels (dB) or more 
above the audiometric zero (averaged at 2,000, 3,000, 
and 4,000 Hz) in the same ear(s) as the STS.

• If an employee has been occupationally exposed to 
a known case of active TB and that employee subse-
quently develops a TB infection, as evidenced by a 
positive skin test or diagnosis by a PLHCP.

OSHA FORMS 300, 300A, AND 301

• OSHA 300 form - Recordable injuries and illnesses 
entered as they occur throughout the year. Enter each 
recordable injury or illness on the OSHA 300 log and 
301 Incident Report within seven calendar days of re-
ceiving information that a recordable injury or illness 
has occurred.

• OSHA 300A form - Complete at the end of the year 
to summarize the number of recordable cases that 
occurred. Post a copy of the annual summary in each 
establishment in a conspicuous place where notices to 
employees are usually posted no later than February 1 
following the year covered by the records and kept in 
place for three months, until April 30.

• OSHA 301 form - Provide supplementary information 
about each injury or illness, unless a form such as the 
workers’ compensation first report of injury is used, 
which includes all of the same information.

OSHA forms 300, 300A, and 301 must be maintained at 
the worksite for at least five years. 

ELECTRONIC SUBMISSION OF OSHA 300A

Covered entities are only required to electronically sub-
mit information from the OSHA Form 300A (summary of 
work-related injuries and illnesses) by the designated date 
of the current calendar year for injury data of the preceding 
year.

ACCESS TO EMPLOYEE EXPOSURE AND 
MEDICAL RECORDS (29 CFR 1910.1020)

A worker or designated representative, with the worker’s 
written consent, may have access to the worker’s exposure 
and health records that reflect his or her exposure to any 
toxic substance or harmful physical agent. The worker’s 
medical records must:

• Include medical history and physical exam; medical 
opinion; diagnosis and progress notes.

• Include lab and x-ray tests; first aid record.
• Be accessible in a reasonable manner and place.
• Be provided within 15 working days of the initial 

request.
• Be copied by the employer upon request.
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WORKER HEALTH RECORDS RETENTION

OSHA Standard 1910.1020(d)(1) provides guidance for 
preservation and retention of records; the standard indi-
cates that, unless a specific occupational safety and health 
standard provides a different period of time, the medical 
record for each worker should be maintained for at least 
the duration of employment, plus 30 years. 

Confidentiality of
Worker Health Records

Policies and procedures to ensure unauthorized access of 
occupational health-related records must be in place and 
should include notification of privacy rights and how the 
information will be accessed and used, such as: 

• A system designed to prevent unauthorized access to 
computer networks, considered a “firewall”. 

• Creation of passwords and other forms of authentica-
tion (fingerprinting, retina scanning, voice recogni-
tion).

• The use of encryption, which converts plain text into 
a disguised file or message using a mathematical 
algorithm.  

The Association of Occupational Health Professionals in 
Healthcare (AOHP) position statement regarding confi-
dentiality of employee health records - and the American 
Association of Occupational Health Nurses (AAOHN) 
standard related to confidentiality of medical records and 
worker health information in the OH setting - clearly 
delineate issues related to confidentiality. Any release of 
employee information, excluding fitness for duty or that 
which is required by law, cannot be completed without the 
written request of the employee. 

The American College of Occupational and Environmen-
tal Medicine (ACOEM) Committee on Ethical Practice in 
Occupational and Environmental Medicine also addresses 
confidentiality, indicating that OH departments are respon-
sible for keeping all health information private/confiden-
tial.

Selecting Software 
Programs for the OH 
Setting

As employee recordkeeping and tracking progresses 
from manual processes to computerization, input from 
the OHP is critical for the best selection of software to 
meet the needs of the OH office. These programs may be 
vendor designed or designed internally. Vendors are very 
willing to provide either onsite or online demonstrations 
of their products and answer questions. Consideration 
must be given to the following points when considering 
conversion to an electronic recordkeeping system:

• What are the expenditures for the system with regard 
to cost and productivity, including initial purchase 
price, annual fees, and fees for updates? 

• Will the program be effective and efficient? Is it user 
friendly, will it track productivity, and can the user 
customize templates?

• How will it interface with the facility human resourc-
es information technology program, and how will 
employee demographic data be updated on a regular 
basis (usually daily)?

• What type of training will the vendor provide, and 
what are the support services after installation and 
training are completed?

• What electronic template reports are included, how 
will these reports be accessed, and is the user able to 
customize reports? Does it include templates for the 
OSHA 300, 300A, and 301 forms?

• Will there be secure portals for employees to retrieve 
their personal health information such as vaccination 
records and titer results? Will there be secure portals 
for managers to retrieve real-time compliance reports 
for staff such as influenza vaccination rates or respi-
rator fit testing compliance?

• Assess current system requirements; review and as-
sess what other OH settings are using and how effec-
tive those systems have been.

Types of Records and 
Reports

There are many documents in the OH work setting that 
can be used to document and validate services provided, 
to meet regulatory requirements, and for program devel-
opment and assessment. 
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Specific documents related to overall clinic services may 
include:

• Clinic encounter data - number and type of daily 
visits; scheduled and walk-ins. 

• Analysis of services rendered related to health pro-
motion, training, and education.

• Participation on committees, multidisciplinary teams, 
and task forces, including sharing appropriate OH 
data.

• Customer service feedback.
• Benchmark data for OSHA recordable injuries; lost 

or restricted time injuries.
• Workers’ compensation claims information - number 

and length of claims; claim costs, etc.

Individual HCP medical records:
• Occupational and medical history
• Post offer/pre-employment health assessment infor-

mation
• Immunization records if required for condition of em-

ployment
• Laboratory, radiology, and medical surveillance di-

agnostic testing (Examples: titers, electrocardiogram, 
pulmonary function test, audiogram)

• Color blindness testing and/or visual acuity
• Hazard exposure records (chemical exposures includ-

ing hazardous drugs, blood and body fluid exposures)
• Work-related injury and illness evaluations; acute 

care and progress notes
• Workers’ compensation and insurance records
• Family and Medical Leave Act (FMLA) records
• Wellness program assessments, activities, and screen-

ing records
• Fitness for duty, including reasonable suspicion, 

return to work, episodic, and job transfer, including 
relevant phone calls

• Independent medical evaluations - workers’ compen-
sation and FMLA

Data Analysis in OH
Recordkeeping and reporting functions in all aspects of 
healthcare provide an overwhelming amount of infor-
mation in the form of data, as evidenced by the above 
discussion. Available OH data will be used to commu-
nicate the volume of OH services provided (productiv-
ity), health and safety status of workers, and outcomes 
of quality improvement and/or evidence-based practice 
initiatives.This section provides an overview of the types 

of data that the OHP may encounter and examples of how 
to report data. 

COLLECTING DATA

Identification of the data type and the method of data col-
lection to measure a specific outcome is essential prior to 
initiating the data collection process. The OHP must ask 
this question: Does current data exist, or must a method 
be developed to collect the required data? Choosing the 
appropriate data collection method and data measurement 
scale will ensure obtaining the desired data to measure the 
identified outcome. There are four types of data measure-
ment scales to consider: Nominal, Ordinal, Interval, and 
Ratio.

• Nominal data are often referred to as “labels”; there is 
no quantitative or numerical value assigned. Examples 
are department names, job titles, types of injuries, and 
devices associated with contaminated needlesticks. 
When a nominal scale only has two categories (Yes/
No), it is called dichotomous.

• Ordinal scales place values into an order (best to 
worst, satisfied to unsatisfied). However, the differ-
ences between these values are not really known or 
quantifiable. Example: The worker is asked to rate his/
her satisfaction level with OH services. “How satisfied 
are you with the OH services received?” Please rate 
your experience. 

 1=Very Unsatisfied    2=Somewhat Unsatisfied                        
 3=Neutral                4=Somewhat Satisfied 
 5=Very Satisfied

• Interval scales are based on numerical scales where 
there is both an order and an exact difference between 
the values. Because the values are numerical, calcula-
tions such as means and standard deviations can be 
performed on the data. An example would be; in May, 
there were two OSHA recordable injuries, three in 
June, and four in July. The difference between each 
month was one OSHA recordable injury.

• Ratio scales are numerically based, and have a scale, 
an exact difference between values, and an absolute 
zero. Using the OSHA recordable example above, the 
ratio between the OSHA recordable in May compared 
to July was 2:4, or doubled.
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ORGANIZING AND PRESENTING DATA

Once data is collected, it must be organized and presented 
in a manner that is easy to comprehend at a glance. The 
OHP will need to format the data that will be reported 
throughout the organization. Data may need to be present-
ed to senior administrators, department managers, human 
resources personnel, safety personnel, infection prevention 
and control, risk management, and frontline workers. Re-
ports should not be created solely for sharing data; rather, 
data in reports should be used to illustrate the progress, or 
lack thereof, in meeting key performance indicators (prog-
ress toward an outcome). The content of reports may be 
determined jointly by stakeholders and OH, such as injury 
reports or vaccination rates, or they may be OH-specific 
reports tracking services provided by the department. The 
frequency of reports may be daily, weekly, monthly, quar-
terly, or annually, contingent upon desired outcome. 

Generating reports can become time consuming, and the 
OHP will need to learn how reports are created. Are they 
manually prepared using an electronic spreadsheet pro-
gram, or can a template be created and a report automati-
cally generated by pulling data from a vendor or in-house 
computer program? 

The identified data will be organized and presented by 
creating a data set. Most often, a data set is displayed in 
a chart/graph. Charts contain an x-axis (horizontal) and 
y-axis (vertical) that display variables, or characteristics. 
These can include details like time interval, job title, or de-
partment displayed on the x-axis, and number of injuries or 
number of vaccine doses administered on the y-axis. The 
most common charts are bar, pie, and line charts, and they 
are easily created with an electronic spreadsheet program.
 

• Bar chart - This chart uses bars, either in a vertical 
(column) or horizontal (bar) format. The longer the 
bar, the more often a variable occurs (frequency). The 
formatting of the bars can provide additional infor-
mation in a report. Example: the number of OSHA 
recordable injuries that were part of the total injuries 
for a designated period of time can be displayed in a 
single bar.

• Pie chart - A pie chart uses a circular format to dis-
play data. It divides all the data into frequencies that 
equal 100% of the data. Example: the breakdown of 
the number and type of significant exposures to blood/
body fluids displays the number of contaminated 
needlesticks, contaminated sharps injuries, and mu-
cous membrane exposures over a period of time.

• Line chart - A line chart is used to display a single 
variable over a period of time. Each data point is 
connected by a line. Example: tracking the facility’s 
annual OSHA recordable incident rate. The national 
hospital rate and private industry injury rates can be 
entered as separate lines on the same graph as a com-
parison for internal benchmarking.

Tips for effective charts:
• Check the data for accuracy after entry into the chart. 

• Determine the best type of chart to display the data. 
As an example, a pie chart with 20 sections would be 
extremely difficult to interpret and not the best way to 
present that data set.

• Sort the data so that it is easy to follow with the eye. 
As an example, data displayed in descending order 
is easier to follow than having a variety of column 
heights or lengths staggered on the chart.

• Title the chart, including the type of data being report-
ed and the timeframe of the report.

• Label the x-axis and y-axis of the chart. The x-axis 
displays text labels and the y-axis displays numerical 
labels beginning with zero and ascending at identified 
intervals.

• Provide a legend only if necessary.

• Highlight the data. Eliminate background lines, shad-
ings, and three-dimensional effects that detract from 
the data. 

• Include any sources of data, such as from the Bureau 
of Labor Statistics (BLS). 

• Consider the audience that will be reviewing the graph. 

BENCHMARKS AND BENCHMARKING

A benchmark is a standard (metric) or set of standards used 
as a point of reference to evaluate level of performance 
or quality. It is a comparison tool and may be established 
within or outside a facility or business. The OHP may be 
asked if there are benchmarks for the facility’s occupa-
tional health and safety data. An example of an external 
benchmark would be comparing the facility’s OSHA 
recordable incident rate to the national BLS OSHA record-
able incident rate.
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Benchmarking is a process of comparing a facility’s 
processes internally to a high performing department or 
externally to another business, facility, or enterprise to 
improve processes and achieve “best practice.” Facilities 
utilize benchmarking to continuously measure and com-
pare their processes with leading businesses in the field.  
Developing a safe patient handling program utilizing the 
American Nurses Association’s Safe Patient Handling and 
Mobility: Interprofessional National Standards Across the 
Care Continuum is an example of using best practice as a 
guide for program development. 

Several agencies, including government and non-govern-
ment agencies, provide patient-focused healthcare bench-
marks. However, specific benchmarks in the healthcare 
OH arena are limited. The most common benchmark is the 
national OSHA recordable incident rate that is published 
annually by the BLS. This lagging indicator is published 
in the fall of the current calendar year for the preceding 
calendar year. An example: The 2019 incident rate data 
will be published in the fall of 2020. The BLS incident rate 
data are broken down by industry, and healthcare is listed 
under the Educational and Health Services section. Bench-
mark data in the annual report include the overall OSHA 
recordable incident rate, incident rates for injuries/illnesses 
with days away from work, restricted or transferred days, 
and other recordable injuries. The OHP can also compare 
facility OSHA incident rates to the incident rates for pri-
vate industry, which are also included in the BLS data. The 
formula to calculate OSHA incident rates is:

(Number of injuries and illnesses X 200,000) / 
Employee hours worked = Incidence rate

The 200,000 figure in the formula represents the 
number of hours 100 full-time employees would 
work at 40 hours per week for 50 weeks per year, 
and provides the standard base for calculating 
incidence rate for an entire year.

Other sources of OH benchmark data and benchmarking 
processes include:

• Significant bloodborne pathogen exposures:
○ Exposure Prevention Information Network (EPInet), 

housed in the International Safety Center, began 
in 1991 and provides benchmark data on sharps 
injuries and blood/body fluid exposures. Exposure 
reports are compiled for U.S. hospitals, posted an-
nually online, and are free to access. In addition, 
healthcare facilities can join the network and submit 
information on significant exposures to blood/body 
fluids confidentially and at no cost.

○ Exposure Survey of Trends in Occupational Practice 
(EXPO-S.T.O.P.) began in 2011 by two members of 
AOHP. The data is submitted by AOHP members 
from across the United States. In addition to pro-
viding benchmark data on significant exposures to 
blood/body fluids, the survey analyzes the trends 
in significant exposures over time and offers best 
practice suggestions from participating hospitals 
to reduce these exposures. Results of the EXPO-
S.T.O.P. surveys are free to members either online or 
via the association’s quarterly Journal.

• Influenza vaccination rates have been addressed 
by The Joint Commission (TJC) since Standard 
IC.02.04.01 went into effect in September 2012. This 
standard requires facilities to establish influenza vac-
cination programs, with the ultimate goal of achieving 
a 90% vaccination rate of staff by 2020. The OHP can 
use the 90% vaccination rate as a benchmark if the 
facility does not have a mandatory influenza vaccina-
tion program.



Worker Health 
Assessment and Surveillance   

CHAPTER     7
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Health and Safety of 
Healthcare Personnel 
(HCP)

The primary function of occupational health (OH) is to 
ensure that healthcare personnel (HCP) are able to perform 
their jobs in a safe and effective manner. This chapter fo-
cuses on health assessments, wellness efforts, and common 
medical screening/medical surveillance programs to meet 
the requirement of this function. 

Health Assessments
There are a number of common health assessments in OH 
practice. Regardless of the type of assessment, the out-
come is to determine if the individual is able to perform 
the physical demands of the job with or without accommo-
dation. In essence, OH determines the individual’s fitness 
for duty. Fitness for duty is a broad term used to describe 
various health assessments. This use is not to be confused 
with a specific health assessment type, the fitness for duty 
examination, which is usually conducted when the indi-
vidual may be impaired by drugs, alcohol, or a physical or 
mental health condition. The fitness for duty examination 
is reviewed in more detail later in this chapter.

Assessments may include tests or examinations conducted 
to determine work capacity, risks related to workplace 
exposures, and specific accommodations that will allow 
the employee to safely meet job productivity and quality 
standards.

The OHP is responsible for assuring that all federal, 
state, and local laws are followed throughout the assess-
ment process. These laws and regulations pertain not just 
to disability, pregnancy, and genetic information at the 
federal level, but also to race, gender, age, national origin, 
and sexual orientation. Consideration must also be given 
to any state laws related to the use of medical marijuana. 
Some states provide protection to employees who are us-
ing medical marijuana as long as they are not impaired on 
the job. These state laws can further restrict what can be 
asked and done during a history and physical examination. 
It is important for the OHP to determine the applicability 
of state and local laws and regulations related to health 
assessments. 

For all health assessments:

• Policies and procedures should be developed for each 
type of health assessment, including the policy on 
work restrictions and accommodations. It is important 
for the OHP to become familiar with the specifics of 
each type of assessment.  

• Thorough documentation of every assessment, visit, or 
contact, such as phone calls, is essential to maintaining 
an accurate history and understanding of the current 
health status of an individual.

• Obtain a current job description to provide the evaluat-
ing clinician with the physical demands of the job and 
essential job tasks. 

• In the event that it is necessary to contact the individu-
al’s treating clinician to clarify the individual’s ability 
to perform the job:
○ Obtain a signed informed consent for the release of 

medical information to the OHP. Identify the specific 
information being requested, including mental health 
concerns.

○ Provide instructions to the treating clinician for the 
completion of the fitness for duty documentation 
form. 

○ In a letter of referral to the specialist, provide 
specific observations or other relevant information. 
Provide a copy to the employee, if appropriate, and 
retain a copy in the employee’s health record.

○ Provide specific questions to be answered. It is not 
usually necessary to know a specific diagnosis. 
However, information related to work restrictions, 
accommodations, whether temporary or permanent, 
and timing for re-evaluation is essential. Request 
clarification if the recommendations are unclear, 
incomplete, or do not answer all questions. 

• OHP review and communication of the assessment 
outcome:
○ Review the results of the assessment to determine 

the individual’s (new hire or current employee) 
ability to work. The only information that is to be 
released is whether or not the individual is able to 
work with or without restrictions, as well as the 
stated restrictions. The clearance to work should 
contain no medical diagnosis from the OHP to hu-
man resources (HR) or the manager. If the clearance 
to work is for a new hire:
 Establish a procedure for HR notification of clear-

ance to work.
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 Follow the procedure for abnormal findings to 
be addressed (either prior to start date or within a 
designated time after the start date).

The most common types of health assessments:
• Post offer/pre-placement
• Episodic illness  
• Return to work 
• Fitness for duty 
• Job transfer
• Department of Transportation (DOT)
• Travel health
• Medical screening/medical surveillance
• Post work-related injury evaluation and follow-up 

(Chapter 8: Core Injury/Illness Prevention Programs)

POST OFFER/PRE-PLACEMENT HEALTH 
ASSESSMENT

Pre-placement health assessments are performed after a job 
offer is made, and before the first day of work, to evaluate 
the applicant’s ability to perform the essential functions of 
the position for which the candidate has applied.

Elements of post offer/pre-placement health assessments 
include:

• General health and occupational history (document 
prior occupational exposures and injuries).

• Physical examination (full, focused, or deferred if his-
tory negative depending on job description/analysis). 
This may include visual acuity (Snellen) and/or color 
blindness (Ishihara or Snellen) testing depending on 
the job description.

• Assessment of the presence of communicable disease 
to prevent transmission/contagion.

• Review of potentially hazardous exposures and physi-
cal demands of the job the employee will be perform-
ing. Ideally, the applicant would have reviewed the job 
description in advance of the examination. HR should 
provide a job description, including a functional and 
environmental evaluation for the OHP to review.

• Completion of mandated baseline examinations and/or 
testing (Occupational Safety and Health Administra-
tion [OSHA], DOT, state and local health department 
new hire requirements).

• Laboratory, x-ray, and specialized testing such as an 
audiogram, pulmonary function, and respirator fit test-
ing.

• Drug testing is routinely performed at the time of 
the pre-placement health assessment according to 
the facility policy or if the job is governed by DOT 

regulations. Note: Drug testing can be done before a 
job offer is made, as it is not considered part of the 
health assessment (examination) under the Americans 
with Disabilities Act (ADA).

Additional benefits of post offer/pre-placement health as-
sessments:

• Establishes a baseline for medical surveillance testing.
• Provides baseline information should a work-related 

injury occur.
• Establishes one of the initial facility relationships with 

a new employee to reinforce the employer’s culture of 
safety and wellness.

EPISODIC ILLNESS

HCP may come to work with an acute illness, such as a 
cold or influenza, or they can become ill while at work and 
seek treatment in the OH department. It will be contingent 
upon the facility policy as to whether or not HCP with 
acute minor illnesses are fully treated in OH or are referred 
to a primary care provider for treatment. In either case, 
HCP will need a thorough assessment before determining 
the most appropriate treatment plan. In addition to acute 
minor illnesses, HCP may experience the onset of signifi-
cant symptoms, such as chest pain, lightheadedness, or 
dizziness that may constitute a medical emergency while at 
work. The OHP needs to develop policies and procedures 
for these types of visits, keeping in mind the elements of 
return to work visits discussed in the next section. OH 
should clear HCP to return to work if they have been sent 
home from work by OH.

RETURN TO WORK

The purpose and scope are determined by the organiza-
tion’s policy, including the length of time the employee 
was off the job and the reasons why (Family and Medical 
Leave Act [FMLA], communicable disease, work-related 
injury). An evaluation is performed to:

• Determine an employee’s readiness to return to his or 
her previous job.

• Evaluate any change in the employee’s health or physi-
cal status that may affect his or her ability to perform 
the essential functions of the job.

• Determine if there is a need for accommodation.
• Determine if there is a need for ongoing monitoring or 

surveillance.
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FITNESS FOR DUTY 

A Fitness for Duty Evaluation/Examination may be per-
formed when there is reason to believe an individual is not 
able to perform his or her responsibilities or conduct him 
or herself safely and in accordance with the requirements 
of the job or the organization’s code of conduct. This could 
be the result of:

• Suspected physical impairment or limitation.
• Suspected mental impairment or limitation.
• Suspicion of substance abuse. 
• An on-the-job accident, illness, or injury.

Requests for these evaluations/examinations often come 
from a supervisor when observations are made that indi-
cate a concern regarding the health of the employee or a 
safety issue. It is essential that supervisors are able and 
willing to address and document performance and behav-
ioral issues. An employee may present with a request for a 
job accommodation that also requires evaluation/examina-
tion.

The organization’s fitness for duty policy should guide 
the OHP and supervisory management in how to docu-
ment the need for an evaluation and the nature and scope 
of the evaluation and examination. This includes policies 
and procedures for drug testing. Specific components may 
include:

1. Physical assessment by the OHP, with identification of 
work restrictions.

2. Physical therapy/occupational therapy functional ca-
pacity evaluation to assess job-related functional tasks 
such as the ability to lift a specific amount of weight, 
or to push or pull a specified amount of weight.

3. Referral to a personal healthcare provider for evalu-
ation of a potential change in the employee’s health 
status that may be impacting his or her work.

4. Drug screening for cause or reasonable suspicion (drug 
diversion, accident).

5. Referral to specialists, such as orthopedist, physiatrist, 
psychiatrist, psychologist.

6. Return to work assessments related to FMLA, com-
municable diseases, long or short term disability, and 
workers’ compensation.

JOB TRANSFER

A job transfer assessment is similar to the post offer/pre-
placement assessment and is conducted to assess the cur-
rent employee’s ability to perform the essential functions 
of the new job and identify:

• Any required accommodations.
• Any additional training.
• Communicable diseases.
• Any surveillance programs required in the new posi-

tion.

DOT EXAMINATIONS 

The Federal Motor Carriers Safety Administration 
(FMCSA), part of the U.S. DOT, is the leading federal 
agency responsible for regulating and providing safety 
oversight for individuals who drive commercial motor 
vehicles (CMV). To drive a commercial vehicle, the driver 
must have a commercial driver’s license (CDL). In order 
to obtain a CDL, DOT FMCSA requirements include a 
medical examination by a certified medical examiner. The 
examination can be performed by a physician, physician 
assistant, or advanced practice nurse who has passed a 
certifying examination and is registered in the national 
medical examiner registry. In addition, DOT has drug 
testing regulations that must be followed for CDL hold-
ers. In healthcare OH, there may be limited need for DOT 
examinations. An example would be shuttle bus drivers 
employed by the facility when the shuttle bus holds more 
than 16 people, including the driver. Healthcare settings 
may also follow DOT requirements for drug testing when 
establishing fitness for duty programs, as the DOT drug 
testing regulations set the standard for drug testing proce-
dures, including the medical review officer role. 

TRAVEL HEALTH ASSESSMENTS 

The OHP will need to be aware of staff who may be travel-
ing internationally as part of their work experience. The 
OHP needs to ensure that policies for screening, evaluat-
ing, and monitoring of HCP who complete educational 
and clinical initiatives in developing countries are in place. 
Policies to consider are anticipated exposure to endemic 
diseases (tuberculosis, human immunodeficiency virus 
[HIV], etc.) as well as how the traveling employee will 
obtain any Centers for Disease Control and Prevention 
(CDC) recommended travel immunizations. The OHP 
may need to coordinate these services with a travel clinic 
at the local public health department. Policies also need to 
include any follow-up with HCP upon return to work from 
the travel experience, such as a symptom screening tool 
to identify potential exposures and follow-up needs. The 
facility, in conjunction with OH, should explore pre-travel 
and follow-up care for staff who may be volunteering (not 
required) at foreign or domestic natural disasters.
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Worker Health 
and Well-being 

WHAT IS TOTAL WORKER HEALTH®?

According to the National Institute for Occupational Safety 
and Health (NIOSH), Total Worker Health (TWH) is 
defined as policies, programs, and practices that integrate 
protection from work-related safety and health hazards 
with promotion of injury and illness prevention efforts to 
advance worker well-being.

The TWH program first and foremost strives to “protect 
workers from hazards and advance their health and well-
being by targeting the conditions of work.” Risk factors 
in the workplace can contribute to health problems previ-
ously considered unrelated to work. The “TWH approach 
focuses on how environmental and organizational factors 
related to work can diminish or enhance overall worker 
health.” This approach: 

• Provides benefits for workers, employers, and commu-
nities.

• Utilizes the unique expertise of NIOSH as a national 
and global leader in research.

• Preserves the notion of keeping workers safe as funda-
mental to TWH.

• Formulates issues relevant to advancing worker 
well-being through TWH. A list of these issues can be 
found in a graphic on the NIOSH website.

• Seeks the integration of all organizational policies, 
programs, and practices that contribute to worker 
safety, health, and well-being.

• Aims to focus on work factors that contribute to poor 
worker health, including work-related injury and ill-
ness, chronic health conditions and lifestyle risks that 
lead to them, and psychosocial health.

The TWH approach considers the factors that contribute 
to worker well-being from a holistic understanding. While 
traditional workplace wellness programs focus on indi-
vidual behavior, the focus of TWH includes organizational 
programs that can have an effect on work experience and 
well-being of workers, such as human resources, orga-
nizational design, and disability management, as well as 
workplace wellness programs. To build research evidence 
to find new solutions to work problems, NIOSH funds six 
Centers of Excellence for TWH. These centers create new 
knowledge and approaches for addressing challenging 
problems faced by employers.

TWH AFFILIATES 

NIOSH and the Association of Occupational Health Pro-
fessionals in Healthcare (AOHP) signed a Memorandum 
of Agreement in July 2017 that designates AOHP a NIOSH 
TWH Affiliate. Numbered among affiliates are academic 
institutions, labor organizations, public sector entities, such 
as federal, state, and local government agencies, and non-
profit associations that are related to health and occupa-
tional safety. Potential collaborative activities may include 
the following:

• Conducting joint research
• Developing programs and interventions
• Collaborating on meetings and educational events
• Creating and distributing publications and other forms 

of communication

A number of healthcare organizations have adopted and 
implemented the TWH approach to their occupational 
health programs.  

EXAMPLE OF AN IMPLEMENTED TWH 
PROGRAM

Dartmouth-Hitchcock Medical Center in New Hampshire 
is an excellent example of this approach. The center has 
initiated a Live Well/Work Well Program that provides 
a team of certified health coaches to support the health 
improvement goals and well-being needs of the employee 
population on an individual and group basis. These pro-
grams employ a “whole person” approach, addressing 
needs in the physical, emotional, social, spiritual, and life-
style health areas. Programs focus on nutrition, exercise, 
sleep, mindfulness, and employee assistance. Importantly, 
this program includes workplace safety provisions, includ-
ing methods to report unsafe conditions and provide access 
to safety programs.

WORKSITE WELLNESS PROGRAMS AND 
FEDERAL REGULATIONS

The Affordable Care Act (ACA) has provisions for em-
ployer-sponsored worksite wellness program employee 
participation incentives. However, the legality of offering 
incentives for program participation is in flux. Accord-
ing to the ACA, employers can vary the cost of healthcare 
programs based on employees’ achievement of health 
goals. However, in 2016, the U.S. Equal Employment Op-
portunity Commission (EEOC) ruled that employers can 
only employ these incentives under voluntary programs. 
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Specifically, the EEOC ruled that employers would not be 
in breach of the Genetic Information Nondiscrimination 
Act (GINA) if they obtain genetic information “as part of 
health or genetic services, including wellness programs, 
offered by the employer on a voluntary basis. Thus, as of 
2016, employers could “offer incentives of up to 30% of 
the total cost of self-only coverage” if their program was 
“voluntary”. In January 2019, the U.S. District Court for 
the District of Columbia ruled that offering a 30% incen-
tive to participate was not voluntary. Thus, the EEOC 
rescinded its incentive ruling but has not issued a notice 
of proposed rulemaking with new guidance for employers 
on how to implement incentives as part of their worksite 
wellness programs.

Employee Assistance 
Programs 

Employee Assistance Programs (EAP) developed from 
the early 20th century Occupational Social Work Program 
and the Occupational Alcoholism Program of the 1940s. 
In the mid-1970s, the focus of the alcoholism program 
changed to include mental health issues, family problems, 
and other personal problems. These two programs (social 
work and alcoholism) combined to form the EAP model. 
In the 1970s the Hughes Act was passed, requiring EAP 
programs for federal employees, and the National Institute 
on Alcohol Abuse and Alcoholism was created.

The EAP, a benefit offered by employers, is a voluntary, 
work-based program offering confidential assessments, 
counseling, and referrals to employees who may have 
work-related problems or personal issues. Alcohol and 
other substance abuse issues, stress, grief, and family 
discord are areas where EAP expertise may be requested. 
EAP programs may provide critical incident stress de-
briefing to assist staff in coping with workplace violence, 
trauma, or other emergency response situations. Expanded 
EAP services may include child care, elder care, legal and 
financial services, and in some cases, services to family 
members. 

In addition, comprehensive EAPs train supervisors to en-
courage and refer employees to the EAP when behaviors in 
the workplace give rise to concern and before discipline is 
imposed. This training can include early warning signs of 
substance abuse and other signs of distress in employees. 
If an EAP referral is mandated by the employer, the OHP 

may need to work with the employee’s manager and HR to 
facilitate the referral and monitor the employee’s adher-
ence to the EAP’s recommendations and treatment plan.
 
EAP services may be provided internally or externally. If 
services are provided off-site, they may be provided by a 
national company that is telephonically based. Regardless 
of the type of program, the OHP and/or the EAP may have 
reporting obligations to law enforcement or mental health 
authorities, including possibly initiating involuntary com-
mitment processes. The OHP can contact available risk 
management or legal resources when these situations arise, 
as obligations will vary by location/state.

It is imperative that the OHP be aware of EAP programs 
in the work setting and how to facilitate referrals for staff. 
If the organization does not have an EAP, the OHP should 
assess the need for such a service and make recommenda-
tions to administration to initiate this service.

Medical Surveillance and 
Prevention Programs

MEDICAL SCREENING AND SURVEILLANCE

As hazards are identified, medical screening and surveil-
lance of workers may be necessary. Implementing required 
medical screening and surveillance programs is an es-
sential function of OH services. The purpose of medical 
surveillance is to identify problems in the workplace by 
analyzing health information and implementing targeted 
prevention. Surveillance may be conducted related to a 
single incident, a sentinel event, an OSHA standard, or 
a public health requirement. Typically, surveillance uses 
screening results from the group of workers being evalu-
ated, looking for abnormal trends in health status. Review 
of group results helps to identify potential problem areas, 
evaluate the effectiveness of existing worksite preventive 
strategies, and provide feedback to the employer. Medical 
screening is a part of medical surveillance programs. It is 
a method for detecting medical conditions before a person 
who is asymptomatic would normally seek medical care. 

Workers identified at high risk for possible adverse health 
outcomes from a specific workplace hazard may require 
medical screening on a periodic basis, which includes clin-
ical evaluation and/or laboratory testing. Medical Screen-
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ing and Surveillance Requirements in OSHA Standards: A 
Guide provides an overview of common OSHA standards 
that require surveillance.

Personal Protective 
Equipment 

OSHA’s Standard General Requirements (Personal Protec-
tive Equipment) 29 CFR 1910.132 outline requirements 
for personal protective equipment (PPE) use in general 
industry. PPE is the last line of protection against work-
place hazards in the hierarchy of controls. This means that 
other measures, such as engineering and administrative 
controls (workplace practices), have not ensured worker 
protection. Therefore, it is important that the worker use 
PPE to be protected from the specific hazard. In healthcare, 
standard precautions involve the use of PPE on an ongoing 
basis. Direct and indirect patient care providers routinely 
use gloves, goggles, gowns, and respirators (often dispos-
able) as PPE. Ancillary staff such as maintenance workers 
may use PPE such as safety glasses and shoes, earplugs 
or muffs, hard hats, respirators (reuseable), or coveralls, 
vests, and full-body suits. If PPE is used, OSHA requires a 
program to address:

• The hazards requiring PPE; 
• The selection, maintenance, and use of PPE; 
• The training of employees, including donning (putting 

on) and doffing (taking off); and
• Monitoring of the program to ensure its ongoing ef-

fectiveness.

HCP may encounter injuries or exposures to biological or 
chemical substances or other workplace hazards if PPE is 
not used appropriately. These scenarios provide an oppor-
tunity for retraining the worker to prevent future injuries. 
The OHP should follow up with the employee’s manager 
and/or other disciplines such as infection prevention and 
safety staff to ensure that the retraining occurs.

Immunizations 
To determine risk related to communicable diseases and 
other workplace exposures, immunization requirements 
must be completed as part of HCP initial health assess-
ments and periodically during employment. Recent 
outbreaks of measles and other communicable diseases 
highlight the importance of this screening for HCP.

The Advisory Committee on Immunization Practice 
(ACIP) was established in 1964 by the U.S. Surgeon Gen-
eral to act as an advisory board and assist in the control of 
communicable diseases. The committee meets three times 
annually at the CDC to review scientific data and vote on 
vaccine recommendations. These recommendations and 
individual state laws should be adhered to for optimal 
disease protection.  

The ACIP strongly recommends that all HCP be vaccinat-
ed against (or have documented immunity to) hepatitis B, 
influenza, measles, mumps, rubella, and varicella. Addi-
tionally, it is recommended that HCP be protected against 
tetanus, diphtheria, and pertussis, and that microbiologists 
routinely exposed to isolates of Neisseria meningitidis be 
given meningococcal vaccines. Current HCP vaccination 
guidelines can be accessed at http://www.immunize.org/
catg.d/p2017.pdf from the Immunization Action Coalition 
(IAC). When reviewing the HCP vaccination or disease 
history, acceptance of written documentation from a reli-
able immunization record and/or physician-documented 
illness is required. If documentation is lacking, laboratory 
evidence of immunity must be obtained.

Tips for the OHP and vaccine administration:

• When developing vaccine administration programs, 
consider standing orders for each vaccine. Sample 
standing order sets can be found on the IAC website.

• Vaccine information sheets (VIS) are information 
sheets produced by the CDC that explain both the 
benefits and risks of a vaccine to the recipient. Federal 
law requires that HCP provide a VIS to individuals 
prior to receiving a vaccine. These VIS are periodi-
cally updated, and the OHP is responsible for ensuring 
that the most current VIS is being provided at the time 
of vaccine administration. VIS updates are available 
through the CDC or the IAC.

• Proper storage and handling of vaccines is critical to 
ensure optimum vaccine effectiveness. The CDC pro-
vides a vaccine storage and handling toolkit for HCP 
on their website. There may be instances when OHPs 
are called upon to administer vaccines away from the 
clinic site, such as with flu clinics. In these cases, be 
sure to follow the above toolkit guidelines for mobile 
transporting and storage of vaccine outside a tradition-
al medication refrigerator.

• When giving serial vaccines, it is critical to ensure the 
OHP has a reliable method in place for monitoring the 
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worker’s return to the office in a timely fashion. With 
newer technology, reports and appointment reminders 
may easily be generated by electronic medical record. 
If this capability is unavailable, some type of reliable 
manual tickler system will need to be developed. 
Smartphones can also be helpful; advise HCP to set a 
reminder on their phone for their next vaccine before 
leaving the office.

RECOMMENDED HCP VACCINATIONS

• Hepatitis B – If previously unvaccinated, give a 2-dose 
(Heplisav-B) or 3-dose (Engerix-B or Recombivax 
HB) series, followed by serological testing one month 
post completion of the vaccine series.

• Influenza - Give one dose of influenza vaccine annu-
ally. There are multiple options for vaccine delivery.

• Measles, mumps, and rubella (MMR) – For HCP born 
in 1957 or later without serologic evidence of im-
munity or prior vaccination, give 2 doses of MMR 4 
weeks apart. For HCP born before 1957, consider 2 
doses of MMR if they do not have laboratory immuni-
ty to mumps or rubeola. One dose of MMR should be 
considered for those who have no laboratory evidence 
of immunity to rubella.

• Varicella – For HCP who have no serologic proof of 
immunity, prior vaccinations, or verification of a his-
tory of varicella or herpes zoster by a provider, give 2 
doses of varicella vaccine.

• Tetanus, diphtheria, pertussis – give one dose of Tdap 
as soon as possible to all HCP who have not previ-
ously received it to boost immunity against pertussis. 
Give Td boosters every 10 years thereafter.  

• Meningococcal – Give both MenACWY and MenB to 
microbiologists who are routinely exposed to isolates 
of Neisseria meningitidis. Every 5 years, boost with 
MenACWY if risk continues.

OTHER VACCINES

• Smallpox vaccination – This vaccination may be 
required for lab workers who routinely handle the 
viruses that cause smallpox or other viruses similar to 
it. The vaccine may also be indicated if preparing a 
smallpox readiness team in a disaster situation. 

 Booster vaccinations are required every three years 
when indicated. The vaccine is given by pricking the 
skin with a bifurcated needle dipped in vaccine solu-
tion. The vaccine “take” or reaction is then monitored.

VACCINE SIDE EFFECTS

Vaccines are safe and effective in preventing disease when 
used and administered appropriately. Occasionally side ef-
fects do occur, and if that should happen, there is a mecha-
nism for reporting those occurrences through the Vaccine 
Adverse Event Reporting System (VAERS). VAERS is 
a national early warning system created to detect safety 
issues with vaccines. The FDA and the CDC use VAERS 
data to monitor vaccine safety and conduct research 
studies. The adverse event can be reported even if it is 
uncertain or unlikely that the vaccine caused it. A worker 
may need to be referred for medical care if significant side 
effects develop. All OH departments should have policies 
and procedures in place to manage adverse vaccine effects.

MASS IMMUNIZATIONS

Mass immunization may be part of an annual influenza 
vaccination program, or the OHP may be called upon 
to implement a program for a novel infectious disease. 
An example from 2009 is the swine flu pandemic. Many 
healthcare organizations administered the novel influ-
enza vaccine that year in addition to the annual influenza 
vaccine. OH may be called upon to be at the forefront of 
planning and implementing a mass immunization program. 
Proactive steps in planning and drilling for a mass immu-
nization event may prove helpful in the event that mass 
immunization is needed.

Tuberculosis (TB) 
Surveillance

On May 17, 2019 the CDC, in conjunction with the 
National Tuberculosis Controllers Association (NTCA), re-
leased revised recommendations for TB screening, testing, 
and treatment of U.S. HCP in the Morbidity and Mortality 
Weekly Report (MMWR). The new recommendations up-
dated the 2005 CDC guidelines for Preventing the Trans-
mission of Mycobacterium tuberculosis (M. tuberculosis) 
in Health-Care Settings that included recommendations 
for baseline TB testing of all U.S. HCP and annual testing 
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for HCP working at medium-risk facilities or settings for 
ongoing transmission.  

Revision of the entire 2005 CDC TB recommendations 
was beyond the scope of the 2019 revisions and therefore, 
the remaining 2005 recommendations are unchanged, in-
cluding facility risk assessments for infection control poli-
cies and procedures. In addition, these recommendations 
do not address the use of interferon-gamma release assay 
(IGRA) testing versus tuberculin skin test (TST) for diag-
nosing latent tuberculosis infection (LTBI), as information 
about the testing methods has been well documented. The 
prior CDC definition of HCP remains unchanged.

In 2015, the NTCA convened a group of experts from the 
areas of TB, infection prevention and control, and occupa-
tional health to discuss possible updates to the 2005 CDC 
TB recommendations. Other members of the work group 
included representatives from the CDC, state and local 
health departments, and occupational health associations. 
Evidence was demonstrating that U.S. HCP were not at 
increased risk of LTBI and TB disease from occupational 
exposure to TB. NTCA evaluated surveillance data that 
indicated the rate of TB in HCP was no greater than that 
of the general population, raising the question of the cost 
effectiveness of serial testing. In addition, both IGRA and 
TST have documented limitations when used for serial 
testing of HCP at low risk of LTBI and TB disease. 

In 2017, a systematic literature review was conducted, the 
details of which are in the MMWR. Based on the findings 
in the literature review and expert opinion of the work 
group, recommendations were drafted and presented to 
the Advisory Council on the Elimination of TB (ACET) 
in April 2018 and Healthcare Infection Control Practices 
Advisory Committee (HICPAC) in May 2018. The rec-
ommendations were submitted to CDC for review and 
comment. Feedback was supportive of the recommended 
changes as well as the creation of a companion document 
that would assist healthcare organizations with implemen-
tation of the updated recommendations. Also in May 2018, 
the NTCA presented the revised recommendations at the 
National Tuberculosis Conference, which were supported 
by those in attendance.

Updated TB screening, testing, and treatment recommen-
dations include:

1. TB screening with an individual risk assessment and 
symptom evaluation at baseline (post offer/pre-place-
ment).

2. TB testing with an IGRA or TST for persons without 
documented prior TB or LTBI.

3. No routine serial TB testing at any interval after base-
line in the absence of a known exposure or ongoing 
transmission.

4. Encouragement of treatment of all HCP with untreated 
LTBI, unless treatment is contraindicated.

5. Annual symptom screening for HCP with untreated 
LTBI. 

6. Annual TB education of all HCP.

TB SCREENING DEFINITION

TB screening, in the revised recommendations, is defined 
as a process that includes:

• TB risk assessment.
• TB symptom evaluation.
• TB testing for M. tuberculosis infection (IGRA or 

TST) for HCP without documented evidence of prior 
LTBI or TB disease.

• Additional workup for TB disease for HCP with 
positive test results or symptoms compatible with TB 
disease.

BASELINE TB SCREENING

The recommendation for baseline TB screening for all 
HCP post offer/pre-placement has not changed from the 
2005 recommendations. This includes symptom evalu-
ation and testing (IGRA or TST) for those without prior 
TB disease or LTBI. The 2019 recommendations add an 
individual risk assessment as part of the baseline screening 
procedure. Risk factors are identified:

• Temporary or permanent residence (> one month) in 
a country with a high TB rate (i.e., any country other 
than Australia, Canada, New Zealand, the United 
States, and those in western or northern Europe);  

Or
• Current or planned immunosuppression, including 

HIV, receipt of an organ transplant, treatment with a 
tumor necrosis factor-alpha antagonist (e.g., inflix-
imab, etanercept, or other), chronic steroids (equiva-
lent of prednisone >15 milligrams/day for > one 
month), or other immunosuppressive medication;  

Or
• Close contact with someone who has had infectious 

TB disease since the last TB test.
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TB POST EXPOSURE SCREENING AND TESTING

There is no change in the 2019 revisions with regard to 
post exposure screening and follow-up of exposed HCP 
to suspected or known active TB. Exposed HCP should 
be screened for symptoms of TB. For HCP with a nega-
tive baseline TB test, testing (IGRA or TST) should be 
done at the time the exposure is identified and, if negative, 
repeated (with the same test) eight to 10 weeks after the 
last exposure. HCP with a history of LTBI or TB disease 
should not have further testing and should be evaluated for 
any symptoms of TB disease.

SERIAL SCREENING AND TESTING OF HCP 
WITHOUT LTBI

The 2019 recommendations state that “in the absence of 
known exposure or evidence of ongoing transmission of 
TB transmission, U.S. HCP without LTBI should not un-
dergo routine serial TB screenings or testing at any interval 
after baseline (e.g., annually).” Healthcare facilities might 
want to consider serial testing for certain groups of HCP 
who may be at increased risk of transmission of TB or in 
certain settings if transmission has occurred in the past. 
These determinations should be individualized and made 
in consultation with local and state health departments 
based on:

• The number of patients with infectious TB who are 
examined in these areas.

• Any delays in initiating airborne precautions.
• Whether prior annual testing has revealed ongoing 

transmission.

Consideration must also be given to HCP risk of TB infec-
tion outside the workplace. If the risks are unrecognized, 
HCP may develop and progress with active TB disease 
and transmit it to co-workers, patients, and other contacts. 
An example that the OHP should be aware of is HCP who 
travel to high risk countries for personal reasons. Prior rec-
ommendations included annual TB education for HCP that 
included signs and symptoms of TB. The 2019 recommen-
dations have added that all HCP should be educated about 
TB exposure risks. HCP are encouraged to discuss any 
potential occupational and non-occupational TB exposure 
with their primary care provider and OH. The decision to 
TB skin test HCP after baseline testing should be based on 
the individual’s risk of TB exposure at work or elsewhere.

FOLLOW-UP OF HCP WITH POSITIVE TB TESTS

• Individuals with a new positive TB test should be as-
sessed for signs and symptoms of TB and have a chest 
x-ray. Based on the results of the assessment and chest 
x-ray, a further work-up may be indicated. 

• HCP with a prior positive TB test result and docu-
mented normal chest x-ray do not require an additional 
chest x-ray unless they are symptomatic or starting 
LTBI treatment.

• HCP with untreated LTBI should be offered and 
strongly encouraged to complete treatment unless 
otherwise contraindicated.
○ HCP who do not complete treatment should com-

plete an annual symptom evaluation.
○ HCP with untreated LTBI should be educated about 

the signs and symptoms of TB disease that would 
prompt an immediate evaluation between screenings.

○ Healthcare facilities should identify HCP with LTBI 
and encourage treatment.

• The local public health department (PHD) should be 
notified immediately if TB disease is suspected. In 
addition, PHDs serve as resources for technical assis-
tance, medical consultation, and clarification of local 
regulations, surveillance requirements, and guidelines.

Note: At the time of publication of this edition of the Get-
ting Started Manual, the companion document for the 2019 
revisions had not been published. 

OHP ROLE IN TB SURVEILLANCE

OH will play a major role in TB surveillance, along with 
infection prevention and control (IPC). OHPs need to 
become familiar with and implement the revisions in the 
2019 recommendations, and also need to be familiar with 
the unchanged portions of the 2005 CDC TB recommenda-
tions. OHPs will be working as change agents to ensure that 
the new revisions are implemented. The OHP will need to 
ensure that policies and procedures are in place for:

• Conducting baseline symptom and risk assessment. A 
standardized form should be developed and utilized as 
a screening tool for all HCP prior to beginning em-
ployment or providing services in the facility.

• The type of TB testing an organization utilizes is based 
on multiple factors. The decision to use the IGRA 
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(blood test) or TST (two-step testing process one to 
three weeks apart) involves input from IPC, labora-
tory services, and other stakeholders such as human 
resources and nursing. In general, a person should 
have either a TST or an IGRA, but not both. Policies 
and procedures will need to be developed accordingly. 
○ Neither the IGRA or TST can differentiate between 

latent and active TB.  
 With IGRA testing, indeterminate or borderline 

results may cause the worker to have the test 
repeated meaning a second phlebotomy. An IGRA 
can be used in place of a TST for any situation 
where a TST is recommended. An IGRA is the 
preferred method of testing for individuals who 
have received Bacillus Calmette-Guérin vaccine 
(BCG).

 Two-step TSTs require two tests one to three 
weeks apart for a total of four visits to OH. TST 
false-positive results may occur from latent infec-
tion with other mycobacterium such as Mycobac-
terium avium.  False-negative results may occur 
when an individual is immunosuppressed for any 
reason. TSTs should be avoided for those who 
have had a previous positive result since subse-
quent reactions may increase in size and severity.

○ Staff competence in the performance of the selected 
testing method will need to be attained; a TST 
given intradermally demonstrating a wheal with 
reading and interpretation within 48-72 hours; and 
phlebotomy skills for IGRA testing. Resources for 
TST administration are listed in Part V: References, 
Chapter 7, Tuberculosis.

○ Recordkeeping and tracking methods of baseline and 
post-exposure test results will need to be developed.

○ Collaborate with IPC and the local health department 
to determine what, if any, serial testing needs to be 
conducted and when suspected or known exposures 
occur to active TB.

• OH should provide input into annual TB education 
in collaboration with IPC and other stakeholders. OH 
staff will need education on practice changes as a 
result of these revisions.

• Other policies and procedures that will need to be 
reviewed, revised, or developed include:
○ Management of HCP with new positive TB tests.
○ Management of HCP LTBI, including strategies to 

encourage treatment for new and current staff, and 
annual symptom assessment.

○ Management of HCP with suspected or known ac-
tive TB exposure.

Respiratory Protection
OSHA’s Respiratory Protection Standard 29 CFR 
1910.134 was promulgated in 1971 and revised in 1989. 
The standard requires employers to establish and maintain 
a respiratory protection program as a control measure for 
workplaces in which workers may be exposed to respira-
tory hazards.

HCP may be exposed to a variety of biological and chemi-
cal substances, and a respiratory protection program is 
critical to protect the health of these workers. As part of 
a comprehensive program, the OHP should participate in 
the development of policies that identify and eliminate 
respiratory hazards. Additionally, the OHP should provide 
specific recommendations regarding respiratory protec-
tion, and may perform medical surveillance and conduct 
fit testing. A collaborative program should be established 
with IPC, industrial hygiene (IH), safety, and other identi-
fied stakeholders. On May 14, 2015, the U.S. Department 
of Labor, OSHA, CDC, NIOSH, and the National Personal 
Protective Technology Laboratory (NPPTL) published the 
educational monograph Hospital Respiratory Protection 
Program Toolkit: Resources for Respirator Program Ad-
ministrators. This document is designed to assist hospitals 
in the implementation of respiratory protection programs 
and is adapted from the California-specific guide of the 
same name.

Respirator program elements required by OSHA include 
the identification of a qualified program administrator and 
a written respiratory protection program that includes spe-
cific policies and procedures developed to meet respiratory 
protection program requirements. Leadership commitment, 
accountability, quality improvement practices, medical 
clearance, fit testing, and training are all components of a 
respiratory protection program. Other elements of a respi-
ratory protection program include:

• Completing a hazard assessment to review jobs and 
job tasks that place healthcare workers at risk and 
require respiratory protection.

• Identification of the type(s) of respirator(s) required. 
There are two classes of respirators: air purifying 
respirators, which use filters, cartridges, or canisters to 
remove air contaminants; and atmosphere supplying 
respirators, which provide air from a source such as 
a tank or other contained device. Air purifying respi-
rators may be single use and disposable, such as the 
filtering facepiece or N95, or reusable, such as an 
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 elastomeric respirator or a powered air purifying res-
pirator (PAPR). A self-contained breathing apparatus 
is an example of an atmospheric supplying respirator. 
Respirators may be tight-fitting or loose-fitting. Tight-
fitting respirators require fit testing. Not only does 
“routine” use of respirators need to be considered, 
respiratory protection in the event of a “surge” event 
such as an emerging infectious disease needs to be 
considered.

• Medical clearance is required to wear a respirator. 
The purpose of the respirator medical evaluation is 
to determine if wearing a respirator poses a health 
risk to the employee. It identifies any pre-existing 
health issues, such as a history of asthma or other 
lung disease or any psychological conditions that 
might limit respirator use such as claustrophobia. The 
evaluation includes a standard medical questionnaire 
developed by OSHA in Appendix C of the standard. 
The confidential medical questionnaire is completed 
by the employee and then reviewed by a physician or 
other licensed healthcare professional. If the health 
questions are answered no, the employee is cleared to 
wear the respirator. For any yes answers, a follow-up 
medical evaluation is required. The medical evalua-
tion would include a review of the questions with the 
employee, physical exam, blood work, chest x-ray, 
and spirometry, if indicated. The results of this evalu-
ation may indicate the employee is cleared to wear the 
respirator, cleared with restrictions, or is unable to use 
the respirator and is restricted from use.

• Fit testing is required for for respirators that are tight-
fitting, including the N95 respirator. Loose-fitting 
respirators such as a PAPR do not require fit testing. 
There are two types of fit testing - qualitative and 
quantitative.
○ Qualitative fit testing is a pass/fail test method that 

uses the sense of taste (sweet or bitter tasting solu-
tion, most often used in healthcare) or smell to detect 
leakage into the respirator facepiece. Qualitative fit 
testing does not measure the actual amount of leak-
age. The pass/fail of the test is based on detecting 
leakage of the test substance into the facepiece. 

○ Quantitative fit testing uses a machine (example: 
Portacount) to measure the actual amount of leakage 
into the facepiece and does not rely upon the sense 
of taste, smell, or irritation to detect leakage.

○ Steps for fit testing include inspecting the respira-
tor, donning (putting on), and completing a face 
seal check to ensure the respirator has been donned 
correctly. The user face seal check includes feeling or 

listening for leaks around the facepiece and must be 
performed each time the respirator is donned. There 
are specific fit test exercises the employee completes 
with the respirator in place to ensure an adequate seal. 
The purpose of the fit testing exercises is to check the 
seal of the respirator during activities such as deep 
breathing, moving the head, and bending. The ap-
propriate manner to doff (remove) the respirator must 
also be discussed with the employee, and a demon-
stration of removal completes the fit testing process. A 
frequent challenge is male staff with facial hair. Male 
staff must be clean shaven and not have any facial 
hair, including stubble, come in contact with the sur-
face of the respirator to achieve successful fit testing. 
The facility should have a policy on how to deal with 
this challenge. Under the OSHA standard, fit-testing is 
required initially and annually thereafter.

○ The same respirator make, model and style the em-
ployee will be using is required for the fit testing. If 
the employee uses other forms of PPE, such as hear-
ing protection or safety glasses, these must be used 
with the fit testing procedure. 

• Training regarding respirator use. The employee must 
be educated on the purpose of the respirator, proper 
use, maintenance, and storage. Training must include 
a discussion of: the potential respiratory hazards the 
employee may come into contact with; specific work 
processes that may require use; respirator maintenance 
and storage; what should be done if the respirator does 
not work; and awareness of the medical signs and 
symptoms that would limit or prevent using a respi-
rator. Training must be done initially and every 12 
months while the employee is using respiratory protec-
tion. The employer must have a copy of the respiratory 
protection policy available to staff for review.

• Evaluate the effectiveness of the program on a routine 
basis. Annual evaluation of the program is recom-
mended. This includes review of respiratory hazards 
and current processes and practices of respirator use, 
such as observation of donning and doffing of respira-
tors during actual use. In addition, the program should 
be evaluated for surge capability along with the facil-
ity’s emergency preparedness team.

RESPIRATORY PROTECTION RESOURCES FOR 
OHPS

There are a wide variety of resources available online 
for OHPs. The Hospital Respiratory Protection 
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Program Toolkit identified above provides an overview 
of implementing respiratory protection, in addition 
to infection control issues. A national work group of 
occupational health nurses, with the assistance of a NIOSH 
grant, has developed respiratory protection competencies 
and case studies that are free on the American Association 
of Occupational Health Nurses website. In 2014, The Joint 
Commission (TJC) published the monograph Implementing 
Hospital Respiratory Protection Programs: Strategies 
from the Field, which features examples, strategies, new 
resources, and a variety of implementation approaches 
for successful respiratory protection programs. These and 
a wide variety of online resources are available through 
the AOHP Beyond Getting Started Series Respiratory 
Protection in the Healthcare Setting Web Resources Guide 
link in Part V. References under Chapter 7.

Hazardous Substances
OSHA HAZARD COMMUNICATION STANDARD

The original OSHA Hazard Communication Standard 
went into effect in 1983 and was often known as the “right 
to know”. The standard was amended in 1994 and then 
again in 2012. The purpose of the 2012 amendments was 
to bring the United States into alignment with the Glob-
ally Harmonized System of Classification and Labeling 
of Chemicals (GHS), further improving safety and health 
protections for America’s workers. Those parts of the 
OSHA standard that were not related to the GHS or were 
in alignment with the GHS were not changed. An addition-
al goal of the GHS was to enable workers to “understand” 
the chemicals they were working with rather than only 
“knowing” about them, as was the purpose in the original 
standard. A written program is required. Within TJC’s 
Environment of Care Standard, there are crossover require-
ments for hazardous substances.

The GHS standard requires hazard classification that 
provides specific criteria for classification of health and 
physical hazards, as well as classification of mixtures. The 
GHS and the OSHA Hazard Communication Standard 
require chemical manufacturers and importers to evaluate 
the chemicals they produce or import and provide hazard 
information to employers and workers by putting labels 
on containers and preparing safety data sheets. The GHS 
standard provides a single set of harmonized criteria for 
classifying chemicals according to their health and physi-
cal hazards, and it specifies hazard communication ele-
ments for labeling and safety data sheets.

Elements of a hazard communication program include:

• A written program requires the identification of re-
sponsible staff, a list of all chemicals, and how em-
ployees will be informed of working with substances. 
Employers with multi-employer workers must also 
ensure that the multi-employer workers are informed 
of these hazards.

• Labels: Chemical manufacturers and importers are 
required to provide a label that includes a harmonized 
signal word, pictogram, and hazard statement for each 
hazard class and category. Precautionary statements 
must also be provided. While the GHS uses a total of 
nine pictograms, OSHA enforces the use of eight of 
them. The environmental pictogram is not mandatory 
but may be used to provide additional information. 
OSHA pictograms do not replace the diamond-shaped 
labels the DOT requires for transport of chemicals. 
The employer is responsible for ensuring that chemi-
cals in the workplace are appropriately labeled.

• Safety Data Sheets: Each hazardous substance must 
have its own Safety Data Sheet (SDS). SDSs must be 
readily available for any staff who work with hazard-
ous substances. With the GHS, a specified 16-section 
standardized format is required. SDSs were previously 
called Material Safety Data Sheets.

• Information and training: Employees must be trained 
before they initially work with a new hazardous sub-
stance and whenever a new substance is introduced. 
Training must include information about the standard, 
the chemicals they will be working with, labeling 
elements, SDSs, PPE, and how to obtain additional 
information.

Hazardous Drugs  
HEALTH RISKS ASSOCIATED WITH HAZARDOUS 
DRUGS 

Hazardous drugs (HDs) are those agents that can cause 
potential harm to healthcare workers who are inadvertently 
exposed to them during routine handling. HDs are defined 
by NIOSH as drugs with one or more of the following 
characteristics:

• Carcinogenicity
• Teratogenicity or other developmental toxicity
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• Reproductive toxicity
• Organ toxicity at low doses
• Genotoxicity
• Structure and toxicity profiles of new drugs that mimic 

existing drugs determined hazardous by the above 
criteria    

NIOSH maintains a list of drugs meeting one or more of 
the above characteristics. The list is reviewed and updated 
approximately every two years to include newly approved 
drugs and drugs with new warnings about potential harm 
to HCP. The NIOSH list is divided into three categories: 
antineoplastic drugs; non-antineoplastic drugs; and non-
antineoplastic drugs that primarily have adverse reproduc-
tive effects.

Workers can be exposed to HDs by: absorption through 
skin and mucous membranes; inhalation of drug powders, 
aerosols, or vapors; injection by contaminated sharps; 
or ingestion of food or fluids contaminated by HDs. The 
most common route of exposure is dermal absorption from 
contact with surfaces that are unknown to be contaminated 
with HD residues. Such occupational exposure has been 
identified in over 100 studies published since the 1990s.

RISKS OF OCCUPATIONAL EXPOSURE TO 
HAZARDOUS DRUGS

Adverse health outcomes have been associated with occu-
pational exposure to HDs. Acute symptoms include nau-
sea, rashes, hair loss, nasal sores, and cardiac symptoms, 
although absence of symptoms does not rule out low levels 
of exposure. Exposure may result in long-term effects such 
as genotoxic damage, organ damage, and cancer. Adverse 
reproductive outcomes, including infertility, spontaneous 
abortion, premature labor, and preterm birth have been 
reported in exposed workers. 

IDENTIFYING INDIVIDUALS AT RISK

Workers who are potentially exposed to HDs are identi-
fied based on their job duties. Pharmacists and pharmacy 
technicians are at risk if they prepare HDs. Nurses working 
in settings where HDs are administered by any route are at 
risk for exposure. Because body fluids of patients treated 
with HDs contain drug residue, workers who handle con-
taminated body fluids, such as nursing assistants, may also 
be exposed. Housekeeping personnel who are responsible 
for cleaning areas where HDs are prepared or administered 
may also be at risk for exposure.

PREVENTION OF EXPOSURE TO HAZARDOUS 
DRUGS

Because many HDs are known human carcinogens, there is 
no known safe level of occupational exposure. HD expo-
sure can be minimized by using recommended safe han-
dling precautions. Engineering controls, such as biological 
safety cabinets, provide protection during drug compound-
ing by containing drug aerosols. PPE provides barrier pro-
tection during all HD handling activities. Policies, proce-
dures, training, and medical surveillance are administrative 
controls aimed at minimizing HD exposure and its adverse 
effects.

HAZARDOUS DRUGS AND OCCUPATIONAL 
HEALTH STANDARDS

NIOSH and OSHA have published recommendations 
related to monitoring HCP who are potentially exposed to 
HDs. The OSHA General Duty Clause requires employ-
ers to provide a safe and healthy work environment. The 
American Society of Health-System Pharmacists (ASHP) 
and the Oncology Nursing Society (ONS) recommend fol-
lowing the health of their members who handle HDs.  

USP GENERAL CHAPTER <800>

In 2017, the United States Pharmacopeial Convention 
(USP) published standards for preventing occupational ex-
posure to HDs in healthcare settings in its General Chapter 
<800>. They are scheduled to become “official” on Decem-
ber 1, 2019. These standards make the same recommenda-
tions for safe handling precautions as those of NIOSH, 
OSHA, ONS, and ASHP. The following are required 
standards for organizations from USP <800>:

• Maintain a list of all HDs.
• Label all HDs.
• Designate an individual responsible for oversight of 

HDs.
• Designate areas for receipt, unpacking, storage, and 

compounding of HDs.
• Use appropriate engineering controls for compounding 

HDs.
• Provide appropriate PPE for HD handling.
• Follow all packaging/ transport/ disposal standards.
• Use closed system drug-transfer devices for administer-

ing antineoplastic HDs.
• Develop policies and procedures for all aspects of HD 

handling.
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• Establish a hazard communication program.
• Provide job-specific personnel education and training.
• Decontaminate equipment and the work environment.
• Prevent and manage HD spills.

The following are recommended standards from USP 
<800>. Organizations should:

• Use closed system drug-transfer devices for compound-
ing antineoplastic HDs.

• Perform environmental wipe sampling to monitor for 
HD contamination.

• Perform regular medical surveillance for HCP handling 
HDs.

OCCUPATIONAL HEALTH RESPONSIBILITIES

Health Assessment

Medical surveillance of workers who handle hazardous 
drugs, and are therefore at risk for adverse health effects 
from exposures, is recommended by NIOSH. All HCP who 
handle HDs as a regular part of their job duties should be 
enrolled in a medical surveillance program. Medical sur-
veillance should act as a secondary line of defense, and it 
should augment the protections from work practice con-
trols and policies, PPE, engineering controls, and worker 
education about the hazards of drugs they work with or 
may come in contact with. Monitoring personnel through 
medical surveillance allows for comparison of health vari-
ables over time, which can facilitate the early detection of 
abnormal health conditions or laboratory values.

There are several steps to be considered in the design of a 
medical surveillance program. The first step is to develop 
an approach to identify workers who are potentially ex-
posed to hazardous drugs within the course of their du-
ties. The second step is to recognize the various classes of 
hazardous drugs and provide medical surveillance that is 
appropriate for exposure to each class. Because healthcare 
workers are usually exposed to numerous hazardous drugs, 
no single biological monitor is suitable for all these drugs. 
Information obtained from medical surveillance should be 
used to help affected workers, as well as identify and cor-
rect system failures that can result in harmful exposures.

Baseline Health Assessment

Initial health assessment for a medical surveillance pro-
gram should be consistent with the organization’s HR 
policies as well as:

• Assessment of a worker’s health status and medical 
history, including a physical examination, laboratory 
testing, work history exposure to HDs, and health 
questionnaires. General health and reproductive health 
questionnaires should be administered at the time of 
hire and periodically thereafter. 

• Work history exposure to HDs should include:
○ Identification and recording of HDs handled, includ-

ing dosage and quantities.
○ Estimates of hours spent handling HDs per week 

and/or per month.
• Perform baseline laboratory studies linked to target 

organs affected by exposure to commonly used HDs, 
such as complete blood cell count. Further laboratory 
testing should be considered on the basis of toxicity 
patterns to the specific drugs to which the worker was 
exposed. 

• A follow-up plan should be developed for workers 
who have shown health changes suggesting toxicity or 
who have experienced an exposure.  

Periodic Health Assessment

HCP health should be monitored through periodic surveil-
lance, to include all the elements described above (updated 
health and exposure history, physical examination, and 
laboratory values). 

Acute Exposure Assessment and Follow-up
• Workers who experience an acute exposure or have 

shown health changes suggesting toxicity should be 
re-evaluated, including all the elements described 
above. The physical examination should focus on the 
involved areas as well as the organ systems commonly 
affected by the HD. Laboratory tests and treatments 
should be guided by emergency protocols.

• If health changes are found or an acute exposure event 
occurs, the entity’s primary protective measures should 
be promptly evaluated. This evaluation should include:
○ A post-exposure examination tailored to the type of 

exposure (for example; exposure to IV bag contain-
ing HD spill or leak, or needlestick from a syringe 
containing an HD). 

○ Conduct environmental sampling. Compare perfor-
mance of controls with recommended standards.
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○ Review policies for the use of PPE and employee 
compliance with these policies. Verify and document 
that the employee complied with these policies.

○ Verify that all controls are in proper operating condi-
tion. Monitor worker compliance with existing poli-
cies.

○ Develop a plan of action that will prevent further 
HD exposure.

○ Ensure confidential communication between the 
worker and OH regarding notification of a worker’s 
change in health status or detection of an adverse 
health effect.

○ Ensure confidential communication to any exposed 
worker, notifying him or her of any adverse health 
effects. Offer alternative duty or temporary assign-
ment.

○ Provide and document follow-up medical surveil-
lance to demonstrate that the plan was implemented 
and effective.

Exit Examination

An exit examination should be completed at the end of a 
worker’s employment.  The worker’s medical, reproduc-
tive, and exposure histories should be obtained and docu-
mented. Further examination and laboratory evaluation 
should be guided by the worker’s history of exposures.

Documentation Related to HDs

• Safe handling education and training
○ All entities should develop written procedures for 

decontamination, deactivation, and cleaning. All 
personnel who perform these activities should be 
trained in the appropriate procedures to protect 
themselves and their environment. All personnel 
should be provided and wear appropriate PPE when 
performing decontamination, deactivation, and 
cleaning. PPE should include two pairs of chemo-
therapy gloves and impermeable disposable gowns. 
Eye protection and face shields must be worn when 
splashing is likely. If warranted, respiratory protec-
tion must be included. 

• Spill control
○ Proper training in spill management and the use 

of PPE and NIOSH-certified respirators should be 
required for all workers who clean up a spill of HDs. 
Spills must be contained and cleaned immediately, 
but only by qualified personnel wearing the proper 
PPE. Spill kits must be readily available, and quali-
fied personnel trained in the containment of HD 

spills should be available at all times. All spill mate-
rial should be disposed of as hazardous waste. 

○ The circumstances and conditions leading to the spill 
should be documented, as well as the management 
of the spill. All personnel potentially exposed during 
the spill or clean up require immediate evaluation.

• Acknowledgment of risk by employees of child-bear-
ing capability
○ NIOSH recommends that a workplace be safe for 

all workers, regardless of their reproductive status. 
However, current work practices and safety proce-
dures do not eliminate the risk of HD contamination, 
and therefore worker exposure to HD can occur. 
Because the developing fetus and newborn infant 
are uniquely vulnerable to certain hazardous drugs, 
especially antineoplastic drugs, it is reasonable to 
take extra precautions to protect them. 

○ One additional precaution to offer workers who 
are pregnant, breast-feeding, or actively trying to 
conceive is the option of alternative duty. Alterna-
tive duty allows for reassignment of duties, usually 
within the same job, to avoid handling HDs. Em-
ployers should always offer alternative duty, but the 
worker’s decision to accept it is voluntary. 

Chemical Sterilants/
High Level Disinfectants

The healthcare setting encompasses many work environ-
ments, from office work to inpatient care to commercial 
services to industry. As a result, cleaning and disinfecting 
products are widely used in a variety of ways in health-
care facilities. These products often contain hazardous 
chemicals such as alcohol, bleach, quaternary ammonia, 
acetic acid, peroxyacetic acid, and hydrogen peroxide. 
Staff may routinely work with hazardous chemicals, or 
may encounter them incidentally during the course of their 
day. Changes in chemicals, work schedules, and PPE may 
trigger concern about exposures, prompting a visit to the 
OH clinic. 

Common issues related to the use of cleaning and disin-
fecting agents include: 

• Skin irritation caused by thorough and frequent hand-
washing with alcohol, soap, and detergents. Many 
handwashing products contain emollients to reduce 
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this effect; however, these chemicals can also add to 
the irritant effects for some people.

• Gloves donned over wet hands will not allow the 
skin to dry or the alcohol to evaporate, increasing the 
likelihood of developing irritation. It is important that 
gloves not be donned until the hands are thoroughly 
dry.

• Food service, laundry, laboratory, pharmacy, house-
keeping, and environmental services staff use these 
products and may be exposed to them by direct contact 
as well as inhalation. As part of the mixing process 
to dilute products for use, these workers may also be 
exposed to concentrated forms of the products.

• Odors associated with cleaning products may cause 
staff to complain about exposure, especially when new 
products are introduced.
○ Most products used in healthcare do not contain 

added scents to mask the base odor, due to concerns 
about their sensitivity effects.

○ As sensory adaptation occurs, these complaints typi-
cally become less frequent.

○ Exposure review and monitoring by an industrial hy-
gienist should take place before the introduction of 
new or reformulated products to ensure the product 
is being used properly and controls are in place to 
limit staff exposure.

Staff working in instrument sterilization areas are involved 
in industrial processes that use ethylene oxide (EtO), form-
aldehyde, and glutaraldehyde. In general:

• Exposure risk is controlled using a combination of 
ventilation, work procedures, and PPE.

• All three of these chemicals are sensitizers, which 
means they can cause allergic reactions in normal tis-
sue after exposure.

• Occupational exposures must be documented for staff 
working in these areas who complain of skin or respi-
ratory irritation, and they must be monitored for the 
development of more severe symptoms such as contact 
dermatitis, allergies, and asthma.

The following section provides additional details about 
these three commonly used products. 

ETHYLENE OXIDE (ETO) EXPOSURE IN 
HEALTHCARE

EtO is a carcinogenic, toxic, flammable gas used to provide 
low heat sterilization for surgical instruments in operating 
rooms. The instrument processing equipment in which EtO 
is used is large, complex, and typically found in a central 
instrument processing area. The gas used in the sterilizer 
may be pure EtO or may be a component of proprietary 
mixtures. In addition, today many EtO sterilizers have 
built-in alarm systems in the event of an exposure.   

Acute Exposure

Respiratory: Inhalation exposure to EtO gas may cause 
severe respiratory distress and central nervous system 
depression. Respiratory symptoms may include nose and 
throat pain, cough, shortness of breath and wheezing, and 
chest tightness. The person may also notice a strange taste 
in the mouth. 

Central Nervous System: Symptoms include headache, 
drowsiness, incoordination, and slowed reaction time, 
progressing to unconsciousness. 

Skin Contact: Direct skin contact can cause severe damage 
and may result in skin corrosion and chemical burns.   

Eye Contact: Eye contact can cause serious eye dam-
age and irritation, including significant redness, swelling, 
cloudy appearance of the cornea, and impaired vision. An 
ophthalmologic examination must be completed if symp-
toms persist after eye irrigation.

Frostbite Injuries: EtO is typically supplied as a com-
pressed gas. When any compressed gas is released, the 
sudden expansion causes the temperature of the gas to 
drop, and the escaping gas as well as the surrounding 
parts of the container become extremely cold. This can 
result in frostbite injuries. Evidence of frostbite to the skin 
includes intense local pain, discoloration of skin, and tis-
sue destruction. 

Chronic Exposure

EtO is a known carcinogen. It should be regarded as 
mutagenic and is a suspected reproductive toxicant. It may 
produce toxic effects from either a single or repeated expo-
sure. There are ocular, central nervous system, kidney, and 
bladder target organ effects.
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EtO Medical Surveillance

OSHA requires the employer to institute a medical sur-
veillance program for all employees who are or will be 
exposed to EtO at or above the action level (0.5 parts per 
million [ppm]) for at least 30 days per year, without regard 
to respirator use. 

• The employer is required to obtain a written opinion 
from the examining physician or licensed healthcare 
professional (PLHCP) containing the results of the 
medical examinations and the PLHCP’s opinion as to 
whether the employee has any detected medical condi-
tions which would place the employee at increased 
risk of material impairment of his or her health from 
exposure to EtO. 

• Any recommended restrictions upon the employee’s 
exposure to EtO, or upon the use of protective clothing 
or equipment such as respirators. 

• A statement that the employee has been informed 
of the results of the medical examination and of any 
medical conditions which require further explanation 
or treatment. 

• This written opinion must not reveal specific find-
ings or diagnoses unrelated to occupational exposure 
to EtO, and a copy of the opinion must be provided 
to the affected worker. The purpose is to provide the 
employer with a medical basis to aid in the determina-
tion of initial placement of employees and to assess 
the employee’s ability to use protective clothing and 
equipment.

OSHA requires inclusion of the following elements in the 
routine examination:

• Medical and work histories, with special emphasis di-
rected to symptoms related to the pulmonary, hemato-
logic, neurologic, and reproductive systems, and to the 
eyes and skin.

• Physical examination, with particular emphasis given 
to the pulmonary, hematologic, neurologic, and repro-
ductive systems, and to the eyes and skin.

• Complete blood count, including differential cell 
count, hematocrit, and hemoglobin.

• Any laboratory or other test which the examining phy-
sician deems necessary by sound medical practice. If 

requested by the employee, the medical examinations 
should include pregnancy testing or laboratory evalua-
tion of fertility as deemed appropriate by the PLHCP.

• The employer is required to make the prescribed tests 
available: at least annually to employees who are or 
will be exposed at or above the action level for 30 or 
more days per year; more often than specified if rec-
ommended by the examining physician; and upon the 
employee’s termination of employment or reassign-
ment to another work area. 
○ While little is known about the long-term conse-

quences of high short-term exposures, it appears 
prudent to monitor such affected workers closely.

○ The employer should provide recommended exami-
nations to any worker exposed to EtO in emergency 
conditions, and to workers who believe they are suf-
fering signs or symptoms of exposure to EtO.

FORMALDEHYDE EXPOSURE IN HEALTHCARE

Formaldehyde is a carcinogenic liquid that is used to 
provide high-level disinfection. It has a pungent odor and 
produces irritating fumes at very low levels, which limits 
its usage in healthcare settings. It is most often used as a 
solution of 37% formaldehyde in water called formalin. 
Formalin is frequently used for preserving tissue specimens 
in the laboratory. Over time, even as short as a few hours, 
the body becomes less sensitive to the odor and eye irrita-
tion, which can lead to overexposure. Medical treatment is 
symptomatic and supportive.

Acute Exposure

Respiratory: Formaldehyde vapor is highly irritating to the 
upper respiratory tract and eyes, even at low concentra-
tions, and may cause asthma attacks. Symptoms of upper 
airway irritation include dry or sore throat, burning in 
the chest, itching and burning sensations of the nose, and 
nasal congestion. High concentrations can cause severe 
respiratory tract damage, leading to central nervous system 
effects such as nausea, headache, dizziness, unconscious-
ness, pulmonary edema, and death.  

Ingestion: Formaldehyde can cause blindness or death if 
ingested. Liquids containing 10% to 40% formaldehyde 
cause severe irritation and inflammation of the mouth, 
throat, and stomach, and as little as 30 milliliters (ml) of 
formalin can cause death. 
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• The signs and symptoms are associated with gastroin-
testinal toxicity and burns including nausea, vomiting, 
and severe abdominal pain. 

• Ingestion of dilute formaldehyde solutions (0.03%-
0.04%) may cause discomfort in the stomach and 
pharynx. 

• Damage to other organ systems, including the liver, 
kidney, spleen, pancreas, brain, and central nervous 
systems, may also occur. 

Skin Contact: Formaldehyde solutions are severe skin ir-
ritants and sensitizers. Contact with formalin causes white 
discoloration, stinging pain, drying, cracking, and scal-
ing consistent with allergic contact dermatitis. Previously 
exposed persons may react to future exposure with an 
allergic eczematous dermatitis or hives at very low levels 
of concentration. 

Eye Contact: High concentrations of formaldehyde solu-
tions splashed in the eye can cause injuries ranging from 
transient discomfort to severe, permanent burns with 
corneal clouding and loss of vision. Low concentrations of 
formaldehyde exposure result in irritation of the eyes, with 
burning, itching, redness, and tearing. 

Chronic Exposure

Formaldehyde exposure has been associated with cancers 
of the lung, nasopharynx and oropharynx, and nasal pas-
sages. Formaldehyde is also genotoxic in several in vitro 
test systems. Prolonged or repeated exposure to formal-
dehyde may result in respiratory impairment, and workers 
have developed asthma or bronchitis following a single 
event with a high exposure to formaldehyde. Prolonged 
and repeated skin contact can cause numbness, discolor-
ation (tanning), hardness, and nail thickening or decay.

Formaldehyde Medical Surveillance

OSHA requires the employer to institute medical surveil-
lance programs for employees who are or will be exposed 
to formaldehyde at concentrations at or exceeding the 
action level (0.5 ppm as an 8-hour time weighted aver-
age) or exceeding the short-term exposure limit (2 ppm in 
15 minutes) and annually thereafter. The employer should 
make medical surveillance available to employees prior 
to assignment to a job, if employees develop signs and 
symptoms of overexposure to formaldehyde, and for all 
employees exposed to formaldehyde in emergencies. The 
employer must obtain: 

• A written opinion from the PLHCP containing the 
results of the medical examinations, and an opinion as 
to whether the worker has any detected medical condi-
tions which would place him or her at increased risk of 
material impairment from exposure to formaldehyde.

• Any recommended restrictions upon the worker’s ex-
posure to formaldehyde, or upon the use of protective 
clothing or equipment such as respirators.

• A statement that the worker has been informed of the 
results of the medical examination and of any medical 
conditions which require further explanation or treat-
ment. 

• This written opinion must not reveal specific find-
ings or diagnoses unrelated to occupational exposure 
to formaldehyde, and a copy of the opinion must be 
provided to the affected worker.

• The purpose of a written opinion is to provide the 
employer with a medical basis to aid in the determina-
tion of initial placement of employees and to assess 
the employee’s ability to use protective clothing and 
equipment.

OSHA requires inclusion of the following elements in the 
routine examination:

• Medical and work histories, with special emphasis 
directed to prior history of exposure to pulmonary 
irritants, and any short- or long-term effects of that ex-
posure, and a comprehensive review of the respiratory 
system, including questions about dyspnea on exer-
tion, shortness of breath, chronic airway complaints, 
hyper-reactive airway disease, or other preexisting 
pulmonary disease. 

• Physical examination with particular emphasis given 
to the pulmonary, hematologic, neurologic, and repro-
ductive systems, and to the eyes and skin. 

• Assess for evidence of eye, nose, or throat irritation, 
upper or lower respiratory problems, chronic airway 
problems, or hyper-reactive airway disease. 

• Allergic skin conditions or dermatitis, including a 
history of skin disorders such as the existence of skin 
irritation, previously documented skin sensitivity, and 
other dermatologic disorders. Skin testing for form-
aldehyde sensitivity should not be used as a routine 
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screening test, as it carries with it some risk of induc-
ing sensitivity.

• Smoking history decreases mucociliary clearance of 
materials deposited during respiration in the nose and 
upper airways, which may increase a worker’s expo-
sure to inhaled materials such as formaldehyde vapor. 

• Counsel workers having medical conditions that would 
be directly or indirectly aggravated by exposure to 
formaldehyde on the increased risk of impairment of 
their health.

If the worker is required to wear a respirator to reduce 
exposure, medical examinations are conducted at the time 
of initial assignment and at least annually thereafter. 

• Laboratory examinations for respirator wearers consist 
of baseline and annual pulmonary function tests. As a 
minimum, these tests should consist of forced vital ca-
pacity (FVC), forced expiratory volume in one second 
(FEV[1]), and forced expiratory flow (FEF). 

• The PLHCP determines whether a medical examina-
tion is necessary for workers not required to wear 
respirators to reduce exposure to formaldehyde based 
on the results of the medical disease questionnaire. 

• The employer must make medical examinations avail-
able as soon as possible to all workers who have been 
exposed to formaldehyde in an emergency.  

Comparison of the results of disease questionnaires from 
previous years with current results provides the best 
method for detecting a general deterioration in health 
when toxic signs and symptoms are measured subjectively. 
OSHA has determined that the findings of the medical and 
work histories should be kept in a standardized form for 
comparison of the year-to-year results.

GLUTARALDEHYDE EXPOSURE IN 
HEALTHCARE

Glutaraldehyde is a transparent oily liquid with a pungent 
odor. This toxic chemical is used widely as a cold sterilant 
to disinfect a variety of heat-sensitive instruments such as 
endoscopes, bronchoscopes, and dialysis equipment.  

• Glutaraldehyde may be used in a variety of locations 
within a health system, such as surgery, endoscopy, 
and medical procedures units. In addition, HCP may be 

exposed to glutaraldehyde in its uses as a hardener in 
x-ray developing and as a tissue fixative in pathology 
labs.

• Disinfection activities range from simple soaking of 
small instruments to automated processing of complex 
lensed instruments, such as endoscopes.  

• Exposure to glutaraldehyde as a high level disinfectant 
occurs primarily during the following activities:
○ Activating and pouring glutaraldehyde solutions into 

or out of a cleaning container system (i.e. soaking 
basin).

○ Opening the cleaning container system to immerse, 
handle, soak, or remove instruments to be disinfected.

○ Agitating glutaraldehyde solutions.
○ Rinsing the channels of instruments containing 

residual glutaraldehyde solution, and flushing out 
instrument parts with a syringe.

○ Drying instrument interiors with compressed air.
○ Disposing of spent glutaraldehyde solutions down the 

drain.
○ Performing maintenance procedures, filter, or hose 

changes on automated processors that have not been 
pre-rinsed. 

○ Spill clean-up activities.

Acute Exposure

Respiratory: The respiratory tract is the most sensitive tar-
get organ following inhalation exposure to glutaraldehyde. 
Inhalation of glutaraldehyde can irritate the nose, throat, 
and respiratory tract causing coughing and wheezing, nau-
sea, headaches, drowsiness, nosebleeds, and dizziness.  

Ingestion: This is not a typical route of exposure, but can oc-
cur. Glutaraldehyde has been widely implicated as the cause 
of colitis and diarrhea following endoscopy or sigmoidos-
copy procedures, the likely result of contact irritation. 

Skin Contact: In addition to causing respiratory effects, 
glutaraldehyde acts as a contact allergen, giving rise to 
contact dermatitis, usually on the hands but occasionally 
on the face.  

• Skin sensitization from contact with glutaraldehyde 
has been documented.  Individuals who have become 
sensitized to glutaraldehyde can develop dermatitis 
after contacting solutions containing as little as 0.1% 
glutaraldehyde.  In contrast, simple skin irritation typi-
cally occurs on contact with solutions containing more 
than 2% glutaraldehyde.
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Eye Contact: Glutaraldehyde irritates eyes upon direct 
contact and via inhalation of vapors. Occupational expo-
sure to glutaraldehyde has been commonly associated with 
ocular irritation. Glutaraldehyde induces contact ocular 
irritation in laboratory animals as well.

Chronic Exposure

The most serious adverse health effect documented among 
workers exposed to glutaraldehyde vapor is occupational 
asthma.  

• Reactions can be either immediate or delayed, with 
a latent period ranging from a few weeks to several 
years from the onset of exposure. 

• Glutaraldehyde is a sensitizer; some workers will be-
come very sensitive to glutaraldehyde and have strong 
reactions if they are exposed to even small amounts. 
They may experience sudden asthma attacks with dif-
ficulty breathing, wheezing, coughing, and tightness in 
the chest. 

• Prolonged exposure can cause a skin allergy and 
chronic eczema, and later exposures to small amounts 
may produce severe itching and skin rashes.   

Safe Use of Glutaraldehyde

• Ensure that rooms where glutaraldehyde is used are 
well ventilated with a minimum air exchange rate of 
10 air changes per hour.

• Store glutaraldehyde in closed containers in well-ven-
tilated areas.

• Use appropriate PPE - gloves that are impervious to 
glutaraldehyde, splash-proof goggles, lab coats or 
gowns made of polypropylene - to provide additional 
protection.

• Workers exposed to an above-the-ceiling threshold 
limit value (TLV) of 0.05 ppm should use appropri-
ate respirators for glutaraldehyde vapor during routine 
or emergency work and may require placement in the 
respiratory protection program.

• Provide eye-wash fountains for immediate emergency 
use.

Hearing Conservation 
OSHA requires that employers establish a Hearing Conser-
vation program whenever workers have noise exposures 
at or above 85 dBA as an 8-hour Time Weighted Average 
(TWA). The program elements are detailed in 29 CFR 
1910.95 Occupational Noise Exposure.

All humans are exposed to varying levels of noise, includ-
ing: soft, quiet sounds such as rustling leaves and conver-
sation; moderate sounds such as shouting and traffic; loud 
noises such as emergency vehicle sirens and rock concerts; 
and extreme noises such as gunfire. The most disheart-
ening aspect about occupational hearing loss is that it is 
insidious and preventable.

In healthcare, loud noise is not typically experienced in 
patient care areas. However, some activities and equipment 
in support areas such as boiler rooms or machine shops 
may generate significant amounts of noise, placing the 
worker at risk for occupational hearing loss.

BASICS OF SOUND

Sound moves through the air. The impact between two 
bodies, a vibrating surface or string, or the movement of 
air and/or other gases of different pressures, results in 
sound. These interactions and fluctuations of air pressure 
produce sound. Sound is expressed as pressure, and sound 
pressures can vary significantly between soft sounds such 
as tapping a pencil on a desk and loud sounds such as 
hammering a nail into a sheet of plywood. The power of a 
given sound is measured in decibels (dB). For reference, 
whispers are measured at 30-40 dB, conversation at 60 – 
70 dB, highway traffic noise at 85 – 100 dB, rock concerts 
at 90 – 120 dB, rifle fire at 130 – 140 dB, and an aircraft 
jet engine at 160 – 170 dB.

Sound also is heard at different pitches (frequencies). 
Higher pitched sounds vibrate faster at higher frequencies 
than lower pitched sounds. Frequencies are measured in 
cycles per second, or hertz (Hz). This is important because 
human hearing is capable of discerning a spectrum of 
sounds across many different frequencies. Human hearing 
ranges from 20 Hz to 20,000 Hz. Sounds less than 20 Hz 
are generally too low to hear, and sounds above 20,000 
Hz are too high to hear. The human voice typically ranges 
from 2,000 Hz to 5,000 Hz. This range is where hearing 
loss typically becomes noticeable. 
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ELEMENTS OF A HEARING CONSERVATION 
PROGRAM

Note: Many state OSHA programs require areas that have 
noise levels at or above 115 dBA to post high noise level 
warning signs.

• Noise Monitoring Program: Includes two elements, a 
sound level survey and noise dosimetry.
○ Sound level surveys
 Sound level surveys are performed to screen for 

loud areas and work activities where  a worker 
may be exposed to noise above the action limit (85 
dBA) and/or PEL (90 dBA). The sound level meters 
used for the survey provide instantaneous readings. 
Measurements are typically taken in a given room or 
area in the approximate location a worker would be 
positioned during the noisy activity. Noise levels at 
or above the action limit indicate that a hearing con-
servation program is required, and levels at or above 
the PEL indicate that hearing protection is required 
as well. In general, workers in areas that have noise 
levels above 85 dBA should have their full-shift 
noise exposures monitored.

 
 Typical high noise areas and equipment include 

mechanical rooms, machine/wood shops, emergency 
generators, helistops, MRI, lawn care (mowers and 
leaf blowers), and emergency vehicle sirens. Work-
ers in these areas typically include building and 
maintenance engineers, groundskee-
pers, MRI techs, valets, paramedics, 
and security. 

○ Noise exposure monitoring
 Noise exposure monitoring is re-

ferred to as noise dosimetry. Dosim-
etry differs from the sound level sur-
vey because the dosimeter (monitor) 
is placed directly on the worker and 
worn for his or her entire 8-hour shift. The purpose 
of noise dosimetry is to determine if a worker or job 
classification has a full-shift exposure to noise at or 
above the action limit (85 dBA) or above the PEL 
(90 dBA) as 8-hour TWA. 

 The noise dosimeter microphone is placed in the 
worker’s hearing zone (~18” “bubble” around the 
head, typically in the area of the collar with the mi-
crophone positioned vertically upward), and allowed 
to operate for the entire work shift. Dosimetry in-
cludes and integrates all of the noise exposure, high 

and low, throughout the entire work shift. Dosimetry 
records are required to be kept for two years. 

• Hearing Protection
○ Hearing protection is required when a worker’s noise 

exposure is at or above 90 dBA. It is a best practice 
to use hearing protection that reduces the wearer’s 
noise exposure below 85 dBA. However, OSHA 
prescribes that hearing protection reduce exposure 
at or below 85 dBA for workers that have experi-
enced a standard threshold shift in their hearing (see 
Audiometry), and at or below 90 dBA for everyone 
else. The employer is required to instruct workers on 
the purpose of hearing protectors, the advantages, 
disadvantages, and attenuation (sound reduction) of 
the various types of hearing protectors, and instruc-
tions on their selection, fitting, use, and care. Hear-
ing protection, if required, is to be provided by the 
employer to the worker at no cost.

○ Hearing protectors possess a Noise Reduction Ratio 
(NRR) that is determined by the Environmental 
Protection Agency (EPA). The NRR is specific to 
each type and brand of hearing protection and is an 
expression of the amount of protection it provides. 
For example, a foam ear plug can have an NRR 
of 22 dBA. However, because of uncertainty with 
regard to individual fit, 7 dBA are required to be 
subtracted from the published NRR. This means that 
ear plugs with a 22 dBA NRR actually provide 15 
dBA of protection. 

○ Types of Hearing Protection
 Ear plugs are generally soft foam or plastic that are 

inserted into the ear canal.
 Ear muffs look like headphones, but they differ 

in that they are intended to cover the entire outer 
ear and seal against the wearer’s head. The most 
significant limitation of earmuffs is that they may 
not seal completely, or seal intermittently (e.g. jaw 
movement can displace the ear muffs when the 
wearer speaks), and the wearer is exposed to noise 
that is not necessarily recognized by the wearer. 

Example: A worker with a full-shift noise exposure of 98 dBA would 
have an actual exposure of 83 dBA as shown in the following equation.

98 dBA – (22 dBA – 7 dBA) = 83 dBA actual worker exposure
These specific foam ear plugs are therefore appropriate for the 
exposure because the actual worker exposure (when wearing the ear 
plugs) is below 85 dB.
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 Noise-cancelling headphones differ from stan-
dard ear muffs in that they rely on electronics to 
“cancel” noise that the headphones detect in the 
wearer’s work environment. They share the same 
limitation as ear muffs with regard to the integrity 
of the seal. They are not recommended for use 
around high intensity impulse noise (e.g. gun fire) 
because of the delay time between the headphones 
“sensing” the sound and activation of the noise 
cancellation. The sound travels faster than the 
headphones can activate, and exposure occurs. 

 Note: Music headphones and ear buds are not 
hearing protectors and should never be used for 
hearing protection purposes.

• Voluntary Hearing Protection
○ Workers may voluntarily use personal hearing pro-

tectors that they provide. It then becomes incumbent 
on the employer to examine and review with the 
worker their personal hearing protection to deter-
mine if it is appropriate with regard to noise expo-
sure and that the NRR is sufficient to bring noise 
exposure below 85 dBA.

○ HCP may also be mistaken with regard to their 
understanding of hearing protectors and could 
substitute earbuds for actual hearing protection. The 
employer would, in the above cases, be responsible 
for any hearing loss or injury because the employer 
allowed the use of improper hearing protection.

• Audiometric Testing
○ Audiometric testing is required for all workers who 

have noise exposures at or above 85 dBA as a TWA. 
The specific program requirements are detailed in 29 
CFR 1910.95 (g), Audiometric Testing Program.

○ Overall, the employer is to provide the program and 
testing at no cost to the worker. Employers re-
quired to have an audiometric testing program must 
conduct a baseline audiogram. It is required within 
the first six months of exposure at or above 85 dB 
TWA, and then annually thereafter for the purpose 
of comparison. In the event that the worker has ex-
perienced hearing loss of 10 dB or more at the hear-
ing frequencies 2000, 3000 and 4000 Hz (referred 
to as a “standard threshold shift”), the employer is 
required to provide notification to the worker within 
21 days of the standard threshold shift in writing. 
The employer must also review and confirm that 
the employee is using the proper hearing protection, 
fit/refit the worker’s hearing protection, and train/
retrain the worker on use and care of the hearing 

protection. Audiometric testing results are kept for 
the duration of employment.

• Pre-employment Audiograms 
○ It is a best practice to conduct pre-employment 

audiograms for those workers who will be working 
in high noise areas or performing high noise tasks 
(e.g. facilities engineers, groundskeepers, etc.). The 
purpose is to identify and establish any hearing loss 
the worker may have prior to working at the facil-
ity. A worker can begin a new position with existing 
hearing loss that occurred from a previous employer, 
military service (firearms training), hobbies and 
lifestyle (e.g. hunting, auto and motorcycle racing, 
music, etc.), disease, injury, aging, or some other 
pre-existing condition. This provides the worker 
with the benefit of an early diagnosis should he or 
she have hearing loss. This also benefits the employ-
er because a pre-existing condition is documented, 
additional steps can be taken to prevent further loss, 
and the cause is attributed to something that oc-
curred pre-employment. 

Latex Allergy  
With the implementation of Universal/Standard Precau-
tions in the 1990s, the use of latex gloves increased 
exponentially. The latex glove manufacturing process 
utilized powder to facilitate worker glove donning. An 
unanticipated result was that the latex protein adsorbed 
into the powder that was on the glove surface. Therefore, 
when HCP removed the gloves, the latex-adsorbed powder 
particles became airborne and were inhaled by HCP. As a 
result, HCP were at risk for and developed latex sensitiv-
ity, including life-threatening hypersensitivity reactions 
such as anaphylaxis.

Once this potential risk was recognized, changes were 
implemented to reduce latex exposure, including replac-
ing many products with non-latex alternatives, reducing or 
eliminating powder in gloves, and requiring product label-
ing to identify if the item contains latex. As a result, most 
hospitals are now “latex safe”, where even those with 
latex hypersensitivity can safely work and receive care. 
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DISTINGUISHING BETWEEN LATEX ALLERGY, 
LATEX SENSITIVITY, AND CONTACT 
DERMATITIS

It is important to differentiate between latex allergy, latex 
sensitivity, and contact dermatitis when evaluating HCP 
who present to OH with these types of concerns. Refer to 
the sample “Latex Allergy/Sensitivity Precautions” in this 
manual for a table that can help to identify risk and direc-
tion for treatment. It will be necessary to determine the 
cause and then trial alternative products to find the best 
solution that meets infection prevention and supply chain 
standards. In addition, the sample gives guidance for pre-
cautions for HCP who have a known latex allergy.  

What is Latex Allergy? 
According to the CDC, latex allergy (Type I hypersensitiv-
ity to latex proteins) is a serious systemic allergic (IgE-
mediated) reaction. It usually begins within minutes of 
exposure but can sometimes occur hours later. It produces 
varied symptoms which commonly include runny nose, 
sneezing, itchy eyes, scratchy throat, hives, and itchy, 
burning sensations. It can also involve more severe symp-
toms, including asthma marked by difficulty breathing, 
coughing and wheezing, cardiovascular and gastrointesti-
nal ailments, and in rare cases, anaphylaxis and death.

What is Latex Sensitivity? 
Latex sensitivity (Type IV hypersensitivity) is a cell-medi-
ated reaction to latex or related chemicals. It develops after 
a sensitization period and appears several hours after the 
skin contact and may persist for days. It is characterized by 
red, raised palpable areas with bumps, sores or cracks.

What is Contact Dermatitis? 
Occupationally-related contact dermatitis can develop 
from frequent and repeated use of hand hygiene products, 
exposure to chemicals, and glove use. Contact dermatitis is 
classified as either irritant or allergic. 

• Irritant Contact Dermatitis: Irritant contact dermatitis 
is common, nonallergic, and develops as dry, itchy, ir-
ritated areas on the skin around the area of contact and 
is the most common reaction to latex products, usually 
involving the hands. This reaction is caused by skin 
irritation from using gloves and possibly through ex-
posure to other workplace products and chemicals. The 
reaction can also result from repeated hand washing 
and drying, incomplete hand drying, use of cleaners 
and sanitizers, and exposure to powders added to the 
gloves. Irritant contact dermatitis is not a true allergy. 

• Allergic Contact Dermatitis: Allergic contact dermati-
tis (Type IV, delayed hypersensitivity, also sometimes 
called chemical sensitivity dermatitis) results from 
exposure to accelerators and other chemicals added 
to latex during harvesting, processing, or manufactur-
ing. These chemicals can cause skin reactions similar 
to those caused by poison ivy. As with poison ivy, 
the rash usually begins within 24 to 48 hours and is 
confined to the area of contact. However, the rash may 
progress to oozing skin blisters or spread away from 
the area of skin touched by the latex. 

PRE-PLACEMENT SCREENING

HCP are among those with increased risk to latex sensitiv-
ity because of potential exposure to latex products. For this 
reason, many healthcare organizations include screening 
for latex during the pre-employment evaluation. Those 
who indicate that they are sensitive to latex may need addi-
tional evaluation and/or counseling. In some cases, the OH 
clinician may choose to evaluate through laboratory testing 
using a latex enzyme immunoassay.

OH PRACTICES REGARDING LATEX  

• Have HCP complete a latex allergy/dermatitis ques-
tionnaire.

• Note “Allergic to Latex” on the worker’s health file.

• Have latex-free supplies available to use with latex-
sensitive individuals. Clearly label storage area if 
latex-containing supplies are located in the area. Sup-
plies to have on hand:
○ Latex-free gloves, band aids, tape, syringes, probe 

covers
○ Latex-free blood pressure cuff and stethoscope
○ Epipen™ for emergency administration per facility 

protocol 

• Wash hands thoroughly after using latex products and 
before having contact with latex-sensitive HCP.

• Use medications/immunizations from vials without 
rubber stoppers. If not available, remove rubber stop-
pers from medication vials before withdrawing medi-
cations and monitor for reactions to latex.

• Read package insert of medications to determine if 
latex is present.
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• If scheduling for procedures outside the department 
(e.g. lab, radiology), communicate latex sensitivity. 
Whenever possible, schedule these HCP for the first 
procedures of the day.

• Assess HCP for symptoms of distress following an im-
munization/procedure (respiratory distress, broncho-
spasm, swelling of lips, face, or throat, or hives).

• If an allergic reaction occurs, treat per facility emer-
gency protocol.

Indoor Air Quality  
Attending to indoor air quality (IAQ) concerns can be a 
difficult OH challenge because the symptoms are typically 
non-specific, the affected workers often feel they are not 
heard, and conflict exists between the worker’s belief that 
“the problem is the building”, and the building engineer-
ing staff’s belief that “the problem cannot be the building”. 
Despite the difficulty, these challenges are not insurmount-
able, and they can be addressed practically and effectively.

SYMPTOMATOLOGY

The building workers determine IAQ conditions. “Good” 
IAQ occurs when no one appears to notice that it exists; 
when worker expectations of comfort are being met. “OK 
to inadequate” IAQ concerns begin to occur when work-
ers notice their comfort needs are not being met. Poor 
temperature control, drafts, stuffiness, visible dust on work 
surfaces and vents, infrequent coughing or sneezing, or 
intermittent odors are examples of conditions that start to 
become noticeable. Most HCP tend to just “tough it out” 
because minor air quality issues are just something they 
can put up with and because they are more focused on their 
job responsibilities. “Intolerable” IAQ occurs when one or 

more workers experience illness, or frequent and repeated 
symptoms that force them to miss work, or the work area 
is perceived as being unsafe.

There is a wide range of symptoms workers report that 
they suspect are related to IAQ. A list of commonly re-
ported symptoms is listed in the table below.

Often, IAQ-related symptoms are generally non-specific 
and not associated with clinical illness. The key feature for 
all symptoms is that they lessen or resolve with time spent 
away from the work area or building. Infectious illnesses 
such as recurrent colds and flu are often suspected of be-
ing a result of poor IAQ; however, these are are typically 
related to inadequate hand hygiene and close contact, and 
not IAQ issues.

THE BUILDING OCCUPANT’S DILEMMA

It is important to recognize the dilemma HCP face when 
they decide to report an IAQ concern. It is typical for only 
one or two individuals in an office or department to report 
experiencing symptoms, and it is quite normal for them 
to wait for long periods of time before doing so, because 
they fear what might happen when they do report symp-
toms. Potential fears may include: being singled out and 
marginalized because “no one else is having problems”; 
being seen as a “trouble maker” because others view their 
issue as not a big deal (“everyone gets headaches once in a 
while, I get tired at work too, everyone has allergies,” etc.); 
limiting their prospects for advancement; and even being 
ridiculed. Attitudes in response to “IAQ complaints” can 
discourage HCP from reporting concerns. It is important to 
recognize that a worker coming forward with IAQ con-
cerns is taking a risk, and he or she has already overcome 
a number of obstacles to reach out to OH. It is paramount 
that building workers who report IAQ concerns are treated 
with respect.

ADDRESSING IAQ CONCERNS

OHP Role in Managing IAQ Concerns
Key components when investigating IAQ concerns are 
transparency in all interactions with the worker, active 
communication related to the review process, and ac-
knowledging the worker’s concerns. IAQ risk communi-
cation includes the exchange of information, advice, and 
opinions between experts and workers. It is important 
to understand the two important components in this risk 
communication process: hazard and outrage. Hazard is 

Commonly reported IAQ-related symptoms
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the technical component of the process; the symptoms, 
exposure, and air flow issues that the worker is experienc-
ing. Outrage is the emotional component and represents 
everything that is negative about the situation. It also en-
compasses the worker’s dilemma and can be considered in 
terms of injustice (e.g. perceived slights from disbelieving 
co-workers; the perception that no one cares about their 
problem; and other comments/actions that invalidate their 
concerns.) The worker wants someone in power to recog-
nize that he or she was hurt and the adverse impact of that 
injustice. Validating the experience (e.g., “I am sorry that 
this happened to you”) can significantly reduce the out-
rage. The OHP will need to speak to both the hazard and 
outrage to communicate more effectively with the worker.

Communication and First Contact
The OHP needs to immediately identify and initiate con-
tact with affected HCP as soon as a concern is identified. 
The most effective way to meet is face-to-face, as this type 
of communication affords a timely response, empathy, and 
presence. The OHP’s physical presence conveys a level 
of concern and seriousness that is not expressed through 
email, text message, or phone. 

Assessing the IAQ Complaint
Conduct a face-to-face interview with the worker to obtain 
a detailed history of the onset of symptoms, aggravating 
and relieving factors, and any self-intervention that has 
helped. Encourage the worker to fully share details of his 
or her experience to gain a full understanding of concerns 
and symptoms and develop an accurate symptom profile. 
Perform a physical assessment based on symptoms.

Developing a working hypothesis with regard to the 
source(s) and contributing factor(s) that can account for 
the reported symptoms can be perplexing. It may require 
the OHP to consult with internal (facility engineering/
operations team) or external experts (industrial hygiene, if 
not available onsite). 

Recall that common IAQ symptoms are non-specific, but 
they can fit into one or more broad categories:

• Mucous membrane irritation (eyes, nose, throat, upper 
respiratory tract, coughing)

• Immediate allergic-type (sneezing, coughing, itchy/
runny eyes, congestion)

• Thermal comfort (too hot/cold, drafty, stuffy, stagnant 
air)

• Inadequate air flow (headache, fatigue, stagnant air)
• Odors (sewer mold, vehicle exhaust, chemical)

Mucous membrane irritation is most commonly associated 
with dust. 

• Inadequate or infrequent housekeeping is a significant 
contributing factor that leads to dust accumulation in 
buildings. 

• Outdoor dust infiltrates the indoor environment on 
clothing, shoes, equipment, and supplies, and via the 
heating, ventilation, and air conditioning (HVAC) sys-
tem when fresh outdoor air bypasses the air handling 
unit filters.

• Irritating dust and particulate matter are also generated 
indoors through normal activity. Paper fiber, scrub and 
carpet lint, toner ink, construction dusts, etc., are typi-
cal of indoor generated dust and particulate matter. 

Immediate allergic-type symptoms are also commonly as-
sociated with dust. Fresh outdoor air that bypasses the in-
take air filters can cause the infiltration of known allergens 
such as pollen, mold spores, and bird feather barbules. 
Pet dander (e.g. dog, cat, rabbit, horse, etc.) on co-worker 
clothing can also result in symptoms, and inadequate 
housekeeping can make conditions worse. 

Thermal discomfort and reports of stagnant air/inadequate 
air flow are a function of HVAC system performance. Ten-
ant improvement projects, relocation of thermostats, recon-
figuring work spaces, and increased or reduced occupancy 
can all affect thermal comfort and air flow.

Odors are especially challenging, and they are typically 
transient because the HVAC system is continually diluting 
the indoor air with fresh air, and odors are not perceived 
equally by everyone. The sense of smell varies widely; 
however, those who can smell something, either pleasant 
or unpleasant, find the odor can result in headache, nausea, 
and difficulty concentrating. Odors are powerful and can 
trigger more significant physical reactions such as faint-
ing, dizziness, extreme anxiety, and breathing difficulty, 
depending on the odor and the person. The most com-
monly reported odors include vehicle exhaust, painting and 
construction, new carpet/furnishings, mold/mildew follow-
ing a water incident, and sewer gas.

Moving Forward
Typically, there is no single “smoking gun” found regard-
ing IAQ. Contacting facility engineering and/or envi-
ronmental services is the best first option for assistance. 
Facility engineers can inspect the HVAC system and com-
ponents for deficiencies, verify system performance, and 
make improvements as necessary. Environmental services 
can confirm cleaning practices, procedures, frequencies, 
and make enhancements as needed to improve IAQ. 
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Closing the Loop
Closing the loop with the worker is typically straightfor-
ward and simple because the worker has been involved in 
each step of the process. At the final worker meeting, it is 
recommended that the OHP share with the worker a report 
of the investigation and its findings, as well as corrective 
actions taken. It is recommended that workers who do not 
experience improvement take the report to their personal 
physician for assessment of possible physical causes of the 
symptoms and to provide recommendations for the indi-
vidual when at the worksite.

Lab Animal Workers  
The Institute of Laboratory Animal Resources of the Na-
tional Research Council published its Guide for the Care 
and Use of Animals in 1972. The guide set the standards 
for both the care and handling of laboratory research ani-
mals, and the protection and safety of the animal handlers, 
including researchers, caretakers, students, volunteers, 
housekeepers, and potentially any maintenance personnel. 
The Institutional Animal Care and Use Committee (IA-
CUC) is federally mandated to oversee individual institu-
tion laboratory animal programs, including the OH and 
safety program. Program management should be led by a 
senior administrator who bears ultimate responsibility for 
the program and assures alignment with the institution’s 
mission, with strong support from an attending veterinar-
ian and the IACUC. Institutions monitored by the IACUC 
are ultimately regulated by the AAALAC (Association for 
the Assessment and Accreditation of Laboratory Animal 
Care International). The standards in the guide were writ-
ten in accordance with The Animal Welfare Act of 1966. 

OH PROGRAMS FOR ANIMAL LABORATORY 
PERSONNEL

The guide states, “an occupational health and safety 
program (OHSP) is mandatory for personnel who work 
in laboratory animal facilities or have substantial animal 
contact”. A medical monitoring program or OH program 
must be in place and be consistent with federal, state, and 
local regulations. The institution’s IACUC has oversight of 
the program and routinely inspects per policy. The prin-
cipal investigator/ supervisor/ manager is responsible for 
identifying individuals who meet criteria for the OHSP.  
The OHP is responsible for initial and follow-up health 
screenings. The nature of the program depends on the type 

of facility, species of animals involved, types of research 
activities, and most relevant hazards. Depending on the 
amount of animal exposure and the species of animal in-
volved, the program will not be same for all personnel.  

Program elements:
• Pre-placement medical evaluation
• Hazard identification and safeguards appropriate to the 

risks associated with the hazards
• Appropriate testing and vaccinations
• Training of personnel regarding duties, hazards, and 

safeguards
• Policies and facilities that promote cleanliness
• Provisions for treating and documenting job-related 

injuries and illnesses 
• Environment, facilities, equipment, and procedures 

designed to reduce the possibility of physical risk and/
or injury

• Good personal hygiene practices in animal rooms and 
laboratories

• Use of PPE

IDENTIFYING RISKS TO ANIMAL HANDLERS

All participants in an OHSP are required to have an initial 
medical evaluation. Screening of the animal handler must 
take place prior to the employee starting to work with 
animals. Information provided by the principal investiga-
tor/ supervisor/ manager and employee regarding types of 
animals, work to be done, and the types of hazards in-
volved will help the OHP to determine potential exposure 
risk. There should be a discussion of risks such as aller-
gies, zoonotic diseases, infections, or other adverse health 
concerns the worker may have based on occupational 
exposure, as well as any other concerns. Animal species 
are generally divided into categories which may resemble, 
but are not limited to:

• Purpose bred animals: rodents, rabbits
• Reptiles/amphibians/fish
• Wild birds/domestic birds
• Wild caught rodents, rabbits, other mammals
• Cows, horses, pigs, sheep, goats
• Cats, dogs, bats
• Non-human primates 

The type of risk would be divided into the following cat-
egories:

• Handling/direct contact
• Animal tissue contact
• Cleaning cages/feeding
• Environmental contact (same room/lab)
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The OHP requires open communication and documenta-
tion to  accurately evaluate and counsel animal handler 
personnel. The animal handler will need to provide im-
munization records, as well as the OHSP’s initial health 
screening survey, which provides background health histo-
ry information and a job-related risk assessment. The OHP 
must do a thorough review of this information to determine 
any testing or vaccination regimen that will be needed. All 
individuals with animal contact should receive tetanus vac-
cine based on current ACIP guidelines. Other vaccines and 
TB testing may be necessary. It is also important for the 
OHP to discuss using standard precautions, demonstrate 
use of PPE, and stress the need to promptly report work-
related injuries and illnesses. Follow-up screenings are 
done per institution policy and as needed.

OH HAZARDS FOR ANIMAL HANDLERS

Animal Allergies 
The most common adverse health effect from working 
with animals, by far, is animal allergies. Most common 
reactions are to animal hair, dander, urine, and saliva pro-
teins. Various studies have shown that 10%-44% of animal 
handlers will develop allergy symptoms within three years. 
These symptoms can vary from mild to severe.  

Upper respiratory symptoms can include sneezing, itchy, 
watery eyes, and a runny nose. Lower respiratory symp-
toms can include chest discomfort, shortness of breath, 
wheezing and asthma. There may also be skin reactions, 
such as the appearance of raised, red, itchy areas after con-
tact with animals. The animals most likely to cause these 
allergic reactions are cats, rabbits, mice, rats, gerbils, and 
guinea pigs. In the past, allergy has been attributed to fur 
and dander, but more recently is associated as much with 
urine and saliva protein, such as in the dust when cleaning 
the bottom of a cage. Proper use of PPE can greatly reduce 
chances of developing allergies. Monitoring the status of 
increasing allergies is extremely important and may require 
medical intervention by an allergist.

Animal-Related Injuries 
Other occupational hazards may include animal-related 
injuries such as animal bites, kicks, and scratches. Proper 
training and use of PPE may reduce this type of injury. 
Slips, trips, and falls from wet environments may also 
occur. Lifting or restraining large animals may cause back 
strain. There may be work areas with loud animal vocal-
ization that need to be evaluated to determine whether 
hearing protection is necessary. Animal handlers need to 

be aware of the types of hazards to which they are exposed 
and know how to report and seek treatment for any injury.

Zoonotic Disease 
Zoonotic disease is an animal disease capable of infect-
ing a human. These are most likely caused by random 
source cats, dogs, farm animals, non-human primates, 
and wild-caught animals as opposed to animals raised in 
laboratories. There are over 150 diseases that may be clas-
sified as zoonotic. Exposure to some of these diseases can 
cause great concern. The non-human primate can carry the 
herpes B virus, which is shed in saliva, ocular, and genital 
secretions. A bite to an animal handler could prove very 
serious if not treated immediately, as the herpes simplex 
can enter a sensory nerve in as little as five minutes. First 
aid interventions for these types of injuries are considered 
emergencies. Institution-specific protocols should be in 
place with the employee’s supervisor and the animal’s vet-
erinarian, and the emergency department/OH department 
must be notified immediately. Non-human primates can 
also transmit TB, therefore requiring surveillance of the 
animal handler. Rubeola is one of the most frequent viral 
diseases of non-human primates, so rubeola immunity is 
required upon initial screening.

Rabies is a devastating viral disease that can result in severe 
neurological issues and death. Rabies mostly occurs in wild 
animals, but any mammal can contract the disease. Animal 
handlers working with these types of animals will be given 
pre-exposure rabies vaccine, and rabies titers will be drawn 
every two years with a booster given as necessary. 

Women of childbearing age and any immunocompromised 
individual working with cats or their feces may be at risk 
for toxoplasmosis. A titer should be checked to determine 
whether or not the individual is susceptible. If the indi-
vidual is susceptible and pregnant, there should be a job 
reassignment for the duration of pregnancy. If the immu-
nocompromised individual is susceptible, there should be a 
permanent reassignment.  

Q Fever is a zoonotic disease that can be transmitted from 
pregnant sheep or goats to humans. It is caused by the rick-
ettsial bacterium Coxiella burnetii and is frequently spread 
at the time an animal gives birth. It is typically spread via 
aerosol, but can also be shed in urine, feces, and milk, and 
can be carried in the wool. This infection is extremely con-
tagious and frequently is misdiagnosed as influenza. It is 
very important for the animal handler to alert the LPHCP 
and OHP to the possibility of Q Fever, which would not 
typically be given initial consideration
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THE ROLE OF THE OHP AND LAB ANIMAL 
WORKERS

The role of the OHP is based on information provided for a 
confidential initial health screening and appropriate coun-
seling. Medical surveillance and follow-up is provided as 
per facility policy and procedure, and injuries and illnesses 
are treated. Documentation of immunization history, 
medical history, and screenings is maintained in the OH 
department. The OHSP is multi-faceted. Cooperation and 
commitment is needed among the animal handler, principal 
investigator/ supervisor/ manager, IACUC, and OHP.  

Reproductive Hazards 
Reproductive hazards affect both men and women and 
their ability to have healthy children. They can be physical, 
chemical, or biological in nature. Workers may be exposed 
through repetitive work, inhalation, skin contact, or inges-
tion. The OHP needs to be aware of workplace reproduc-
tive hazards and ensure protective measures are in place 
to maintain worker safety. Pregnant workers may request 
a job accommodation, including a job reassignment. In 
addition, pregnant workers may experience complications 
of pregnancy that require job accommodation or leave of 
absence prior to anticipated pregnancy leave.

Some departments may manage reproductive risks inde-
pendently due to additional federal regulations such as 
radiology. Others, such as staff who work with hazardous 
drugs, may require annual medical surveillance. Common 
sources of reproductive hazards in healthcare include:

• Physical hazards 
○ Heavy lifting, prolonged standing, and frequent 

bending could increase the risk of miscarriage, pre-
mature birth, and work-related injury. In April 2018, 
the American College of Obstetricians and Gyne-
cologists published a committee report exploring 
employment considerations for pregnant females, 
including job accommodations. That report includes 
the NIOSH-recommended weight limits for lift-
ing during pregnancy. The OHP should be aware of 
these guidelines if a pregnant worker requests a job 
accommodation.

○ Ionizing radiation is a known reproductive hazard. 
Pregnant staff who work in areas such as radiology or 
other settings with known radiation exposure should 
notify the supervisor and follow the department 

policy for pregnant workers. The radiation safety 
officer should be consulted as needed.

• Chemical hazards. Common chemical hazards that 
expose HCP to reproductive hazards include ethylene 
oxide, waste anesthetic gases, antineoplastic agents, 
methyl methacrylate, ribavirin, toluene, and acryl-
amide.

• Biologic agents. Rubella, cytomegalovirus, hepatitis B, 
herpes, and HIV are infectious agents that have been 
known to have adverse effects on reproduction.

Medical screening and surveillance of staff working with 
reproductive hazards is an essential component of an effec-
tive health and safety program. 

Radiation Safety 
Many sources of radiation exist in the environment, from 
background radiation found in naturally-occurring miner-
als to the man-made sources in consumer products and in-
dustry. Radiation is a general term which refers to particles 
or waves that carry energy, essentially energy in motion. 
Ionizing radiation has enough energy to remove electrons 
from atoms or molecules and is often simply referred to 
as radiation. Ionizing radiation is only emitted by radioac-
tive material or devices which produce radiation when the 
device is switched on. In contrast, radioactive material 
continuously emits radiation. Examples of ionizing radia-
tion are alpha particles, beta particles, and gamma rays.

• Alpha particles are high energy particles that do not 
pose an external hazard to people who are easily 
shielded by air, skin, or paper.

• Beta particles are fast electrons emitted from the 
nucleus of an atom. Beta particles have the potential to 
give a skin dose when outside a person’s body and are 
potentially hazardous when ingested. Plastic is the best 
material for shielding beta particles.

• Gamma rays/ x-rays are highly energetic light par-
ticles/waves. They have the potential to expose the 
entire body; dense material such as lead or concrete is 
needed to shield them.

Non-ionizing radiation does not have sufficient energy to 
dislodge orbital electrons. Some examples of non-ionizing 
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radiation are microwaves, ultraviolet light (UV), lasers, 
radio waves, infrared light (IR), and radar.

Radiation-producing machines represent the largest source 
of man-made radiation exposure. Medical imaging, includ-
ing diagnostic radiology, nuclear medicine, and fluoros-
copy, are among the sites with the potential for higher ex-
posure elements specifically related to ionizing radiation.
Radiation exposure can come from radioactive material, 
radiation-producing machines, and surfaces contaminated 
with radioactive material. Exposure to ionizing radiation 
can cause acute and/or chronic health effects. Higher limits 
of exposure can cause radiation sickness; lower-level 
exposures cause cell damage which may be implicated in 
cancers, genetic mutations, and cataracts. The significantly 
higher limits of exposure are not usually an expected 
source in a medical care setting. Injuries that may be as-
sociated with non-ionizing radiation are primarily thermal 
or photochemical, with the eye and the skin being most 
susceptible. Lasers (light amplification by stimulated emis-
sion of radiation) can be more hazardous than ordinary 
light because they can focus energy onto a small area.

RADIATION EXPOSURE LIMITS

Annual background radiation is used as a baseline to 
measure or compare occupational exposures to what may 
be a normal exposure in the everyday environment. The 
amount of radiation exposure is expressed in a unit called 
a millirem (mrem); the average person is exposed to an ef-
fective dose equivalent of approximately 620 mrem (whole 
body exposure) per year from all sources. Half of this 
dose comes from background exposure, and the other half 
comes from man-made sources. In the United States, the 
U.S. Nuclear Regulatory Commission (NRC) determines 
what radiation exposure level is considered safe.

Radiation is colorless, odorless, and tasteless. Specific 
radiation detection devices are used to measure radiation. 
To measure radiation exposure in real time, a meter is 
used. To measure a person’s exposure to radiation over a 
long period of time, a dosimeter is used. Dosimeters do not 
protect HCP from radiation; they help determine if wearers 
are taking appropriate steps to protect themselves against 
unnecessary radiation exposure.

• Dosimetry must be worn in controlled areas by each 
person occupationally exposed to ionizing radiation 
from therapeutic or diagnostic x-ray equipment.

• Dosimetry must be permanently assigned to each oc-
cupationally-exposed person, and monitoring must be 
continuous during employment as a radiation worker.

• The annual regulatory exposure limit is 5,000 mrem.

Pregnant radiation workers may voluntarily inform their 
employer in writing of their pregnancy. The limits to 
exposure are 500 mrem annually to protect the fetus, and a 
fetal monitoring badge must be worn. There may be other 
potential work restrictions or limitations, and a monthly 
review by the radiation safety officer must be completed.
Occupational workers are considered to be those who work 
in an environment with work-related radiation exposure, 
such as radiology technologists, interventional radiolo-
gists, physicians, and nurses, among others. The OHP must 
be aware of the policies and procedures associated with 
radiation safety to protect the healthcare worker, as well as 
the patient, from this potential hazard.

Radiation sources and relative doses in the healthcare 
industry:

• Whole body computed tomography scan (CT)   
1,000 mrem

• Upper gastrointestinal (GI) study    
600 mrem

• Head CT       
200 mrem

• Mammogram      
42 mrem

• Radiation in the body     
29 mrem

• Chest X-ray       
10 mrem

Medical, public, and occupational regulatory dose lim-
its are set by federal agencies including the EPA and the 
NRC, and state agencies, to limit specific risk from chronic 
exposures in work settings. Title 10, Part 20, of the Code 
of Federal Regulations (10 CFR Part 20), Standards for 
Protection Against Radiation, establishes the dose limits 
for radiation for occupational workers. Surveyors and 
inspectors monitoring radiation safety include TJC and the 
Centers for Medicare and Medicaid Services (CMS). These 
agencies may cite hospitals if they are out of compliance 
with other regulatory bodies, including the NRC, which 
regulates radioactive material, and state Departments of 
Licensing and Regulatory Affairs (LARA), which regulate 
radiation-producing machines.  

The guiding principle for radiation safety is “as low as 
reasonably achievable” (ALARA) to minimize radiation 
doses and exposure. Every activity involving potential ex-
posure to radiation should be planned to minimize unnec-
essary exposure. Three basic protective measures that must 
be followed when working with radiation are:
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• Time. Less times equals less radiation exposure. Radia-
tion doses are directly proportional to the exposure 
time in the field; therefore the time spent in the field 
must be limited.

• Distance. Increasing the distance from the source de-
creases the dose factor; distance equals less radiation 
exposure.

• Shielding. Any substance that may absorb or attenu-
ate radiation. Certain materials are more effective in 
shielding certain types of radiation.

Protection measures recommended to limit ionizing radia-
tion exposure for HCP:

• Lead aprons and gloves
• Lead-plated glass that acts as a barrier wall
• Lead strips during fluoroscopy procedures
• Maximize distance from the radiation source
• Remote procedures that can be performed in a radia-

tion-free room

LASER RADIATION 

Lasers are classified 1-4, dependent on their capacity to 
produce injury (the classification system is broken down 
into seven categories: 1, 1M, 2, 2M, 3R, 3B, and 4).

• Class 1 lasers are those found in CD players, etc. 
There are no reported hazards associated with these 
lasers.

• Class 1M lasers are considered lower power lasers, 
incapable of producing hazardous exposure conditions 
during normal operations. Fiber optic communication 
systems would be an example of a Class 1M laser.

• Class 2 lasers are low power lasers and are hazard-
ous only if the viewer overcomes the natural aversion 
response to a bright light. These lasers can be found in 
supermarket barcode scanners.

• Class 2M lasers have the same hazard level as Class 2 
but may be potentially hazardous when viewing with 
optical aids. An example would be levelling instru-
ments and construction industry lasers.

• Class 3R lasers are considered medium power lasers, 
such as a laser pointer or research lasers.

• Class 3B lasers and Class 4 lasers are considered high 
power lasers, used in most medical sites. Specialized 
laser eye protection and skin protection is required 
with the Class 4 lasers; activation and warning systems 
must also be in place.

HCP may be exposed to lasers when they are being used 
during diagnostic, preventive, and therapeutic applications. 
Detailed training in laser safety must be provided to HCP. 
OSHA does not have a comprehensive laser standard; the 
General Duty Clause (29 CFR 1919) provides guidance 
for safety of the worker. When laser use is required, the 
following hierarchy of control measures will need to be 
implemented for worker safety:

• Engineering control measures include beam housings, 
attenuators, remote firing controls, and interlocks.

• Administrative control measures consist of warning 
signs/labels and specific training.

• PPE control measures include appropriate eye wear, 
gloves, and special clothing.

Radiation safety is the joint responsibility of the radia-
tion safety officer and the technologists and employees 
who work in the radiology department. Radiation safety 
practices are imperative for HCP and patients. TJC re-
quires that hospitals have written policies and procedures 
relating to the precautions associated with working safely 
with radiation and x-ray equipment. Specific precautions 
regarding use of PPE, and monitoring and recording of 
individual employee exposures by dosimetry badges, must 
be included in these policies. 

Radiation safety officer responsibilities:
• Oversee a radiation safety program, with development 

and enforcement of policies and procedures.
• Monitor compliance with NRC regulations.
• Determine methods for monitoring and recording 

occupational exposure, and which employees require 
monitoring devices.

• Identify radiation safety issues and restrict unsafe 
practice; recommend, document and verify corrective 
actions.

OH responsibilities:
• Serve as a member of the Radiation Safety Committee.
• Maintain records of employees exceeding exposure 

limits.
• Assist in monitoring employee compliance of safety 

practices. 

Operating Room Safety 
Operating rooms (ORs) are high stress hospital areas 
staffed by a team of highly specialized HCP. Working in 
an OR is fast-paced and stressful whether the surgery be-
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ing performed is a routine procedure or is to save the life 
of a patient in crisis. The OR pace and stress amplify the 
need to protect OR HCP from many potential OR safety 
hazards. If an injury occurs, it is important for the worker 
to have timely evaluation and treatment of the injury by 
OH. This may be a challenge given the demands of the 
OR. The OHP must assist injured OR HCP and provide 
consistent education on mitigating OR safety concerns. 
In addition, staff often believe that injuries related to OR 
hazards are “part of the job”.

Before identification and discussion of OR safety con-
cerns, it is worthwhile to review the complex environ-
ment of the OR suite. In an OR suite (typically a confined 
space), there will be:

• An operating table centered in the room
• Very bright operating room lights, often low hanging 
• Anesthesia equipment (machine, tubing, and cart)
• Stainless steel Mayo stand with sterile instruments 
• Stainless steel back table 
• Electronic monitoring device(s)
• Pulse oximeter and blood pressure measuring devices
• Electrosurgery unit
• Computer(s) and monitors
• Radiology equipment if needed
• Chairs and stools
• Cables and hoses
• Other specialized equipment that may be required

These OR HCP team members will be involved in the 
surgery:

• Surgeon
• Circulating registered nurse (RN)
• Anesthesiologist 
• Certified registered nurse anesthetist (CRNA)
• Surgical assistant (as necessary)/radiology technician 

(as necessary)
• Surgical technologist

Communication among all OR HCP before, during, and 
after surgery is absolutely essential for the safety of both 
the surgical patient and OR HCP. Safety concerns should 
be routinely covered during preoperative briefings and 
surgical time-outs. The circulating nurse and/or a safety 
champion are best-positioned to alert other OR HCP on 
safety issues. Safety is everyone’s responsibility, but the 
circulating nurse/safety champion should:

• Activate OR HCP safety awareness by using team 
members’ names. 

• Set the tone — make everyone feel safe. 

• Ensure team members know what is going to be done 
during the surgery. 

• Encourage team members to speak up when safety 
becomes a concern. 

• Be aware of basic safety concerns such as:
○ Checking the equipment before it is used.
○ Keeping the surgeon aware of any safety concerns. 
○ Constant awareness of the potential for infectious 

disease transmission.
○ Using electrosurgical “Bovie” devices in an oxygen-

rich environment. 
○ Updating OR HCP on safety issues when staff sub-

stitutions occur in the middle of a case. 
• Conduct a safety debrief at the end of the case.

COMMON SAFETY CONCERNS 

Given the complex nature of the OR environment, there 
are a number of safety concerns, both common and 
unique, that OR HCP face. Common safety concerns are 
faced by all HCP regardless of where they work. In the 
OR, there are additional risk factors that magnify the need 
to address these common safety concerns. Addressing any 
safety concern must include all staff (including surgeons) 
to encourage their buy-in and understanding that imple-
menting best workplace practices can reduce the likeli-
hood of harm (injury/illness). 

OHPs should assist in assessing and educating OR HCP 
on established safety measures to reduce the possibility 
of OR HCP harm from all common and unique safety 
concerns. These are the best resources to utilize for unique 
OR safety concerns:

• Hospital policies
• Applicable state regulations
• OSHA’s Hospital eTool: Surgical Suite
• Professional organization standards such as the As-

sociation of periOperative Registered Nurses (AORN) 
and the American Nurses Association (ANA)

• TJC

UNIQUE SAFETY CONCERNS

A number of unique safety concerns exist in the OR and 
must be addressed to maintain staff safety. Below, unique 
OR safety concerns are introduced and then described in 
detail:
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• Waste anesthesia gases
• Compressed gases
• Surgical smoke and laser hazards
• Hazardous chemicals
• Equipment hazards
• Radiation exposure
• Transmissible infections 

Waste anesthesia gases
Anesthesia gas history and evolution of the wasted gas 
release processes:

• In older anesthesia delivery equipment, waste gases 
were exhausted through adjustable pressure limit-
ing (APL) or “pop-off” valves. The gas from this old 
equipment often exhausted into the face of nearby 
HCP. The gases were also distributed into the air of 
the OR suite. 

• Present practice utilizes a more efficient “scavenging” 
system that avoids room contamination by collecting 
the excess gases immediately at the APL valve.

Use of engineering controls and work practices to control 
waste anesthesia gases:

• Engineering controls:
○ Waste gas evacu-

ation is required 
for every type of 
breathing assist 
device.

○ Appropriate waste 
gas evacuation 
involves collec-
tion and removal of 
waste gases, detec-
tion and correction 
of leaks, consider-
ation of work prac-
tices, and effective 
room ventilation.

○ Follow the rec-
ommended air 
exchange rate to ad-
equately minimize 
waste anesthesia 
gas concentrations 
in the OR.  

○ Ensure OR air 
containing waste 
anesthesia gases is 
not re-circulated 
to the OR or other 
hospital locations.

• Work Practices: OR HCP must follow policy on con-
tainment of anesthesia gases that will include direc-
tion on:
○ Not starting anesthesia gas flow until the mask is in 

contact with the patient’s face or airway device (e.g. 
endotracheal tube, laryngeal mask airway) and is 
connected to the anesthesia gas tubing. 

○ Emptying the contents of the reservoir bag and the 
timing of turning off the flow of Nitrogen Oxide 
(N2O) from the patient. 

○ Testing daily for low-pressure leaks throughout the 
entire anesthesia system. 

• When proper work practices are not followed, OR 
personnel may experience both acute and cumulative 
exposures to anesthesia gases.

Compressed gases
There are five main compressed gases used in the OR 
suite:

• Medical Air – air that is free of contamination and par-
ticles, has no oil or odors, and is dry to prevent water 

OR risk factors for common safety concerns
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build-up in the facility’s pipeline. OR HCP rely on 
medical air to keep the patient comfortable and breath-
ing. 

• Oxygen – a medical gas used for resuscitation and 
inhalation therapy. 

• Carbon Dioxide – a gas used for insufflating (blowing 
into a body cavity) in support of less invasive surger-
ies like laparoscopy, endoscopy, and cryotherapy.  It is 
also used for respiratory stimulation during and after 
anesthesia. 

• Medical Liquid Nitrogen – a medical gas used for 
cryosurgery removal of some cancers and skin lesions. 
It is also used for the storage of tissues, cells, and 
blood in cryogenic temperatures, as well as a medical 
gas mixture for lung function tests. 

• Nitrous Oxide – a medical gas, commonly known as 
“laughing gas”, used in numerous surgical procedures 
as both an anesthetic and analgesic.

OHP responsibilities with compressed gases include:
• Caring for OR HCP cumulatively or acutely exposed 

to these gases.
• Educating OR HCP on safety when working with the 

gases.
• Working with OR HCP to ensure completion of 

required inspections of compressed gas storage and 
distribution systems, as well as regular maintenance 
checks.

Surgical smoke and laser hazards
Smoke plumes in an OR are produced by electrosurgical or 
laser equipment when that equipment is used in a surgery 
to dissect, cut, or cauterize tissue.  

• Smoke plumes frequently cause allergic responses 
when OR HCP are exposed. 

• Smoke plumes also produce and release into the air: 
○ Carcinogens
○ Mutagens
○ Infectious vectors

• Protecting the OR HCP from smoke plumes
○ Smoke evacuators (held as close as possible to the 

site of surgical smoke generation)
○ Use of a fit-tested surgical N95 will provide respira-

tory protection as surgical masks do not protect OR 
HCP from surgical smoke plumes

Laser equipment can cause severe burns to skin or eyes if 
OR HCP are accidentally exposed to the laser beam. Laser 
protective eyewear is required for OR staff who work with 
lasers. OSHA’s Hospital eTool provides further informa-
tion on proper eyewear and precautions when working 
with lasers.

Hazardous chemicals
Chemicals in the OR may be overlooked as a potential 
safety hazard. 

• The two main sources of OR hazardous chemicals are:
○ Disinfectants
○ Cleaning and sterilizing agents

• OR HCP need to be aware of and educated on the 
proper use of both disinfectants and cleaning/sanitizing 
agents. OR HCP also must be knowledgeable of SDS 
and hazardous chemical safety precautions:
○ Proper use of chemicals
○ Potential for exposure to chemicals
○ Protection from chemical exposure (eye protection 

and other PPE)
○ Harmful side effects of chemical exposure
○ Actions to take if exposed to hazardous chemicals
○ Location of hazardous chemical SDS

Equipment hazards
Numerous potential OR safety hazards exist, particularly 
when working with or around OR equipment. Below are 
some the more common OR equipment hazards and poten-
tial injuries:

• Surgical lights – head injuries from OR HCP running 
into the lights or being hit as the lights are positioned.

• Operating tables – OR HCP injuries to arms, legs, fin-
gers, and hands as the tables are positioned, lowered, 
raised, or adjusted. 

• Surgical equipment booms – musculoskeletal injuries 
from contact with the overhead booms that centralize 
equipment (e.g., electrosurgery unit, smoke evacuator, 
insufflator). 

• OR surgical displays – musculoskeletal injuries from 
contact with displays positioned near the operating 
table and around the OR. The displays provide the 
surgical team detailed imaging of the surgical site and 
patient monitoring data.

• Electrical equipment – multiple pieces of OR equip-
ment use electrical power.  The electrical equipment 
and power supply become hazardous related to:
○ Electrical power cables and cords are a potential 

slip, trip, and fall hazard. 
○ The potential for electrical shock when the equip-

ment or power cables are exposed to fluids. 

Radiation exposure
Radiation-producing equipment (e.g., C-arms, X-ray ma-
chines) is used frequently in the OR. 

• OR HCP should be knowledgeable of the potential for 
exposure and proper techniques to reduce the expo-
sure. 
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• Shielding is the best protection and involves the use of 
physical barriers to absorb a portion of scatter radia-
tion and prevent it from reaching OR HCP soft tissues:
○ Lead aprons and thyroid shields
○ Lead gloves to reduce hand exposure
○ Lead skirts for operative tables
○ Mobile shielding screens 
○ Maximize the distance between the patient surface 

and OR HCP (which may involve coordination of 
equipment set up in the OR) 

Transmissible infections  
Prevention of transmission of infections to and from a 
patient while in the OR is both an individual and group 
responsibility. All members of the OR team need to be 
made aware of any known patient-transmissible disease, 
through chart reviews and communication with the pa-
tient’s surgeon, nurse, and hospital infection prevention 
departments, to prepare appropriately. 

In addition to standard OR aseptic technique, OR person-
nel must follow standard, contact, droplet, and airborne 
precautions to prevent the transmission of infection. Stan-
dard precautions, treating all individuals as potentially in-
fectious, are the guiding principle. Two situations present 
particular challenges when discussing infection prevention 
in the perioperative setting. These are exposures to blood 
and body fluids (BBF) and patients who require airborne 
precautions while in the OR.

• Exposures to blood and body fluids. Preventing BBF 
exposures in the OR is a priority through staff edu-
cation, the use of best practices such as the “neutral 
zone” for passing sharp instruments, evaluation of 
safety-engineered sharps, and appropriate use of PPE 
to prevent splashes. All staff, including surgeons, must 
be committed to this effort. When a BBF exposure oc-
curs, a policy and procedure must be in place to man-
age these exposures in the perioperative area. Essential 
elements of the post-exposure follow-up procedure 
are: 
○ Reporting the exposure immediately to the OR 

supervisor and OH to arrange evaluation and initia-
tion of any recommended post-exposure prophylaxis 
is imperative. An accurate description of the expo-
sure is necessary to determine the root cause of the 
exposure, including a determination as to whether or 
not the surgical source patient may have come into 
contact with the injured worker’s BBF.

○ Immediately providing any needed first aid after 
cleansing the site. This may require the injured 
worker to leave the sterile field.

○ Obtain the source person’s blood according to the 
state HIV testing law and facility procedure. The 
procedure should contain steps to be taken when the 
patient has been under anesthesia and requires post-
exposure testing. The patient’s testing should include 
hepatitis B, hepatitis C and HIV. 

• Patients with airborne transmissible diseases. OR 
personnel must use appropriate respiratory protection 
(in addition to standard OR PPE) when a patient with 
known or suspected airborne disease (e.g., tuber-
culosis, measles, chickenpox, disseminated herpes 
zoster) requires a surgical procedure. The challenge 
is to ensure that the required members of the surgical 
team, including the surgeon, are fit tested and trained 
with a NIOSH-approved, surgical N95 or higher level 
respirator. PAPR are not approved for use in the surgi-
cal setting at this time. Conducting the surgery in an 
airborne infection isolation OR suite requires the use 
of a surgical N95 respirator.

Infection Prevention and 
Control (IPC) Practices 

IPC addresses factors related to the spread of infections in 
all healthcare settings and includes:

• Basic understanding of the epidemiology of diseases. 
• Risk factors for transmission or increased susceptibil-

ity to infection. 
• Practices and procedures that may result in infections.
• Methods to prevent transmission.

Practices for safe patient care within a healthcare set-
ting include prevention, monitoring, and investigation 
of documented or suspected infection, and management. 
CDC and Healthcare Infection Control Practices Advisory 
Committee (HICPAC) recommendations provide the stan-
dards of care for IPC practitioners. HICPAC is a federal 
advisory committee chartered in 1991 to provide advice 
and guidance to the CDC and the secretary of Health and 
Human Services regarding the practice of infection control 
and strategies for surveillance, prevention, and control of 
healthcare associated infections, antimicrobial resistance, 
and related events.  

Developing policies and procedures to minimize trans-
mission of communicable diseases is a core element of 
IPC; adherence to these policies and ongoing training is 
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integral. There must be support for these policies from all 
levels of healthcare facility leadership. Training in IPC 
must take into consideration the diversity of the workforce 
and the type of facility and must be tailored to meet the 
requirements of each category of worker being trained. In-
formation regarding: how infections are spread; how they 
can be prevented; and the signs and symptoms to monitor 
which would prompt evaluation and treatment, must be 
included. A number of core practices are recommended by 
the CDC and considered standards of care and accepted 
practices required in all healthcare settings. 

Collaboration with colleagues in IPC is essential. There is 
the potential for both acquired work-related and non-occu-
pational infectious diseases, and the OHP will work with 
IPC nurses and physicians, department managers, and HR 
professionals to manage these illnesses. In a small facility, 
OH may also be provided by the infection preventionist, 
thus IPC serves in a dual role. 

CORE IPC PROGRAM ELEMENTS  

• Leadership support 
• Education and training of healthcare personnel regard-

ing infection prevention
• Performance monitoring and feedback related to ad-

herence and outcomes
• Hand hygiene: routine hand washing; antiseptic hand 

rub; or surgical hand antisepsis
• Environmental cleaning and disinfection; routine and 

targeted cleaning of environmental areas
• Injection and medication safety: using aseptic tech-

nique when preparing and administering medications; 
using needles and syringes for one patient only; wear-
ing a face mask when placing a catheter or injecting 
material into the epidural or subdural space

• Risk assessment of potential IPC and chemical haz-
ards with identification of appropriate PPE

• Minimizing potential infectious disease exposures

TYPES OF PRECAUTIONS

The risk of acquiring an infection is related to the mode of 
transmission of the infectious agent. The chain of infec-
tion describes the specific conditions that must be met for 
an infectious disease to be spread from person to person. 
The disease is spread when all six links in the chain are 
intact. Transmission of an infectious agent can be inter-
rupted, eliminated, or inactivated by breaking one or more 

of these links in the chain. The links in the chain of infec-
tion are:  

• Causative agent – a microorganism such as a bacteria, 
virus, or fungus. Virulence, invasiveness, and patho-
genicity of the causative agent are considered.

• Reservoir – source or host which allows the microor-
ganism to live, grow, and multiply.

• Portal of exit – path for the microorganism to escape 
from the host. Blood, respiratory tract, skin, and mu-
cous membranes are examples of portals of exit.

• Mode of transmission – means by which an organism 
transfers from one carrier to another; may be by direct 
or indirect transmission.

• Portal of entry – opening for the microorganism to get 
into a new host; includes open wounds and mucous 
membranes.

• Susceptible host – person who is at risk of developing 
an infection from the disease.

Principles of infection control are used to break the chain 
of infection and consist of standard precautions and 
transmission-based precautions which provide recommen-
dations that are required to reduce the risk of transmission 
of infectious agents. Standard precautions are used for all 
patient care tasks and are the minimum infection preven-
tion practices that should be used in the care of all patients. 
These are the primary prevention intervention for the 
protection of patients and providers from infectious agent 
transmission and include:

• Use of PPE with any activities where there is potential 
for exposure to infectious material. Gloves, gowns, 
mouth-eye-nose and face protection are the most com-
mon forms of PPE.

• Hand hygiene policies with preferential use of alcohol-
based hand rub over soap and water in most clinical 
situations. Soap and water should be used when hands 
are visibly soiled and is also preferred after caring for 
a patient with known or suspected Clostridium difficile 
or norovirus. Alcohol-based products of >70% alcohol 
are recommended. No artificial nails for those having 
contact with high-risk patients; and per hospital policy.

• Respiratory hygiene, covering mouth or nose when 
coughing or sneezing, performing hand hygiene, and 
appropriate disposal of contaminated items.

• Injection safety and safe injection practices; needles, 
syringes, and single-dose vials of medications should 
not be used for more than one patient. No recapping of 
needles. Use safety-engineered needles and syringes.
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• Recommendations for wearing a surgical mask when 
lumbar puncture procedures are completed. 

• Environmental cleaning: review of cleaning and 
disinfection procedures, including use of products in 
accordance with manufacturer’s instructions regarding 
dilution, storage, and contact time.

• Device reprocessing policies and procedures for all 
medical devices that may be reused in the hospital. 
This may include: critical items (surgical instruments); 
semi-critical items (endoscopes, laryngoscope blades); 
non-critical items (blood pressure cuffs, point-of-care 
devices). Policies and procedures should outline re-
sponse (risk assessment and device recall) in the event 
of a reprocessing error or failure.

Transmission-based precautions supplement standard 
precautions with regard to patients with documented or 
suspected infection or colonization of highly transmis-
sible or epidemiologically important pathogens. For these 
patients, additional precautions are required to prevent 
infection transmission dependent on the type of potential 
exposure. These three basic routes of transmission include: 
contact (direct and indirect); droplet (larger particles that 
do not travel long distances); and airborne (smaller par-
ticles which are infective over a greater distance and time 
in the environment).

• Contact precautions are required to protect against 
either direct or indirect transmission of disease which 
may be related to contact with the patient or items in 
the patient’s environment. 

• Droplet precautions are required to minimize the 
droplet spread of pathogens from close respiratory or 
mucous membrane contact with large-particle droplets 
(larger than 5 micrometers in size). 

• Airborne precautions are used to protect against 
pathogens transmitted by the airborne route, including 
tuberculosis, measles (rubeola), chickenpox (varicel-
la), disseminated herpes zoster, severe acute respira-
tory distress syndrome (SARS), and smallpox (variola) 
(less than 5 micrometers in size).   

TESTING AND VACCINATION OF HCP   

HCP are at risk for exposure to vaccine-preventable 
diseases. Recommended vaccinations maintain immu-
nity and reduce the risk for transmission of infection and 

disease, which was discussed earlier in this chapter. TJC 
has requirements to establish annual influenza vaccination 
programs with targeted recommendations for improved 
influenza vaccination rates. TJC has set a goal of a 90% 
facility vaccination rate by 2020.

EVALUATION OF HCP FOR WORK-RELATED 
EXPOSURES AND ILLNESSES   

Develop policies and processes for sick leave to ensure 
HCP are not working when they develop signs or symp-
toms of acute infectious illness (fever, cough, diarrhea, 
vomiting, or draining skin lesions). These programs are 
imperative for prevention of transmission to patients and 
other HCP, and additionally to promote a reduction in lost 
work time. Work-related exposure and illness evaluation 
in HCP should include a systematic process with assess-
ment of potential exposure incidents and consideration of 
prophylaxis where indicated.

• Initial evaluation to determine whether an exposure 
incident occurred, with focused history, physical exam 
if indicated, laboratory studies of the exposed worker, 
and source patient testing, if indicated.

• Assessment includes type and extent of the exposure; 
were infection prevention practices followed and ap-
propriate PPE used, which may preclude prophylaxis 
if no exposure occurred. Specific characteristics of 
the infectious agent and immune status of the exposed 
worker must be considered.

• HCP with symptoms related to infections transmit-
ted by airborne, droplet, or contact route should be 
restricted from work until no longer infectious. 
○ Protocols for management of occupational expo-

sures to infectious diseases should include definition 
of exposure, post-exposure prophylaxis recom-
mendations, time off work or work restrictions, and 
clearance to return to work full duty. 

The following are the common types of infectious dis-
eases that the OHP should develop post-exposure manage-
ment protocols for to ensure appropriate follow-up and 
treatment for exposed workers.

• Bloodborne pathogens (hepatitis B virus, hepatitis C 
virus, HIV)

• Infections transmitted by the airborne route (measles, 
tuberculosis, varicella, disseminated herpes zoster)

• Infections transmitted by the droplet route (Group A 
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streptococcus, influenza, mumps, meningitis, pertus-
sis, rubella)

• Infections transmitted by contact, injury, and bite 
routes (hepatitis A virus, rabies, scabies, tetanus)

Infection prevention is a key priority in controlling com-
municable diseases; a collaborative relationship between 
IPC providers and OHPs is integral in maintaining worker 
and patient safety. Effective communication and collabo-
ration is a trademark of both specialties, who have the 
ability to bridge the gap between departments and em-
ployees to reduce infection risk with: 

• Routine review of occupational infectious risks, expo-
sures, and illnesses with IPC.

• Surveillance monitoring.
• Providing resources for staff regarding prevention of 

occupational infections.
• Training in the use of PPE, and review of standard 

precautions.
• Evaluation of HCP for work-related exposures and 

illnesses.
○ Upon notification of any exposure, IPC and OH will 

contact affected departments, and IPC will provide 
a list of contacts to OH.

○ The infection preventionist and OHP will collabora-
tively investigate any potential exposure to or from 
patients and possible transmission to other workers; 
coordinate and conduct screening of the exposed 
HCP.

○ OH will contact exposed staff for evaluation, test-
ing, and prophylaxis, work restrictions, and any 
follow-up if indicated. OH may need to work with 
managers to facilitate timely evaluation and follow-
up with exposed workers.

○ States have specific reporting requirements, and 
communicable diseases are reported to state health 
departments by IPC. Outbreak investigations and 
targeted prevention programs can be better managed 
with appropriate reporting and aids in epidemio-
logic research for preventable causes and national 
surveillance efforts. 

EMERGING INFECTIOUS DISEASES

Emerging infectious diseases, including previously un-
known or undetected infections, are appearing in popu-
lation groups for the first time. Re-emerging infectious 
diseases that have previously existed are increasing in 
incidence rapidly or in a defined geographic area. Several 
factors may be contributing to these emerging infections, 
including:

• Antimicrobial resistance.
• The ease with which people can travel more frequent-

ly and to greater distances.
• Growth of densely populated areas.
• People experiencing closer contact with a wide vari-

ety of animal species. 

Since the 1970s, several infectious diseases have been 
identified, including SARS, Novel H1N1 influenza, Mid-
dle Eastern Respiratory Syndrome (MERS), and Ebola 
Virus Disease (EVD). Investigation and early control 
measures, monitoring, and evaluation, in addition to a rap-
id response effort, are key factors in containing transmis-
sion. Education and training of staff regarding the clinical 
features and epidemiology of these emerging pathogens, 
as well as specific triage and isolation procedures, must be 
implemented. Early identification and appropriate isola-
tion of persons with potential exposure to an infectious 
disease are required to avoid or limit healthcare-associat-
ed exposures. Persons who indicate travel to an endemic 
area must be questioned regarding possible exposure and 
any concerning symptoms of a contagious disease. If the 
person screens positive for travel exposure and symp-
toms, immediate isolation and protocols for management, 
including use of PPE, must be strictly followed.
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Importance of Injury 
and Illness Prevention 
Programs

This chapter covers the most common hazards in health-
care settings and their respective prevention programs, 
including: exposures to bloodborne pathogens; ergonom-
ics; safe patient handling and mobility; slip, trip, and fall 
injuries; workplace violence; and emergency preparedness. 
Research has shown that robust prevention and prepared-
ness programs will substantially reduce injuries. Unfor-
tunately, even with the best prevention efforts, injuries 
will occur. It is vitally important to the injured worker and 
the facility that they be managed effectively; therefore, 
management of work-related injuries is discussed in this 
chapter.

The occupational health professional’s (OHP) role and 
responsibility in injury and illness prevention efforts will 
vary between and within facilities based on resources and 
the expertise of stakeholders. The OHP is responsible 
for keeping abreast of the latest evidence-based practices 
and promoting their implementation on the teams that are 
responsible for these programs. Awareness of resources, 
facility injury data, and root causes of injuries is critical 
to the success of these efforts. At a minimum, the OHP 
should be a member of each of the teams that are address-
ing the specific hazard and, in some instances, may be the 
leader of the team. 

In Chapter 5: Safety Culture in Healthcare, the Occu-
pational Safety and Health Administration’s (OSHA) 
six elements of effective health and safety programs are 
identified. These overarching elements of health and safety 
programs apply to all hazards and injury/illness prevention 
efforts. The expectation is that these elements will be in-
cluded in the respective prevention programs discussed in 
this chapter, as well as when addressing any other hazard 
prevention effort in the healthcare setting. 

The next section reviews OSHA’s six elements of health 
and safety programs in detail. It is followed by content that 
highlights hazard-specific information related to the most 
common healthcare injury/illness prevention programs.

OSHA’s Six Essential 
Elements of Health and 
Safety Programs

Management commitment/leadership. Strong support by 
senior administration is essential to the success of health 
and safety programs. This support will filter down to all 
levels within the organization. Developing policies and 
goals, allocating the resources necessary for the program 
(including identifying a leader to manage the hazard and 
stakeholders), and developing performance expectations 
are all part of management support. Engaging managers at 
all levels of the organization must occur. The development 
of a communication plan is also the task of administration. 
One example of visible leadership commitment is walking 
safety rounds by senior leaders and department managers.

Worker participation. Employees need to be part of the 
health and safety team by actively participating in the 
development and ongoing work of the team. Barriers that 
keep frontline employees from safety meetings need to be 
removed so employees are able to bring their experience 
and concerns to the team and administration. Employees 
need to be encouraged to report safety concerns without 
fear of retaliation, and they need to feel that leadership will 
listen to and address their concerns. Employees can serve 
as frontline champions within a department. Safety data 
should be shared with employees so they fully understand 
the nature of workplace hazards, including near misses. 
Informal leaders are an example of employees who should 
be involved with health and safety efforts.

Hazard identification and assessment. Hazard identifica-
tion and assessment is a comprehensive process whereby 
the organization identifies hazards by safety inspections, 
reports by employees, review of injury data - including 
root cause analysis, and other methods. These hazards are 
then prioritized, and a walkthrough is performed to con-
firm the hazard, the number of employees affected by the 
hazard, and the frequency of exposure to the hazard. Is 
there a need for medical surveillance for employees who 
work with the hazard? What is the medical treatment if an 
exposure occurs?

Hazard prevention and control. Options for eliminating 
or controlling workplace hazards are identified, evaluated, 
selected, and implemented, including the need for medical 
screening/surveillance. Monitoring of the control measure 
is necessary to ensure it is used appropriately. Control 
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measures should be evaluated for their continued effective-
ness and revised as needed. These measures should also 
include emergency situations such as spills, fires, etc. The 
hazard control hierarchy is utilized in determining the best 
control option. From most effective to least effective con-
trols, the hazard control hierarchy consists of:

• Eliminating the hazard - Physically remove the hazard 
from the worksite.

• Replacing the hazard - When possible, replace the 
hazard.

• Implementing engineering controls - Isolate workers 
from the hazard.

• Establishing administrative controls - Implement safe 
work practices.

• Utilizing personal protective equipment (PPE) - Pro-
tect the worker with PPE.

Education and training. Education and training provide 
all employees with the knowledge and skills they need 
to perform their work in a safe manner and understand 
the hazards of the workplace. Education and training for 
new employees and long-term employees are important 
to ensure a safe and competent workforce. These sessions 
are a way for management to share health and safety goals 
to more fully engage employees in safe behaviors while 
on the job. Specific training on hazards helps employees 
to understand the hazard and what controls are in place to 
protect the worker.

Program evaluation and improvement. Program evaluation 
is an ongoing process and is important to ensure effective-
ness of the program. It helps to identify what is working 
and what is not, creating opportunities for improvement. 
Review of inspection findings, analysis of injury data, and 
employee reports of safety concerns are part of the evalu-
ation process. Leading indicators such as the number of 
walkthroughs, the level of employee participation, and the 
amount of time to respond to employee safety concerns are 
needed for a comprehensive evaluation. Workers’ com-
pensation costs and injury data are examples of lagging 
indicators and should not be the only data that are used to 
determine program effectiveness.

Exposures to Blood 
and Body Fluids

OSHA has a specific standard that addresses the protection 
of workers who are reasonably anticipated to have contact 

with blood and body fluids in the workplace. The provi-
sions of the standard encompass the elements of health and 
safety programs discussed above and should serve as the 
OHP’s foundation for exposure prevention.  

The term exposure incident describes a specific eye, 
mouth, other mucous membrane, non-intact skin, or 
parenteral contact with blood or other potentially infec-
tious materials that results from the performance of work 
tasks. Percutaneous injuries include needlesticks and other 
sharps-related incidents; mucous membrane or non-intact 
skin exposures to blood and body fluids may be related to 
splashes/spills. These incidents place workers at risk of 
exposure to bloodborne pathogens. 

Although the risk of transmission from an occupational 
exposure is low, the emotional impact of an exposure on a 
worker can be significant. It is imperative to communicate 
support and competence to the worker when reviewing 
the exposure incident, with an acknowledgement that this 
may be an anxiety-provoking situation. Support services 
and resources such as the Employee Assistance Program 
(EAP) should be utilized as needed. In addition to testing 
the exposed worker, the source of the exposure must also 
be contacted and tested, compounding the emotional toll 
of the exposure, especially when awaiting baseline source 
person testing results.

In May 1989, OSHA submitted a proposed rule and notice 
of hearing for the purpose of reducing occupational expo-
sures to hepatitis B virus (HBV), human immunodeficien-
cy virus (HIV), and other bloodborne pathogens. At that 
time, a preliminary review of available data indicated that 
certain employees had significant health risks as a result 
of occupational exposure to blood and other potentially 
infectious material that may contain bloodborne patho-
gens. Provisions to eliminate or minimize the risk using 
a combination of engineering and work practice controls, 
PPE, training, medical follow-up of exposure incidents, 
and vaccination where applicable, were advanced. This 
proposed standard represented OSHA’s first regulation 
of occupational exposures to biological hazards. OSHA’s 
Final Rule, the Bloodborne Pathogens Standard (29 CFR 
1910.1030), was published in 1991.  

BLOODBORNE PATHOGEN EMPLOYER 
REQUIREMENTS

The standard defines what employers must do to protect 
workers who may be exposed to blood or other potentially 
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infectious material (OPIM) in the course of their employ-
ment: 

• Establish a written exposure control plan. Requires the 
employer to prepare an exposure determination with 
a listing of job classifications, tasks, and procedures 
performed by employees with the potential for an 
exposure.

• Exposure control plan must be updated annually. Any 
changes in job duties, procedures, and positions that 
may affect occupational exposures must be docu-
mented. Review any technological changes that have 
been implemented to eliminate or reduce occupational 
exposures. The plan must include documentation that 
frontline workers have been consulted when identify-
ing, evaluating, and selecting effective engineering and 
work practice controls.

• Implement universal precautions (renamed standard 
precautions).

• Identify and use engineering controls. Examples are 
the use of safety-engineered devices such as blunt 
suture needles and self-sheathing needles. 

• Identify and ensure use of work practice controls. 
Procedures or practices can reduce the potential for an 
exposure incident by changing the way a specific task 
is performed; an example is not recapping needles.

• Provide appropriate PPE. Examples include gowns, 
gloves, and goggles.

• Hepatitis B vaccination must be provided to all work-
ers with occupational exposure to blood/body fluids.

• Post-exposure evaluation and follow-up for any oc-
cupational exposure incident. Documentation must in-
clude the route of the exposure and the circumstances 
of the incident; identification and testing of the source 
person for HBV and HIV infectivity (now includes 
hepatitis C virus [HCV] testing).  

• Labels and signs must be used to communicate haz-
ards.

• Provide information and training to employees. Must 
include regular training that covers all elements of the 
standard. Must be completed when initiating work and 
at least annually thereafter.  

• Maintain records of employee medical treatment and 
training records per OSHA Bloodborne Pathogens 
Standard requirements.  

• A sharps injury log must be maintained and must con-
tain, at a minimum: 
○ Type of device 
○ Brand name of the device 
○ Work area where the injury occurred 
○ A brief description of how the incident occurred

The Needlestick Safety and Prevention Act (Pub. L. 
106-430) was signed into law on November 6, 2000. This 
modification of OSHA’s Bloodborne Pathogens Stan-
dard was mandated by Congress to provide greater detail 
regarding the requirements for employers to identify, 
re-evaluate, and implement safer medical devices such as 
sharps-engineered safety devices and needleless systems. 
Occupational exposure to bloodborne pathogens from 
accidental sharps injuries continued to represent a hazard 
after the requirement to implement engineering controls 
and safer medical devices went into effect in 1992. Al-
though state legislative efforts vary in terms of coverage 
and scope, common recommendations include:

• Developing a list of safety devices as engineering con-
trols.

• Providing a list of available safety devices for use by 
healthcare personnel (HCP).

• Developing a written exposure control plan with an an-
nual review and updates, including new product trials 
and product selection.

• Identifying protocols for safety device selection by 
frontline HCP.

• Developing a sharps injury reporting log.
• Documenting methods to improve use of PPE and 

increase use of vaccinations.

RISK OF TRANSMISSION 

For transmission of bloodborne pathogens to occur, an ex-
posure must include an infectious body fluid and a portal 
of entry. There is no risk of transmission if these factors 
are not present. Infectious body fluids include blood, se-
men, vaginal fluid, amniotic fluid, breast milk, cerebrospi-
nal fluid, pericardial fluid, peritoneal fluid, pleural fluid, 
and synovial fluid. (Saliva, urine, vomitus, feces, sweat, 
respiratory secretions, and tears - unless visibly bloody 
- do not transmit HIV. There is a negligible risk of HBV 
and HCV transmission from non-bloody saliva). 
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• HIV. In prospective studies of HCP, the average risk 
for HIV transmission after a percutaneous exposure to 
HIV-infected blood is estimated to be 0.23% (1/435 
episodes). For a mucous membrane exposure, the 
estimated risk is 0.09% (1/1,000 episodes), and for 
non-intact skin, the risk is also estimated to be 0.09%.  
○ Factors that may increase the risk for HIV transmis-

sion include practices or procedures using hollow 
bore needles, visibly bloody devices, deep injury, 
and devices used in an artery or a vein. For mucous 
membrane exposure, there is increasing risk if ex-
posed to a large volume of blood. 

• HBV. Percutaneous exposure to HBV-infected blood is 
associated with a seroconversion risk of 1%-6% if the 
source person is e-antigen negative, and a seroconver-
sion risk of 22%-31% if the source person is e-antigen 
positive.
○  HBV is the most efficiently transmissible of the 

bloodborne viruses following a percutaneous ex-
posure. The virus remains potentially infectious for 
long periods and is transmissible in the absence of 
visible blood.

• HCV. Following percutaneous exposure to HCV-in-
fected blood, seroconversion rates range from 0%-
10%, with an average risk of 1.8%. Seroconversion 
related to a mucocutaneous exposure appears to be 
much less common. 
○  HCV is transmitted primarily through percutane-

ous exposures to blood containing infectious body 
fluids. 

○ An increased risk of HCV infection is associated 
with:
 Current or former injection drug users, including 

those who only injected once many years ago.
 Recipients of clotting factor concentrates made 

before 1987, and recipients of blood transfusions 
or solid organ transplants prior to 1992.

 Chronic hemodialysis patients.
 Persons with known exposure to HCV.
 Persons with HIV infection.

BLOOD/BODY FLUID POST-EXPOSURE TESTING 

Exposures to blood/body fluids are to be reported imme-
diately to the worker’s supervisor and occupational health 
(OH) for timely evaluation and treatment of the worker 
and to arrange source person testing. The root cause of the 
exposure needs to be identified to prevent further expo-
sures. OH should develop policies and procedures that 

will ensure a seamless post-exposure follow-up procedure 
when the OH office is closed.

Evaluation of needlestick and mucous membrane (blood/
body fluid splashes) exposures requires evaluation of the 
exposed worker’s and source person’s serological status 
related to HBV, HCV, and HIV. 

• Testing of the source person should be completed as 
soon as possible following the exposure. States may 
have differing requirements for consent for source 
person HIV testing. Written consent may need to be 
obtained, and information must be provided to the 
source person explaining that his or her blood will be 
tested for HIV in the event of an HCP exposure; the 
results of testing must then be communicated to the 
source person.  

• Testing of the exposed worker for HIV, HBV, or HCV 
is generally completed at baseline, 6 weeks, 3 months, 
and 6 months following exposure. Serologic follow-
up can be shortened based on specific assays used.

MANAGEMENT OF HCP EXPOSURE TO HIV

2013 guidelines from the U.S. Public Health Service ad-
vise using HIV post-exposure prophylaxis (PEP) regimens 
for HIV-positive exposures. A regimen containing three 
(or more) antiretroviral drugs is recommended for all oc-
cupational exposures to HIV. Consultation with experts in 
post-exposure management strategies is advised to ensure 
an appropriate regimen when taking into consideration 
source patient antiretroviral medications or potential for 
medication resistance. Discussion includes the risk of in-
fection, risks and benefits of PEP, review of potential side 
effects related to the medication, and serologic testing at 
prescribed intervals. 

Recommendations for HCP with an occupational exposure 
to HIV related to post-exposure testing. 

• If a fourth generation HIV antigen/antibody (Ag/Ab) 
combination immunoassay is used, which allows for 
earlier detection of HIV infection, repeat testing could 
be concluded at four months post-exposure. 

• Expanded HIV testing for 12 months is recommended 
for those exposed to a source co-infected with HIV 
and HCV. 

• Weekly monitoring for toxicity or medication-related 
side effects is advised, and the importance of complet-
ing the prescribed regimen is discussed with the HCP.  
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Exposed HCP are advised to use precautions during the 
follow-up testing period to prevent secondary transmis-
sion, including barrier contraception, avoidance of blood 
and tissue plasma donations, pregnancy, and breastfeed-
ing. 

Situations in which expert guidance and consultation 
regarding PEP is advised:

• Delayed exposure reporting, later than 72 hours (inter-
val after which the benefits from PEP are not clearly 
defined)

• Unknown source (consideration of severity of the 
exposure and likelihood of HIV exposure)

• Exposed HCP with known or suspected pregnancy/
breastfeeding

• Suspected or known resistance of the source virus to 
antiretroviral medications

• Serious medical illness in the exposed worker
• Toxicity or side effects of the initial PEP
• Monitoring and managing side effects of PEP

○ PEP side effects are usually self-limiting but may 
affect adherence to the 28-day PEP regimen. 

○ Common side effects are related 
to gastrointestinal upset (nausea, 
vomiting, diarrhea); headache and 
fatigue have also been reported. 
On occasion, side effects may be 
significant enough to cause the ex-
posed worker to be off work while 
on PEP. Consideration of changing 
the regimen should be made if side 
effects are intractable. 

○ Weekly lab monitoring for toxicity 
will include testing for hematologic, 
renal, and hepatic functions.

○ Awareness of potential drug-to-drug 
interactions, which may require dos-
ing adjustments. 

Since 1991, reports of occupationally-
acquired HIV in healthcare workers have 
been recorded in the Centers for Disease 
Control and Prevention’s (CDC) National 
HIV Surveillance System. From 1985 
to 2013, 58 confirmed and 150 possible 
cases of occupationally-acquired HIV 
were reported to the CDC. Since 1999, 
only one confirmed case has been report-
ed. Among the confirmed cases, the routes 
of exposure resulting in infection included 
a percutaneous injury, or injury by a cut.

MANAGEMENT OF HCP EXPOSURE TO HBV

Management of an exposed HCP to HBV will be depen-
dent upon the antibody (anti-HBs) status of the exposed 
worker and the antigen (HBsAg) status of the source per-
son. The following algorithm derived from the CDC and 
Advisory Committee on Immunization Practices (ACIP) 
can be used to determine post-exposure management to 
HBV. (https://www.cdc.gov/mmwr/preview/mmwrhtml/
rr6210a1.htm)

MANAGEMENT OF HCP EXPOSURE TO HCV

Management of an exposed HCP to HCV will include as-
sessment of the source person’s HCV status.

• A source person is considered HCV-positive if either 
HCV ribonucleic acid (RNA) (HCV viral load) or 
HCV antibody is positive. HCV RNA is the more ac-
curate indicator of infectivity. 

• Baseline testing of the exposed worker’s HCV status 
is recommended, and the frequency of serial testing is 
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dependent on the specific HCV testing process, usually 
repeated at three weeks, two months, and four months 
post-exposure. 

• There is currently no PEP treatment for an exposure to 
HCV.

OHP RESOURCES FOR POST-EXPOSURE TESTING

Recommendations related to bloodborne pathogen ex-
posures may change over time, and policies should be 
assessed and updated on a periodic basis. Guidelines for 
post-exposure testing can be accessed on the CDC website 
at https://www.cdc.gov/niosh/topics/bbp/guidelines.html, 
as well as the Clinician Consultation Center at https://nccc.
ucsf.edu/, which is comprised of staff who provide expert 
guidance in managing HCP exposures to HBV, HCV, and 
HIV.

HCP WITH HIV, HBV, OR HCV INFECTION

Infection with HIV, HBV, or HCV alone does not con-
stitute a cause to limit the professional practice of HCP. 
Emphasis must be placed on compliance with standard 
precautions and additional methods of infection preven-
tion and control; confidentiality and patient safety must be 
maintained. To present a risk for HCP bloodborne virus 
transmission to a patient, the worker must:

• Be sufficiently viremic, with infectious virus circulat-
ing in the bloodstream. 

• Sustain an injury, such as a puncture wound from a 
sharp device or non-intact skin, creating a portal of 
entry; 

• Have blood or body fluid come into direct contact with 
a patient’s’ wound or other portal of entry. 

Recommendations concerning practice modifications to 
eliminate the potential for an exposure incident should 
be considered on a case-by-case basis. Categorization of 
healthcare-associated procedures according to the level 
of risk for bloodborne pathogen transmission, including 
procedures known or likely to present a risk of a percu-
taneous injury to HCP, should be completed. This would 
entail identification of procedures with minimal to no risk 
of bloodborne virus transmission, procedures with theo-
retic risk of virus transmission, and procedures for which 
there is a definite risk of virus transmission and would be 
described as “exposure prone”. 

The Society for Healthcare Epidemiology of America 
(SHEA) supports the creation of an expert review panel 

to assist in the management of these HCP as an important 
aspect of a patient safety program. This panel should be 
comprised of:

• Individuals who have expertise in the provider’s spe-
cialty: infectious disease and hospital epidemiology 
specialists; liver disease specialists. 

• Providers with expertise specific to bloodborne patho-
gen infectivity. 

• OH medical provider.
• Human resources/risk management.
• Legal counsel. 
• Ethics consultant.
• Expert review panel functions:

○ Evaluation of the infected provider’s clinical status/
viral burden

○ Assessment of procedures performed and specific 
techniques used with these procedures

○ Determination of adherence to infection control 
precautions

○ Provision of specific recommendations regarding 
the use of PPE, work practice controls, and infection 
prevention strategies for specific procedures

○ Counseling to the provider to report any patient 
exposure and appropriate procedures 

OHP RESOURCES FOR PREVENTING BLOOD/
BODY FLUID EXPOSURES

In addition to the many expert resources available to man-
age blood/body fluid exposures, continuing emphasis must 
be placed on preventing exposures. Most exposures occur 
in direct patient care areas such as clinical departments, 
the operating room, and clinical ancillary departments. 
Non-clinical ancillary staff (environmental services, food 
services, maintenance) may also experience exposures to 
blood/body fluids if proper sharps disposal procedures are 
not followed. Therefore, all departments must be assessed 
for risk of exposure, and training needs to be tailored to 
department needs. When exposures occur, the OHP is in-
strumental in helping workers identify the root cause. HCP 
need to understand that exposures do not “just happen” 
and they are not an expected part of the job. A few helpful 
resources are:

• The CDC’s Workbook for designing, implementing, 
and evaluating a sharps injury prevention program is a 
valuable resource when initiating sharps injury preven-
tion efforts. 

• A joint campaign by the CDC and the Safe Injection 
Practices Coalition, One Needle, One Syringe, Only 
One Time advocates for safe injection practices among 
the public and healthcare providers.
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• OSHA’s Hospital eTool addresses bloodborne expo-
sures, as well as needlestick prevention.

Ergonomics

Ergonomics is the scientific study of people at work and is 
focused on the “fit” between the worker, equipment, and 
the environment. Ergonomics, also called human factors, is 
the application of psychological and physiological princi-
ples to the design of products, processes, and systems. Hu-
man factors are employed to fulfill goals of occupational 
health, safety, and productivity. To assess the fit between a 
person and the used technology, ergonomists consider: the 
job (activity) being done and the demands on the user; the 
equipment used (its size, shape, and how appropriate it is 
for the task); and the information used (how it is presented, 
accessed, and changed). Traditionally, ergonomics has 
been comprised of three main fields of research: physical, 
cognitive, and organizational. 

• Physical ergonomics is concerned with human anat-
omy as related to physical activity to prevent work-
related injuries, with musculoskeletal disorders being 
the most prevalent.  

• Cognitive ergonomics is concerned with perception, 
memory, reasoning, and motor response, as they affect 
interactions among humans and other elements of a 
system. Topics in this area include mental workload, 
decision-making, work stress, and training.

• Organizational ergonomics is concerned with the op-
timization of the organization’s structure, policies, and 
processes related to ergonomics and the workforce.  

In the healthcare industry, work-related musculoskeletal dis-
orders (MSDs) have exacted a heavy burden on HCP across 
a wide spectrum of occupations; direct patient care staff, 
materials handlers, environmental services personnel, and 
lab and office workers. Tasks that involve repetitive motion, 
sustained exposure to force, and awkward posture contribute 
to the morbidity of MSDs in the healthcare industry.  

Although OSHA does not have an ergonomic standard, 
MSDs are a priority for OSHA. Work-related MSDs are 
among the most frequently reported causes of lost or 
restricted work days. Ergonomic programs can reduce the 
risk of MSDs, resulting in decreased workers’ compensa-
tion costs and increased productivity. OSHA will cite ergo-
nomic and MSD hazards under the General Duty Clause. 

The National Institute for Occupational Safety and Health 
(NIOSH) has conducted research and identified ergonomic 
interventions for a number of industries, including health-
care. Healthcare-related ergonomic issues that have been 
studied by NIOSH include occupational hazards in home 
healthcare, safe lifting and movement of nursing home 
residents, preventing work-related MSDs in sonography, 
and investigation of hand forces and postures for using 
mechanical pipettes. They have developed useful resources 
on these topics that are available on the NIOSH website.  

OHP RESOURCES FOR ERGONOMIC PROGRAM 
DEVELOPMENT

The formation and implementation of a comprehensive 
ergonomic program in a healthcare facility is an important 
component of reducing the burden of MSDs and improv-
ing worker safety. Using the six essential elements of 
health and safety programs will serve as a template for the 
development of an ergonomic program. OSHA has addi-
tional resources on the OSHA Hospital eTool that include 
awkward postures, pushing, pulling, lifting, and other 
ergonomic hazards. In addition, OSHA has developed a 
Computer Workstation eTool to provide assistance when 
addressing hazards associated with computer use.

The role of the OHP in ergonomics may be that of a refer-
ral resource to an ergonomist, industrial hygienist, safety 
professional, or physical or occupational therapist to con-
duct the ergonomic evaluation. OHPs may have training 
in ergonomics and should be active participants in facility  
programs.

Safe Patient Handling 
and Mobility (SPHM)

Manual lifting activities, which use HCP physical strength 
without assistive devices, pose a significant risk of injury 
to the patient and worker. Traditional approaches such as 
good body mechanics are not enough to prevent injuries 
because of the excessive weight and force associated with 
awkward postures that are placed on the caregiver’s spine 
and other body parts. 

A significant number of all workers’ compensation claims 
are related to patient handling injuries; 2014 data from the 
U.S. Bureau of Labor Statistics (BLS) reported the rate of 
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musculoskeletal disorders in healthcare workers as 68 per 
10,000, two times the average rate of all other industries. 
Examples of work-related MSDs include:

• Lumbar strain/sprains. 
• Upper back and cervical strain/sprains. 
• Rotator cuff tendinitis and other upper extremity inju-

ries.  

Many of these injuries could be considered cumulative in 
nature. The use of lifting equipment and additional inter-
ventions can reduce these patient handling and mobility in-
juries. OSHA guidelines for nursing homes advise manual 
lifting of residents be minimized in all cases and elimi-
nated when feasible. Several states have adopted SPHM 
legislation, and OSHA distributed a memorandum to all 
healthcare facilities on June 25, 2015 with clear direction 
for OSHA compliance officers. The inspectors will ask 
specific questions at a facility based on generally accepted 
best practices for SPHM and use the General Duty Clause. 

High-risk manual patient handling tasks place HCP at risk 
of injury related to the various biomechanical and postural 
stressors required to complete the task. Additional ele-
ments contributing to the risk of injury include:

• Patient-related factors, including patient dependency, 
overweight/obese, or critically ill patients. 

• Patient handling tasks related to mobility in bed such 
as turning, repositioning and boosting, bathing, and 
wound care. 

• Out-of-bed patient handling tasks may include: trans-
fers from bed to chair or similar seated item; transfers 
from a bed or stretcher to an exam table; or patient 
transportation on beds/stretchers/wheelchairs. 

• Early mobilization of patients following procedures; 
recommendations for bed/active assisted motion for 
critically ill patients; and even supporting a patient’s 
limbs in a static position will contribute to the risk 
for MSDs. There are instances when patients must be 
placed from a supine to prone position with selected 
surgical cases or treatments.

• Narrow pathways in the rooms or hallways, types of 
flooring, and bathroom configuration, as well as other 
environmental restrictions, may add to the difficulty 
while moving patients.

• Staff patient ratios with higher patient to nurse care 
requirements, staff working longer hours with limited 

opportunity for rest breaks, and more consecutive days 
worked.  

SPHM PROGRAM COMPONENTS

Using the six essential elements of health and safety 
programs as the template for the development of a compre-
hensive SPHM program, these additional considerations 
need to be addressed during program development:

• Ensure that the hazard assessment is inclusive of all 
types of patient handling activities - clinical depart-
ment, ancillary department, operating room, emer-
gency department, etc. This will provide direction for 
choosing and utilizing the most effective equipment, 
based on the level of dependency and the type of pa-
tient handling activities.  

• Evaluating current patient handling practices during 
the hazard assessment is also extremely important. 
What equipment/device is available for each phase 
of mobility? Are the devices readily available for use 
when needed, and are they being used appropriately? 
Gain input from staff and patients as to their perception 
related to the use and acceptance of the equipment.

• Integrate evidence-based practices, such as algorithms, 
with technology to minimize the potential for injury. 
These practices can be adapted to individual depart-
ments and used consistently. 

• Educational efforts must include staff, patients, and 
families regarding the need for SPHM management. 
Training should emphasize the use of mechanical lift-
ing equipment and/or other approved patient handling 
aids as a requirement to limit the manual lifting and 
handling of patients. 

• Peer coaches/staff with expertise in safe patient 
handling are identified to act as resources, to provide 
ongoing information and routine educational pro-
grams, and to review compliance with program and 
quality improvement initiatives. The coach or peer 
support staff member can facilitate a direct connection 
between staff and program goals, troubleshoot issues, 
and address unsafe practices. 

• Incorporation of ergonomic design methodologies will 
ensure a safe environment of care and ensure all new 
construction or remodeling is reviewed by ergonomic, 
safety, or patient handling committees.
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• Ongoing program evaluation and improvement should 
include the selection and installation of safe patient 
handling devices, as well as a routine maintenance 
program for all SPHM equipment.

OHP RESOURCES FOR SPHM PROGRAM 
DEVELOPMENT

The OHP will be an active participant in the commitment 
to patient and HCP safety through coordination and moni-
toring of an effective SPHM program. Resources for the 
OHP are available from the American Nurses Association 
(ANA) and the Association of Occupational Health Profes-
sionals in Healthcare (AOHP), with detailed guidance for 
assessment, program planning, and implementation of 
these programs.  

• Handle With Care: This campaign by the American 
Nurses Association (ANA) addresses work-related 
MSDs such as back injuries by advocating the de-
velopment of partnerships and coalitions to address 
SPHM issues. Safe Patient Handling and Mobility: 
Interprofessional National Standards Across the Care 
Continuum is a best-practice resource that can be used 
in program development.

• Beyond Getting Started: A Resource Guide for Imple-
menting a Safe Patient Handling Program in the Acute 
Care Setting, was developed by AOHP. This resource 
guide addresses patient handling with the goal of pro-
viding the necessary tools for the OHP to implement a 
safe patient handling program. 

 
• The OSHA Hospital eTool has specific models that 

consider patient handling programs and ergonomics, 
and there are resources for specific healthcare worker 
groups such as physical therapists, sonographers, and 
radiologists that address safe patient handling in their 
settings/roles.  

• NIOSH has a web page resource dedicated to safe 
patient handling and mobility, and it includes a safe 
patient handling training program for student nurses. 
The NIOSH National Occupational Research Agenda 
(NORA) Healthcare and Social Assistance Council has 
included safe patient handling as part of its ongoing 
research agenda.

Slips, Trips, and Falls 
(STF) 

Due to the high rate of falls across all industries, in No-
vember 2016, OSHA issued a new standard, Walking-
Working Surfaces (29 CFR 1910.21), in an effort to 
reduce these types of injuries. Slip, trip, and fall (STF) 
incidents are the second most common cause of injuries 
in healthcare. The incidence rates of lost workdays due to 
fall-related injuries are almost double that of other private 
industries combined. These injuries can be serious and 
include sprains, strains, ruptured discs, and fractures. STF-
associated injuries result in workers’ compensation costs, 
lost workdays, impacts on staffing and patient care, and 
OSHA citations and fines.  

STF are considered preventable, and there is significant 
opportunity for hospitals and other healthcare facilities to 
implement preventive measures to reduce the frequency 
and severity of these injuries. Resources are readily 
available that address frequent causes of STF, along with 
measures to reduce them. To analyze STF incidents, a brief 
review of definitions and types of falls must be considered.  

Definitions
• Slip – The friction between the foot and floor surface 

provides insufficient resistance to counteract the for-
ward or rearward forces during the stepping process.

• Trip – The swing phase of the foot is interrupted unex-
pectedly due to inadequately clearing the ground.

• Fall – Losing one’s balance and collapsing.

Types of falls 
• Same level falls are those on the same level that is sup-

porting the injured worker. These are the most com-
mon types of HCP falls. Examples include:
○  Fall while walking, working, standing
○  Fall from a chair while sitting
○  Trip up the stairs

• Falls to a lower level are those that occur below the 
level supporting the injured worker. Examples include:
○  Fall while standing on a chair, stepstool, furniture, 

ladder, scaffolding 
○  Fall while descending stairs
○  Fall off curb, step, platform

• Jump to lower level falls are those that occur after the 
injured worker intentionally leaps to a lower level. 
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These are the least common among HCP.  Examples 
include:
○  Jump from stairs, platform, chair, furniture, etc. 

• Unspecified are those falls which do not fit in the 
above categories.

• Slip, trip, loss of balance without a fall that results in 
an injury examples include:
○  Slide on a slippery substance, but worker resumes 

balance, resulting in a strain
○  Turning suddenly in a hallway, losing balance, 

resulting in a knee or back injury

REDUCING THE RISK OF STF INJURIES

STF injuries may result from human factors such as not 
holding a handrail or carrying too many items to maintain 
eye contact with the ground or steps. There are environ-
mental interventions that can reduce these types of injuries. 

NIOSH published a workbook, Slip, Trip, Fall Preven-
tion for Healthcare Workers, based upon a 10-year study 
showing that certain fall reduction interventions did reduce 
the STF incident rate in study participant facilities. A 
comprehensive STF prevention program is based on the 
six elements for health and safety programs discussed 
above. Successful STF interventions require a multidis-
ciplinary approach with collaboration among OH, safety, 
maintenance, dietary, housekeeping, landlords, leadership, 
patient care units, and other identified stakeholders. In the 
following list of the top 10 causes of STFs, the authors 
pose a number of potential solutions to mitigate the identi-
fied hazard. This is consistent with the elements of hazard 
identification and assessment, and hazard prevention and 
control, described above. A useful tool to assist in the STF 
hazard assessment process is the checklist in the NIOSH 
STF workbook.

1. Contaminants on the floor can cause slips, resulting 
in a fall. The first thing that comes to most people’s 
minds is the wet floor during routine housekeeping, or 
spilled water. Contaminants can also include spilled 
food, oil, grease, snow and ice from shoes, or other 
fluids. In areas of frequent spills, have spill-absorbent 
pads readily available, pop-up wet floor signs in 
visible areas, and the housekeeping number posted 
nearby. Slip-resistant footwear may also be encour-
aged for staff who work in areas with a high risk of 
floor contaminants such as food services, environmen-
tal services, and laundry, to name a few. 

2. Pooling water from malfunctioning pipes; poorly 
designed or malfunctioning drains. Be alert for these 
occurrences during environmental rounds or when 
investigating injuries.  

3. Uneven surfaces arising from damaged or uneven 
flooring (carpets, tiles, vinyl, concrete); changes in 
flooring levels; ramps. Repair the uneven surfaces as 
soon as possible or mark areas with signs/cones to 
alert pedestrians of the hazard.

4. Outdoor surfaces (sidewalks, grassy areas, drive-
ways, asphalt) with debris or obstructions (sprinkler 
heads, parking stops, changes in flooring levels). Mark 
unlevel surfaces with reflective paint to alert people to 
the hazard, or cordon off areas to prevent pedestrian 
traffic. 

5. Ice and snow can cause hazards both indoors and 
outdoors. Diligent snow and ice removal, as well as 
spill prevention materials, can reduce this risk. Vendor 
ice alert signs are useful to indicate below freezing 
temperatures and a potential ice hazard. Consideration 
should be given to the use of ice cleats for home care 
staff when winter conditions are present.

6. Inadequate lighting makes it difficult to visualize haz-
ards in time to avoid them. These can occur outdoors 
and indoors. Be alert for dimly lit parking structures, 
hallways, walkways, and stairways. Improve lighting, 
including providing flashlights for workers to carry in 
areas that cannot be corrected.  

7. Proper stairway, step, and handrail design and main-
tenance can reduce the risk of falls. These potential 
hazards exist both outdoors and indoors. Alerting 
people to their presence, and providing slip-resistant 
surfaces and proper handrail heights, are fall preven-
tion strategies.  

8. Stepladders and ladders require proper training and 
use to reduce the risk of a fall to a lower level (29 CFR 
1910.23 Ladders). Improper ladder use can result in a 
serious fall. Although a step stool may seem intuitive, 
it also requires training.  

9. Clutter in rooms, walkways, hallways, or workstations 
can result in a trip and fall. These trip hazards can be 
personal items such as bags and purses, or computer or 
electrical cords, excess boxes, hoses, cleaning materi-
als, and other miscellaneous items. Eliminating these 
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hazards requires vigilant rounding and enforcement of 
cord securement and proper storage of items.

10. Floor mats and runners improperly placed or poorly 
maintained can result in STF injuries. These can be 
either indoors or outdoors. Consider marking proper 
placement with tape, using adhesive tape to keep mats 
in place, and replacing mats that are worn or do not lie 
flat.

OHP RESOURCES FOR STF PROGRAM 
DEVELOPMENT

As noted above, the NIOSH workbook is a valuable 
resource for the OHP and STF injury prevention team. 
OSHA’s Hospital eTool provides additional information on 
preventing STF injuries.

Workplace Violence 
(WPV)

DEFINING WORKPLACE VIOLENCE IN 
HEALTHCARE

Workplace violence (WPV) is the act or threat of violence, 
ranging from verbal abuse to physical assaults directed to-
ward persons at work or on duty. The impact of WPV can 
range from psychological issues to physical injury or even 
death. NIOSH defines WPV as an act or threat of violence 
which ranges from verbal abuse to physical assaults that 
are directed toward persons in the work setting. The World 
Health Organization (WHO) and the International Council 
of Nurses (ICN) definition of WPV is broader and includes 
incidents where staff are abused, threatened, or assaulted 
in circumstances related to their work, including commut-
ing to and from work, involving an explicit or implicit 
challenge to their safety, well-being, or health.

TYPES OF WPV 

OH researchers have classified WPV into the following 
four types:

• Type 1: The perpetrator has no legitimate relationship 
to the business or its employees and is usually com-
mitting a crime in conjunction with the violence (a 

nurse assaulted in the hospital parking garage). These 
usually have a criminal intent and are less frequent in 
health care. 

• Type 2: Client/ patient on worker violence, which is 
the most common in healthcare. 

• Type 3: Worker on worker violence, or lateral/hori-
zontal violence. This category includes bullying and 
frequently manifests as verbal and emotional abuse 
that is unfair, offensive, vindictive, and/or humiliating, 
though it can range all the way to homicide.

• Type 4: Personal relationship violence, where the 
perpetrator has a relationship to the worker outside of 
work that spills over into the work environment. 

GENERAL WPV STATISTICS AND SCOPE

According to BLS data (2016), healthcare and social assis-
tance workers overall had an incidence rate of 8.0/10,000 
full-time workers for injuries resulting from assaults and 
violent acts by other persons; the rate for nursing and per-
sonal care facility workers was 21.4. Data obtained from 
nurses (registered nurses/ licensed practical nurses) in a 
major population-based study showed a rate of physical 
assaults at 13.2 per 100 nurses per year, and a rate of 38.8 
per 100 nurses per year for non-physical violent events 
(threats, sexual harassment, verbal abuse). OSHA reports 
that 80% of all assaults on HCP are committed by their 
patients. 

IMPACT ON EMPLOYEES

WPV has a significant impact on both the individual af-
fected and the organization as a whole. While the employer 
bears the brunt of the costs associated with WPV,  orga-
nizations can also see diminished quality of care, higher 
turnover, and high workers’ compensation costs. The ANA 
reports that 13% of all days away from work for nurses 
were a result of violence in the workplace. Further re-
porting by the ANA indicates that 7% of nurses reported 
medical errors as a result of intimidation and threats. 
OSHA’s Safety Pays Program estimates the indirect and 
direct costs of workplace injuries like those sustained 
during acts of WPV. Some examples of these costs are: 
$109,452 for a concussion; $44,898 for a laceration; and 
$242,601 for multiple injuries, including both physical and 
psychological. Injuries and stress can cause HCP to leave 
the profession. The Emergency Nurses Association (ENA) 
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estimates replacement costs inclusive of recruitment, hir-
ing, and training to be $82,000 per RN. The toll taken by 
an increased exposure to a violent environment cannot be 
underestimated. WPV impacts all aspects of the healthcare 
business. 

REGULATIONS AND COMPLIANCE

OSHA
OSHA does not currently have a standard specific to WPV, 
which currently falls under the General Duty Clause. 
Despite the lack of a specific standard, Federal OSHA is 
reviewing the state WPV standard recently enacted by 
California OSHA (Cal/OSHA) as a possible model for a 
federal standard on WPV. Some of the features of the Cal/
OSHA Workplace Violence Prevention in Healthcare stan-
dard, enacted on April 1, 2017, include:

• Definitions of healthcare facilities, service categories, 
and operations.

• Employers must establish, implement, and maintain an 
effective WPV prevention plan that is in effect at all 
times. This plan must be reviewed annually for effec-
tiveness, and problems found during the review must 
be corrected.

• Worker training is required on hire and annually for all 
workers performing direct patient contact. 

• Employers must maintain a Violent Incident Log to 
record every WPV incident, post-incident response, 
and injury investigation.

Accrediting Agencies 
The Joint Commission (TJC) and Det Norske Veritas 
(DNV) do not currently have standards specific to WPV. 
However, both organizations are devoting increased atten-
tion toward WPV within healthcare facilities. TJC released 
a Sentinel Event Alert in April 2018 titled Physical and 
verbal violence against HCP that advises healthcare facili-
ties on the prevalence of violence within healthcare and 
practical steps to address it. DNV identified WPV as a 
spotlight topic in its 2018 Healthcare Symposium on the 
future of healthcare accreditation. Organizations should 
begin preparing now for future accreditation requirements 
on WPV prevention programming. 

WPV PROGRAM RECOMMENDATIONS AND 
BEST PRACTICES

From the above discussion, and keeping in mind the es-
sential elements of health and safety programs, compre-
hensive WPV prevention programs must be developed, 

implemented, and evaluated on an ongoing basis. While all 
elements of WPV programs are important, worker training, 
engagement, and response will be highlighted.

Worker Training
Multiple methods exist for training and preparing health-
care staff for WPV prevention. Private organizations such 
as the Crisis Prevention Institute (CPI) have gained wide-
spread recognition for implementing effective programs. 
Other public agencies like NIOSH have created online 
training modules that are very informative and effective in 
outlining problems associated with WPV. Organizations 
have moved away from prepackaged training programs to 
build proprietary training programs that address WPV con-
cerns specific to their facilities and response procedures. 

Best practices in training incorporate both facility-specific 
information as well as industry information to provide a 
more comprehensive understanding of WPV within health-
care. The best training programs should include:

• Industry and facility-specific information on the scope 
of workplace violence in healthcare. 

• The identification of escalating behavior.
• Appropriate verbal and physical de-escalation tech-

niques based on the level of escalation encountered. 
• Practical self-defense methodologies that prepare 

staff for the types of assaults seen within the facilities 
where they work. 

The frequency of training must be addressed as part of a 
best practice WPV prevention training program. One-and-
done training programs are ineffective at permeating the 
culture of an organization and establishing long term posi-
tive impacts and change. Effective WPV prevention train-
ing occurs at regular intervals and addresses the diverse 
needs of staff. For example, all workers should receive 
training on WPV prevention within their facilities, but not 
all staff need hands-on practical self-defense training. 

Effective programs should consider what level of training 
is needed for all staff, for clinical staff that participate in 
patient care, and for high-risk clinical staff that work in 
over-exposed areas like emergency departments. Targeted 
training based on need is the most effective method for 
ensuring appropriate staff response. Like the level of train-
ing needed, the frequency of training can also vary based 
on employee need. While most staff would be well served 
by an initial training with annual refreshers, other staff will 
require semi-annual or quarterly training to maintain com-
plex skills like self defense. It is important that facilities 
address ongoing education needs beyond the initial train-
ing to ensure program efficacy. 
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Employee Engagement 
Effective employee training is the bedrock for a successful 
WPV prevention program. In addition to training, identify-
ing multiple channels for direct frontline staff engagement 
is a critical best practice to ensure effective employee 
response. This should include direct engagement between 
security forces and clinical employees working collabora-
tively to identify escalation and enact mitigation measures. 
Additionally, continuous engagement in the measurement 
of WPV perceptions can be very helpful in demonstrating 
program effectiveness. 

Employee Response
Employee response relates to the combination of preven-
tive and reactive tools available to (and utilized by) staff to 
respond to WPV within their facility. Best practice WPV 
programs focus development on proactive and preventive 
tools like violence risk assessments and threat assessment 
processes that alert staff to potential danger and enable 
action to mitigate that danger. These tools should focus 
on collaborative efforts among an organization’s secu-
rity forces, clinical staff, and other ancillary competent 
staff that may be able to contribute to mitigation measure 
resourcing. While preventive and proactive measures 
demonstrate the best chance for non-violent outcomes, 
reactive resources such as critical rapid response teams 
cannot be neglected. Effective WPV programs will have a 
coded rapid response tool that brings immediate resources 
to the bedside for the protection of staff and the treatment 
of the behavioral crisis. The key to effective response, 
across both proactive and reactive domains, relies on the 
effective training and capabilities of security forces within 
the healthcare organization. Without the correct training 
and capabilities, trust between clinical staff and incident 
responders will break down and render a WPV prevention 
program ineffective. 

RECOMMENDED RESOURCES FOR PROGRAM 
DEVELOPMENT

Many facilities are expanding available resources for WPV 
program development. OSHA has a Safety and Health 
Topic webpage and a section in the Hospital eTool dedi-
cated to WPV. These pages contain excellent tools and re-
sources. Additionally, TJC has developed a WPV resource 
page for healthcare. Finally, professional groups such as 
the ANA and the ENA have also built pages dedicated to 
providing WPV prevention resources. 

THE OHP’S ROLE IN WPV PREVENTION 
PROGRAMS

The OHP has the opportunity and responsibility to advo-
cate for a comprehensive and collaborative WPV preven-
tion program. This can be accomplished by identifying 
key teams and stakeholders to work together to develop 
and implement policies and procedures, ensure leadership 
engagement, conduct research on WPV, identify hazards 
and trends, provide recommendations for environmental 
design strategies to prevent violent acts, develop training 
and educational programs, coordinate employee assistance 
programs, and work to develop a standard reporting sys-
tem. The OHP must support the message that these acts of 
WPV are not “part of the job” and actively work to educate 
frontline staff.

Emergency 
Preparedness 
and Response

Emergencies in the community create a variety of risks for 
HCP as they receive victims who need care. OHPs play an 
essential role in preparedness activities before, during, and 
after an emergency to ensure HCP have necessary plans 
and equipment in place to assure their safety and confi-
dence as they respond.

The importance of robust planning and response is un-
derscored by the diversity of these potential threats, from 
everyday disruptions to catastrophic incidents, including: 
natural (weather, fires, earthquakes, disease); manmade 
(transportation crashes, industrial accidents, hazardous 
exposures, utility failures); and intentional (foreign or 
domestic terrorism, active shooter). A fundamental element 
of emergency preparedness (EP) is adoption of an “all 
hazards” approach that considers commonalities among 
different emergencies and the core capabilities needed to 
effectively respond. For example, healthcare facilities must 
be prepared to manage a surge of patients and anticipate 
the human needs of staff and volunteers assisting with the 
response whether the emergency is related to terrorism or 
an earthquake.

EP requires collaboration with many other hospital depart-
ments, including OH, because emergencies frequently 
cut across disciplines. For example, even a simple water 
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disruption could increase risk for patient infections and 
limit the effectiveness of fire suppression equipment, while 
the requirement to move bottled water through the facility 
could lead to new occupational injury risks. Research has 
shown that failing to incorporate care of staff into emer-
gency planning inhibits the effectiveness of an emergency 
response because staff are less likely to report for duty if 
concerned about factors such as their on-the-job safety or 
the safety of their family and pets. Therefore, it is essen-
tial for OHPs to participate in emergency planning and 
response because they are positioned to understand and 
explain the challenges faced by staff and to ensure they are 
addressed.

Operationally, healthcare facilities manage emergencies 
using the Hospital Incident Command System (HICS). 
Under this system, a single incident commander oversees 
the response with designated staff responsible for public 
information and safety, in coordination with other respond-
ers such as law enforcement or the health department. 
Designated leaders report to the incident commander and 
oversee operations, planning, logistics, and finance. OH is 
part of this structure and usually works within the logistics 
section. The OHP can assess the risks inherent to the type 
of emergency and implement precautions to protect HCP 
as they respond to the emergency. This can include verify-
ing proper PPE, monitoring the need for rest and hydra-
tion, and providing education, prophylaxis, and psychoso-
cial support.

In addition to participating in HICS, OHPs are likely to 
be closely involved in the Hazard Vulnerability Analysis 
and in the development of facility emergency preparedness 
plans for a variety of issues. Key areas specifically benefit-
ing from OH input include:

• Mass prophylaxis and points of dispensing
 During a bioterrorism incident, the emergence of a 

novel influenza strain, or following the accidental or 
intentional release of chemical or nuclear material, 
public health officials may decide to offer antibiotics, 
vaccine, or other medications on a community scale 
to people who have been exposed. Hospitals and large 
employers in many communities have agreements to 
accept medications from public stockpiles and man-
age distribution internally to workers and their family 
members, volunteers, and patients.

• Emerging infectious diseases
 Healthcare facilities are vulnerable to infectious 

diseases such as Ebola, Middle Eastern Respiratory 
Syndrome (MERS), and Severe Acute Respiratory 

Syndrome (SARS). Recent outbreaks have prompted 
greater efforts to improve capabilities for staff surveil-
lance, management of exposures, and PPE.

• Bloodborne pathogen exposure management and mass 
violence

 Managing exposures to blood and potentially contami-
nated body fluids is a common OH function. However, 
mass shootings and other large-scale violent events in-
crease the potential for exposures to non-clinical staff 
and others unaccustomed to the use of PPE who are 
thrust into atypical roles during an emergency. Reduc-
ing the likelihood of these exposures and counseling 
those who have been exposed are important OH func-
tions.

• Chemical or radiological decontamination
 Decontamination of patients exposed to dangerous 

chemicals or radiological material protects the facility, 
other patients, visitors, and staff during an accidental 
or intentional release of a hazardous substance. The 
decontamination team needs specialized training and 
PPE to complete this task safely. OH is frequently 
involved in securing appropriate equipment and train-
ing before an incident and likely to assist during the 
decontamination process with monitoring the safety 
of team members, ensuring they take breaks, remain 
hydrated, and avoid overheating. 

• Emotional and psychological support
 Responsibility for staff well-being is not limited to 

physical health. A common theme among healthcare 
facilities after confronting natural, manmade, and 
violent emergencies is the importance of streamlining 
access to mental health resources. Too frequently, this 
support is offered late, and OHPs should be advocates 
for providing supportive resources early during an 
event. 

• Post-event surveillance if exposure/injury is suspected 
(workers’ compensation)

 HCP risk a variety of potential occupational exposures 
depending on the emergency scenario. Risks could 
include chemical, biological, or radiological materials 
transported to the hospital on victims’ skin, hair, cloth-
ing, or personal effects. In addition to physical risks, 
the potential exists for post-traumatic stress. The OHP 
is responsible for assuring that workers’ compensation 
claims are filed, and that follow-up care, referrals, and 
documentation take place.
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Components of 
Effective Injury 
Management Programs  

Workers’ compensation (WC) is a form of insurance that 
provides medical expenses, lost wages, and rehabilita-
tion costs to employees who sustain an accident/injury or 
become ill during the course of their employment. WC is 
mandated by state statute, and each state statute establishes 
different rules governing employer acquisition of WC 
insurance. 

Employers may obtain workers’ compensation insurance 
policies through an insurance company or they may be 
self-insured, meaning that the employer is paying for all 
WC costs rather than paying a premium for a WC insur-
ance policy. Claims are managed by a claims adjuster at 
the insurance company if the employer is fully insured. 
If the employer is self-insured, claims may be managed 
by the employer or a third party administrator that the 
employer has hired to perform this function. The types 
of benefits available to an injured worker depend on state 
requirements and the nature of the injury. WC may also 
include vocational rehabilitation, compensation for perma-
nent injuries, and survivor benefits.

Typically, there are four basic eligibility requirements for 
WC benefits: 

• The worker must be an employee.
• The worker’s employer must carry WC insurance.
• The worker must have a work-related injury or illness 

as defined by the state WC statute.
• The employer must meet the state’s deadlines for re-

porting the injury and filing a WC claim.

Benefits are restricted to accidents and illnesses arising out 
of and in the course of employment. The work-related in-
jury (WRI) may not have to be caused by a single incident. 
Repetitive stress injuries or illnesses related to continued 
exposure to a certain process or chemical in the work envi-
ronment may result in filing a WC claim.

STEPS IN THE WC PROCESS

• Reporting the injury: Employees who experience a 
workplace injury or occupational illness should im-
mediately report the incident to the employer. Report-
ing periods are different for each state, and if a worker 

does not make a report before the specified deadline, 
he/she may lose the right to receive benefits. However, 
the employer’s policy should provide some amount 
of time to report an injury after a worker has realized 
that he or she has suffered a reportable work-related 
injury or illness. OSHA has a requirement to allow 
reporting within a reasonable time period in an attempt 
to accommodate workers who have injuries with a 
long latency period or who are unaware the injury was 
severe enough to warrant reporting to the employer. 
Employers are required to post and provide fact sheets 
to workers regarding their rights and responsibilities as 
they relate to work injuries to ensure appropriate and 
successful processing of a claim. 

Documentation of a work injury consists of the 
completion and submission of specified forms, often 
referred to as a “first report of injury”. The forms can 
be completed manually or electronically and have 
required information for the claim to be accepted.   

The HIPAA privacy rule does not apply to entities that 
are either WC insurers or administrative agencies. The 
privacy rule recognizes the legitimate need of insurers 
involved in WC systems to have access to individual 
health information as authorized by state or other law. 
The minimum amount of information is disclosed to 
meet WC purposes.

• Injury or illness evaluation by an approved healthcare 
provider. Injured or ill employees should seek medical 
assistance immediately. States vary as to how medical 
providers are assigned to the case. 

• Start the claim process. Employers are responsible for 
providing the appropriate forms, information about 
the claims process, and the contact details for the WC 
insurance company.  

• File the claim. The employer will file a claim with 
the insurance company, making sure to pay attention 
to reporting deadlines. The claim should include any 
state-mandated forms and medical reports.

• Receive benefits. Once the insurance provider ap-
proves the claim, the worker will begin to receive WC 
benefits according to the state statute. Benefits can 
include coverage for the employee’s medical expenses, 
rehabilitation costs, and two-thirds of their wages 
while they are medically unable to work. The uncom-
pensated waiting period that is built into the state’s 
program serves as a deductible for the injured worker. 
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Payment for lost time at work is payable on the eighth 
day after the injury; this may vary among states with a 
retroactive period for WC, up to 14 days.

• Return to work. An injured worker may return to work 
full duty, modified duty, or on a reduced schedule, 
depending on the recommendation of the treating 
healthcare provider. Employers should make reason-
able accommodations to assist the worker during the 
transition back to the workplace, and provide any nec-
essary safety training to ensure the same type of injury 
does not happen again. Research has shown improved 
recovery from injuries when employers have imple-
mented modified duty programs that allow injured 
workers to progress back to regular job duties.

COMPREHENSIVE WC CLAIMS MANAGEMENT

Effective WC management is an integrated approach. All 
individuals from management to frontline employees must 
be educated about the importance of worker safety and 
issues surrounding WC, including costs. Each department 
should be responsible for its safety record, including WC 
performance, just as each is responsible to stay within 
budget. By integrating appropriate management policies 
and procedures, facilities can better manage WC costs. The 
OHP plays an important role in monitoring and managing 
WC claims. 
 
Several recommendations that allow for consistent man-
agement of claims:

• Develop and conduct worker/employer educational 
programs related to reporting injuries, the accident in-
vestigation process, and procedures to follow for evalu-
ation of an injury when the designated site is closed.

• Develop recordkeeping processes for work-related 
injuries that meet the state WC statute and OSHA 
requirements.

• Develop and implement clinical guidelines for evalua-
tion and treatment of occupational injuries and illness-
es. The American College of Occupational Medicine 
(ACOEM) Occupational Medicine Practice Guide-
lines define best practices for key areas of occupational 
medical care and disability management. They are 
intended to improve the efficiency and accuracy of the 
diagnostic process as well as identify the effectiveness 
and risks of individual treatments in resolving an ill-
ness or injury. 

• Assist the WC carrier in determination of compensabil-
ity as determined by time and place of the incident, as 
well as the activities being completed by the employee. 

• Implement risk management programs to maintain a 
safe working environment, to potentially reduce the 
severity and frequency of injuries, and to more effec-
tively manage WC claims. 

MEDICAL CARE POST INJURY

Because WC laws vary from state to state, medical man-
agement of work-related injuries will vary. Regardless 
of the state statute, medical management is a multidisci-
plinary approach in which the medical provider is a key 
participant. If a state statute provides for injured employ-
ees to be “directed” to care, establishing a collaborative 
relationship with the selected provider facilitates man-
agement of worker injuries and return to work programs. 
When care is “directed” by state WC statute, the employee 
must be evaluated and treated for a designated period 
of time post-injury by a “panel provider” identified by 
the employer. In states where care is “non-directed”, the 
injured worker may see a provider of his or her choosing. 
In both cases, providers may include a physician, physi-
cian’s assistant (PA), nurse practitioner (NP), chiropractor, 
psychologist, podiatrist, or dentist licensed in the state. 

Medical care providers must critically evaluate the worker 
for signs and symptoms of the presenting injury/illness rel-
ative to the stated mechanism of injury. A detailed history 
and physical assessment of the affected area must be con-
ducted to include the presence or absence of physical find-
ings as related to the injury. The medical provider should 
make a determination as to causality based on objective 
findings and review of the injury incident. Information 
related to the functional requirements of the job, including 
essential job functions, should be available and may assist 
with determining causality. The medical provider must be 
knowledgeable of:

• The employer’s commitment to and philosophy re-
garding return to work and modified duty. A standard 
form, letter, or written instructions regarding the type 
and availability of modified work should be made 
available. 

• An estimate can be made regarding the date of antici-
pated return to full duty. If indicated, schedule follow-
up appointments within a reasonable time period to 
advance the work restrictions.
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ACCIDENT/INJURY INVESTIGATION

An investigation is conducted to establish how and why 
an injury or accident occurred. A thorough investigation is 
necessary to determine the work-relatedness of the claim 
under the law and should be completed immediately after 
the incident. The investigation may identify ergonomic and 
other safety interventions to help prevent future injuries.
If there is a question as to the work-relatedness of a claim, 
contact the WC claims representative to discuss these con-
cerns related to the claim and enable the claims representa-
tive to conduct additional investigations. 

Four specific questions should be addressed with each 
injury incident:

• What happened?
• How did it happen?
• Why did it happen?
• What needs to be corrected?

Root Cause Analysis (RCA) should be completed for all 
incidents to assist in prevention programs and eliminate 
the same or similar incident from occurring. This analysis 
allows for identification of the underlying issues versus the 
immediate cause of the incident, which may not correlate 
with ongoing safety issues.  

CASE MANAGEMENT – EARLY INTERVENTION 
AND MODIFIED WORK

Establish case management for all WC claims. Case 
management provides an approach for managing complex 
cases with a goal of improving and expediting the recovery 
process and minimizing lost work time. It can be accom-
plished in a cost effective manner by including the follow-
ing elements:

• Provision of high quality immediate evaluation and 
treatment of the injury.

• Aggressive, conservative approach for musculoskeletal 
injuries, with an emphasis on return to optimal function.

• Maintenance of medical management of the case by 
utilizing a referral system that includes specialty pro-
viders; communicate with treatment providers and use 
a team approach. Participate in claims management 
processes through regular communication with third 
party administrators/WC provider.

• Return to work plans with modified work if available; 
early identification of a need for accommodated work 
or vocational rehabilitation.

• Meet at least quarterly for individual claims reviews; re-
view the loss run reports (detailed account of the claims 
activity for specific WC policy) on a regular basis.

• Report trends and analyze claims data on a periodic 
basis; communicate findings to departments and ad-
ministrators.

EARLY IDENTIFICATION OF EVENTS AND 
FACTORS AFFECTING INJURY OUTCOME

Early identification and management of work-related in-
jury/illness events are critical in setting the stage for recov-
ery and return to work. The primary goal of returning the 
worker to his or her previous level of functional abilities 
is crucial to case management; a number of factors may 
affect the worker’s recovery and return to work:  

• Delay in reporting the injury and claim.
• Provision of medical care.
• Workplace factors.
• Disability and compensation factors.
• Social, physical, and psychological factors.
• Post-injury communication between the injured 

worker and employer.

Although the nature and severity of the injury are impor-
tant in determining the amount of restricted work or lost 
workdays, social and psychological factors, rather than 
medical factors, more strongly influence delayed recovery 
from a work-related injury/illness. Social and psychologi-
cal factors have been described as important determinants 
for a successful recovery from a disabling work injury. 
Early case management includes the identification and 
management of these factors:

• Early recognition of significant “red flags” related to 
financial, family, or workplace problems is critical. 
Workers with poor job satisfaction, a perceived lack 
of support from supervisors/employer, longer periods 
of disability, and aggravation of symptoms with early 
return to work will need additional assistance and 
support.

• Support the injured worker by taking an active, par-
ticipatory role in his/her care to decrease helplessness. 
Some workers will need assistance in raising questions 
with care providers and mobilizing support systems.
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• Many injured workers will need assistance coping with 
frustration, fear, anxiety, depression, pain, and loss of 
function. If assessment of the worker’s psychosocial 
issues identifies the need for additional emotional 
support, consider a referral to a counselor or the EAP, 
if available. Also, be aware that the WC carrier may 
deny the need for this type of treatment post-injury.

MODIFIED (TRANSITIONAL) WORK

An important return to work consideration is having 
a modified (transitional) work program. The worker’s 
ability to return to a work assignment is dependent on 
two components; the physical capabilities, and the job 
demands. Physical capabilities are assessed by a physical 
or functional assessment based on physical job demands. 
When there is significant de-conditioning, a work harden-
ing program may be indicated for the return to work plan. 
A job analysis or description of physical job requirements 
should be made available to the care provider to facilitate 
appropriate assessment and testing.

Flexibility and creativity are important when accommodat-
ing injured workers. The modified work program should be 
available throughout the worker’s recovery period, with a 
progressive increase in physical capabilities back to base-
line or maximum medical improvement. 

A formal modified work program should include the fol-
lowing components:

• A survey of job tasks identifying levels of modified 
work that could be available to an injured worker. 
Specific modified duty jobs can be created from the 
survey. The modified work assignment must be de-
scribed in enough detail to be utilized as an assignment 
meeting the worker’s restrictions.

• The modified duty assignment should be initiated as 
soon as medically indicated after the injury, with pro-
gressive increases in activity consistent with the level 
of recovery and return of functional capacity.

• Modified work is a temporary assignment and should 
be authorized for no more than two to four weeks at 
a time, with a recommended maximum of 12 weeks. 
Additional medical evaluation would be required if 
modified work is required beyond that period. 

• Managers and supervisors should be educated regard-
ing the value of early return to work and using modi-
fied duty workers in their departments. They may need 
additional coaching and consultation from OHPs and 
human resources personnel. 

• Specific performance evaluations need to be developed 
and utilized for each modified duty position. 

CONTACT WITH THE INJURED WORKER

Supervisor interaction and organizational support of the 
injured worker is an extremely important factor that influ-
ences the recovery and return to work process. Effective 
strategies include:

• Establishing and maintaining regular contact with the 
injured worker.

• Telephone calls or visits with the supervisor to keep 
the injured worker in touch with the workplace and 
reinforce their importance to the work group.

• Utilizing a system for tracking recovery progress 
and worker satisfaction with the healthcare services 
provided. 

• Monitoring the administration of benefits to assure 
that the claim is being managed appropriately and 
to avoid the worker a lapse in coverage. The injured 
worker requires information about specific benefits 
and changes in the amounts and timing of payment 
from their usual paycheck. This monitoring may be 
conducted by the insurance carrier or administrator, 
human resources, or OHP.

RETURN TO FULL DUTY

The goal of effective injury management is to return the 
injured worker to his or her usual job with no restrictions. 
Some states have requirements that an injured worker 
must be reinstated to the former or comparable position if 
the position is available. Some states include vocational 
rehabilitation as part of the state WC statute. Vocational 
rehabilitation services are available if the employee will 
not able to return to work in his or her usual job due to 
permanent physical restrictions. 
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WC AND FAMILY AND MEDICAL LEAVE ACT 
(FMLA) 

If the injury results in time away from work, the employer 
may count that time toward the injured worker’s 12-week 
FMLA entitlement. The worker must be notified in writing 
that the absence is counted as FMLA leave. It may re-
quire additional FMLA paperwork to be completed by the 
injured worker.

INDEPENDENT MEDICAL EVALUATIONS

An Independent Medical Evaluation (IME) may be com-
pleted to resolve questions regarding the medical condition 
or injury, including signs of delayed recovery, when the 
injured worker continues to report subjective complaints 
with lack of supporting objective findings. An IME is an 
objective assessment of the presenting medical condition 
and treatment, whether there is impairment and, if pres-
ent, whether the impairment is permanent or if additional 
treatment is required. A determination may also be made as 
to the ability of the individual to return to work, and what 
restrictions, if any, are required. It is considered a second 
medical opinion related to the medical condition or injury/
illness; the results can be legally binding depending on the 
WC plan or legal jurisdictions.

.
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Reasons for 
Certification

Certification is a voluntary, formal process for validat-
ing and recognizing specialized knowledge, skills, and 
competency demonstrated by the achievement of stan-
dards identified by the certifying association. Certifica-
tion exists for two major purposes: to protect the public; 
and to elevate the profession. Certification requirements 
are predetermined based on standards of professional 
practice established by the specialty organization. Most 
agencies have the certified individual validate continued 
competency through a recertification process which dem-
onstrates work experience and continuing education, and/
or retesting.

Certification and obtaining a certificate are different pro-
cesses. The outcome of obtaining a certificate focuses on 
training and education with a purpose of recognizing an 
area of specialty practice or set of skills, such as cardio-
pulmonary resuscitation (CPR), Department of Trans-
portation (DOT) drug screen collection, or performing 
pulmonary function tests (PFT). Awarding the certificate 
indicates mastery of an intended learning outcome which 
is associated directly to the learning event. 

Benefits of Certification
Certification provides benefits and value for the individu-
al, employer, and consumer. For the individual, certifica-
tion has been associated with increased salary, personal 
accomplishment, professional achievement, and oppor-
tunities. The certified occupational health professional 
(OHP) may feel pride, personal satisfaction, and in-
creased confidence. Professional achievement is obtained 
as a certified individual remains up to date in the latest 
specialty developments. Professional opportunities exist 
as the person is considered an expert in the field. 

Certification benefits the employer by demonstrating a 
proven knowledge base and experience in the specialty. 
Certification has been associated with increased retention, 
reduced legal exposure, active engagement, increased 
clinical competence, facilitation of early return to work, 
and a positive impact on the bottom line. An employer 
may use certification as a criterion during the hiring pro-
cess, making the certified OHP the preferred candidate. 
Employers today are seeking qualified candidates who 
can perform a variety of roles within their organizations. 

Addressing the workplace health and safety needs of em-
ployees is becoming increasingly more complex. Secur-
ing certification demonstrates a candidate’s motivation 
and commitment to apply knowledge and skills, and to 
enhance analysis and problem-solving abilities, to meet 
the needs of a complex workplace. 

For the consumer/patient, certification can be associated 
with improved outcomes such as decreased falls, lower 
infection rate, perceived higher quality of care, and im-
proved assessment and documentation practices. 

Accreditation reviews by organizations such as The Joint 
Commission and the American Nurses Credentialing 
Center (ANCC) Magnet Recognition Program place an 
emphasis on certification as an indicator of excellence 
and distinction. 

The components of the certification process, regardless of 
the specialty, include:

• Meeting the requirements for basic certification, 
including education, clinical experience, and continu-
ing education.

• Applying for certification.
• Successfully completing an accredited national ex-

amination, as evidenced by a prescribed score.
• Completing a recertification process by achiev-

ing clinical practice guidelines within the specialty, 
ongoing professional development, and continuing 
education.

Certifying bodies function independently from the 
professional organization whose members are seeking 
certification.  

The American Board of 
Occupational Health 
Nurses (ABOHN) 

ABOHN is the independent and sole certifying body for 
the occupational health nurse (OHN). ABOHN offers two 
core certifications and one subspecialty certification.

• Certified Occupational Health Nurse (COHN) – This 
credential is offered to registered nurses with an asso-
ciate, diploma, or higher degree. The focus is directed 
primarily toward direct care but may also apply to the 
role of an advisor, coordinator, or case manager.



117Chapter 9: Certification

AOHP Getting Started: Occupational Health in the Healthcare Setting 16th Edition

• Certified Occupational Health Nurse Specialist 
(COHN-S) – This credential is offered to registered 
nurses (RN) with a bachelor’s degree or higher. The 
focus is directed primarily toward the roles of manage-
ment, education, consultation, and case management, 
as well as direct care.

• Core certification is required before seeking certifi-
cation in the subspecialty of Case Manager (CM). 
Occupational health nursing case management is the 

process of coordinating comprehensive healthcare ser-
vices, following illness or injury, to achieve optimum 
quality care delivered in a cost-effective manner. 

Information regarding certification application require-
ments can be obtained through ABOHN at: 
www.abohn.org
7250 W College Drive Suite 2 SW
Palos Heights, IL  60463
Phone: 630-789-5799/888-842-2646
info@abohn.org

Types of OHP Certifications and Certifying Organizations 

A number of other certifications related to occupational health practice are also 

available. Listed below are some of the other major certifications the OHP may want to 

consider as part of professional development. 

  
Type of certification 

  
Description 

  

 

Association of Safe Patient 
Handling Professionals (ASPHP) 

 

ASPHP 
125 Warrendale Bayne Road,Suite 375 
Warrendale, PA 15086 
http://www.asphp.org/ 
info@asphp.org 
Phone: 610-248-9911 

 

The ASPHP Certification Program offers individuals the opportunity to 
become recognized for having the specialized skills, knowledge, and 
experience needed to make safe patient handling and mobility 
programs successful. Safe patient handling and mobility professionals 
lead the healthcare facility initiatives in promoting improved patient 
outcomes and employee safety. 

 

Case Management 
 

CCMC Certification Center 
1120 Route 73, Suite 200 
Mount Laurel, NJ 08054 
http://www.ccmcertification.org/ 
ccmchq@ccmcertification.org 
Phone: 856-380-6836               

 

Certification in case management is available through the Commission 
for Case Manager Certification (CCMC). The credential is Certified 
Case Manager (CCM) and is provided to a person with a bachelor’s 
degree or higher in a health or human services field. Case 
management is an area of specialty practice within the health and 
human services professions. Case management is characterized by 
advocacy, communication, and resource management while 
promoting cost-effective, quality interventions and outcomes. 

Types of OHP Certifications and Certifying 
Organizations 

A number of other certifications related to occupational health practice are also available. Listed below are some of the 
other major certifications the OHP may want to consider as part of professional development.
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Disability Management 
 

CDMSC 
120 Route 73 
Suite 200 
Mount Laurel, NJ 08054 
http://www.cdms.org/ 
cdmshq@cdms.org 
Phone: 844-681-8156 

  

  

 

Disability management certification is offered through the Certification 
of Disability Management Specialists Commission (CDMSC), which 
focuses on individuals working in the insurance industry for 
rehabilitation. CDMSC certification demonstrates expertise in 
integrated disability and absence management. Educational 
requirements are a bachelor’s degree in any discipline or RN state 
licensure. The applicant must also be currently employed in the field of 
absence and disability management, with a minimum number of hours 
of documented work experience aligning with at least two of the four 
domains of practice: 

● Disability and Work Interruption Case Management 
● Workplace Intervention for Disability Prevention 
● Program Development, Management, and Evaluation 
● Employment Leaves and Benefits Administration 

 

Health Care Quality and 
Management 

  
American Board of Quality Assurance and 
Utilization Review Physicians, Inc. 
(ABQAURP) 
6640 Congress Street 
New Port Richey, FL 34653 
http://www.abqaurp.org/ 
Phone: 800-998-6030               

  

  

 

Health Care Quality and Management Certification (HCQM) is 
intended for all physicians, nurses, and other healthcare professionals. 
It is recommended for those individuals dedicated to the principles of 
quality improvement, utilization management, managed care, risk 
management, case management, and workers’ compensation. 
Certified individuals focus to reduce medical errors, ensure patient 
safety, and eliminate waste and unnecessary services, while avoiding 
potentially harmful delays in care. Additional sub-specialty 
certifications are available in the following categories: 

● Physician Advisor 
● Transitions of Care 
● Managed Care 
● Patient Safety / Risk Management  
● Case Management 
● Workers’ Compensation 

 

Infection Prevention & Control 

  
Certification Board of Infection Control and 
Epidemiology, Inc. (CBIC) 
555 E Wells St 
Suite 1100 
Milwaukee, WI 53202 
http://www.cbic.org/ 
info@cbic.org 
Phone: 414-918-9796 

  

 

Occupational health professionals (nurses, physicians, or others who 
meet practice requirements) with infection prevention and control 
responsibilities can obtain Infection Control Certification. 

Eligibility requirements include a post-secondary degree (e.g. 
associate or baccalaureate degree) from an accredited academic 
facility. Recommendations are for two years of experience in infection 
prevention and control, which includes: 

● Identification of infectious disease processes 
● Surveillance and epidemiologic investigation 
● Preventing and controlling the transmission of infectious 

agents 

And at least two of the remaining five components: 

● Employee/occupational health 
● Management and communication 
● Education and research 
● Environment of care 
● Cleaning, sterilization, disinfection, and asepsis 

 

ANCC Specialty Certifications 

  
ANCC 
8515 Georgia Avenue, Suite 400 
Silver Spring, MD 20910-3492 
https://www.nursingworld.org/certification/ 
certification@ana.org 
Phone: 800-284-2378 

 

Additional nursing specialty certifications are available through the 
ANCC for advanced practice nurses, as well as for those with 
baccalaureate, diploma, or associate degrees in specialty areas 
including pain management, case management, nurse executive, and 
ambulatory care nursing. An interprofessional certification in National 
Healthcare Disaster Certification is now available for RNs, advanced 
practice RNs, physicians, public health workers, pharmacists, 
respiratory therapists, mental health professionals, paramedics, 
emergency medical technicians, or other types of emergency 
management professionals. 

 

Certified Medical Examiner 

  
FMCSA 
1200 New Jersey Avenue, SE 
Washington, DC 20590 
https://www.fmcsa.dot.gov/regulations/nati
onal-registry/national-registry-certified-
medical-examiners 
Phone: 617-494-3003 

 
The Federal Motor Carrier Safety Association (FMCSA) has 
developed a National Registry of Certified Medical Examiners. All 
medical examiners who complete physical examinations for interstate 
commerce must meet specific criteria. This includes: training about 
FMCSA’s physical qualifications standards; a written exam to verify 
comprehension of these standards; and periodic training and testing to 
ensure ongoing competence. All certified medical examiners are 
included in a National Registry database. 

 

Medical Review Officer 
Certifying organizations: 
  

American Association of Medical Review 
Officers (http://www.aamro.com/mro-
training-education/basic-comprehensive-
mro-training-and-certification.aspx) 

American College of Occupational and 
Environmental Medicine (www.acoem.org) 

Medical Review Officer Certification 
Council 
(https://www.mrocc.org/getcertified.cfm) 

  

 

A comprehensive drug testing program requires a physician with 
detailed knowledge of possible legitimate medical explanations to 
determine drug test results utilizing all the information including the 
test result and the donor interview. The Health and Human Services 
Mandatory Guidelines for Federal Workplace Drug Testing Programs 
(Mandatory Guidelines) define that a Medical Review Officer (MRO) 
must be a licensed physician holding either a Doctor of Medicine (MD) 
or Doctor of Osteopathy (DO) degree who has knowledge and 
training. DOT drug testing requirements also include MROs. The MRO 
has passed an initial examination and completes recertification 
training and examination every five years. 

 

Occupational Medicine 
Physician 

  
ABPM 
111 West Jackson Boulevard 
Suite 1340 
Chicago, IL 60604 
https://www.theabpm.org/ 
abpm@theabpm.org 
Phone: 312-939-ABPM (2276) 

  

 

 

 

Physicians can obtain certification in occupational medicine from the 
American Board of Preventive Medicine (ABPM). An occupational 
health residency is required to sit for the exam. Occupational medicine 
focuses on the health of workers, including: the ability to perform work; 
the physical, chemical, biological, and social environments of the 
workplace; and the health outcomes of environmental exposures. 
Practitioners in this field address the promotion of health in the 
workplace, and the prevention and management of occupational and 
environmental injury, illness, and disability. 
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Certification Board of Infection Control and 
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Milwaukee, WI 53202 
http://www.cbic.org/ 
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Phone: 414-918-9796 
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including pain management, case management, nurse executive, and 
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Healthcare Disaster Certification is now available for RNs, advanced 
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respiratory therapists, mental health professionals, paramedics, 
emergency medical technicians, or other types of emergency 
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Certified Medical Examiner 
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Washington, DC 20590 
https://www.fmcsa.dot.gov/regulations/nati
onal-registry/national-registry-certified-
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The Federal Motor Carrier Safety Association (FMCSA) has 
developed a National Registry of Certified Medical Examiners. All 
medical examiners who complete physical examinations for interstate 
commerce must meet specific criteria. This includes: training about 
FMCSA’s physical qualifications standards; a written exam to verify 
comprehension of these standards; and periodic training and testing to 
ensure ongoing competence. All certified medical examiners are 
included in a National Registry database. 

 

Medical Review Officer 
Certifying organizations: 
  

American Association of Medical Review 
Officers (http://www.aamro.com/mro-
training-education/basic-comprehensive-
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American College of Occupational and 
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Medical Review Officer Certification 
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(https://www.mrocc.org/getcertified.cfm) 

  

 

A comprehensive drug testing program requires a physician with 
detailed knowledge of possible legitimate medical explanations to 
determine drug test results utilizing all the information including the 
test result and the donor interview. The Health and Human Services 
Mandatory Guidelines for Federal Workplace Drug Testing Programs 
(Mandatory Guidelines) define that a Medical Review Officer (MRO) 
must be a licensed physician holding either a Doctor of Medicine (MD) 
or Doctor of Osteopathy (DO) degree who has knowledge and 
training. DOT drug testing requirements also include MROs. The MRO 
has passed an initial examination and completes recertification 
training and examination every five years. 
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Physicians can obtain certification in occupational medicine from the 
American Board of Preventive Medicine (ABPM). An occupational 
health residency is required to sit for the exam. Occupational medicine 
focuses on the health of workers, including: the ability to perform work; 
the physical, chemical, biological, and social environments of the 
workplace; and the health outcomes of environmental exposures. 
Practitioners in this field address the promotion of health in the 
workplace, and the prevention and management of occupational and 
environmental injury, illness, and disability. 

 

Certified Medical Examiner 
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Washington, DC 20590 
https://www.fmcsa.dot.gov/regulations/nati
onal-registry/national-registry-certified-
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The Federal Motor Carrier Safety Association (FMCSA) has 
developed a National Registry of Certified Medical Examiners. All 
medical examiners who complete physical examinations for interstate 
commerce must meet specific criteria. This includes: training about 
FMCSA’s physical qualifications standards; a written exam to verify 
comprehension of these standards; and periodic training and testing to 
ensure ongoing competence. All certified medical examiners are 
included in a National Registry database. 

 

Medical Review Officer 
Certifying organizations: 
  

American Association of Medical Review 
Officers (http://www.aamro.com/mro-
training-education/basic-comprehensive-
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Medical Review Officer Certification 
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(https://www.mrocc.org/getcertified.cfm) 

  

 

A comprehensive drug testing program requires a physician with 
detailed knowledge of possible legitimate medical explanations to 
determine drug test results utilizing all the information including the 
test result and the donor interview. The Health and Human Services 
Mandatory Guidelines for Federal Workplace Drug Testing Programs 
(Mandatory Guidelines) define that a Medical Review Officer (MRO) 
must be a licensed physician holding either a Doctor of Medicine (MD) 
or Doctor of Osteopathy (DO) degree who has knowledge and 
training. DOT drug testing requirements also include MROs. The MRO 
has passed an initial examination and completes recertification 
training and examination every five years. 

 

Occupational Medicine 
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ABPM 
111 West Jackson Boulevard 
Suite 1340 
Chicago, IL 60604 
https://www.theabpm.org/ 
abpm@theabpm.org 
Phone: 312-939-ABPM (2276) 

  

 

 

 

Physicians can obtain certification in occupational medicine from the 
American Board of Preventive Medicine (ABPM). An occupational 
health residency is required to sit for the exam. Occupational medicine 
focuses on the health of workers, including: the ability to perform work; 
the physical, chemical, biological, and social environments of the 
workplace; and the health outcomes of environmental exposures. 
Practitioners in this field address the promotion of health in the 
workplace, and the prevention and management of occupational and 
environmental injury, illness, and disability. 
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Certified Medical Examiner 
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1200 New Jersey Avenue, SE 
Washington, DC 20590 
https://www.fmcsa.dot.gov/regulations/nati
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The Federal Motor Carrier Safety Association (FMCSA) has 
developed a National Registry of Certified Medical Examiners. All 
medical examiners who complete physical examinations for interstate 
commerce must meet specific criteria. This includes: training about 
FMCSA’s physical qualifications standards; a written exam to verify 
comprehension of these standards; and periodic training and testing to 
ensure ongoing competence. All certified medical examiners are 
included in a National Registry database. 

 

Medical Review Officer 
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American Association of Medical Review 
Officers (http://www.aamro.com/mro-
training-education/basic-comprehensive-
mro-training-and-certification.aspx) 
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Medical Review Officer Certification 
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A comprehensive drug testing program requires a physician with 
detailed knowledge of possible legitimate medical explanations to 
determine drug test results utilizing all the information including the 
test result and the donor interview. The Health and Human Services 
Mandatory Guidelines for Federal Workplace Drug Testing Programs 
(Mandatory Guidelines) define that a Medical Review Officer (MRO) 
must be a licensed physician holding either a Doctor of Medicine (MD) 
or Doctor of Osteopathy (DO) degree who has knowledge and 
training. DOT drug testing requirements also include MROs. The MRO 
has passed an initial examination and completes recertification 
training and examination every five years. 
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111 West Jackson Boulevard 
Suite 1340 
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https://www.theabpm.org/ 
abpm@theabpm.org 
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Physicians can obtain certification in occupational medicine from the 
American Board of Preventive Medicine (ABPM). An occupational 
health residency is required to sit for the exam. Occupational medicine 
focuses on the health of workers, including: the ability to perform work; 
the physical, chemical, biological, and social environments of the 
workplace; and the health outcomes of environmental exposures. 
Practitioners in this field address the promotion of health in the 
workplace, and the prevention and management of occupational and 
environmental injury, illness, and disability. 

 

National Association for 
Healthcare Quality 

  
HQCC/NAHQ 
8600 W Bryn Mawr Avenue 
Suite 710 N 
Chicago, IL 60631 
http://www.nahq.org/ 
info@cphq.org 
Phone: 847-375-4720   

  

 

The National Association for Healthcare Quality (NAHQ) is the primary 
source for healthcare quality education. A quality professional 
addresses specific issues in the healthcare workplace such as 
medication reconciliations, mortality and incident rate reduction, risk 
management, patient safety, quality management, and quality 
improvement. It is recommended that the person applying for this 
certification have two years of experience in healthcare quality. 
Education requirements were not specified on the website. 

Exam domains are identified: 

● Organizational Leadership 
● Patient Safety 
● Performance and Process Improvement 
● Health Data Analytics 
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Governmental Affairs 
in OH

It is not only important for the occupational health profes-
sional (OHP) to keep abreast of current clinical best practic-
es, it is also important to be aware of pending legislation or 
developing standards that may affect worker safety and oc-
cupational health practice. Impactful legislative activity can 
occur at the federal, state, and local levels. This chapter re-
views the process for federal law making, the Occupational 
Safety and Health Administration (OSHA) standard-making 
process, and the National Institute for Occupational Safety 
and Health (NIOSH) Docket, as well as the importance of 
participating in the legislative or rule-making process.

Federal Legislation

UNITED STATES CONGRESS

Any discussion of legislative activities must include an 
understanding of where our laws and regulations origi-
nate. In the United States, our legislative body is the U.S. 
Congress, which meets at the Capitol in Washington, D.C. 
Congress was established by the Constitution of 1787 and 
is comprised of the Senate and the House of Representa-
tives (House). Both senators and representatives are cho-
sen through direct election, though vacancies in the Senate 
may be filled by a gubernatorial appointment. 

Congress has a total of 535 voting members; 435 repre-
sentatives, and 100 senators.  The members of the House 
serve two-year terms representing the people of a single 
constituency, known as a “district”. Congressional dis-
tricts are apportioned to states by population using the 
U.S. Census results, provided that each state has at least 
one congressional representative. Each state, regardless 
of population or size, has two senators who serve six-year 
terms. The legislative meeting of the Senate and House is 
called a Congress. Each Congress is numbered and is in 
session for two years; a new session commences on Janu-
ary 3 each year. 

BILLS AND RESOLUTIONS 

Ideas for legislation can come from many areas, includ-
ing members of Congress, lobbyists, state legislatures, 
constituents, advocacy groups like the Association for 

Occupational Health Professionals in Healthcare (AOHP) 
and the American Hospital Association, legislative coun-
sel, an executive agency such as the president or cabinet 
officer, and individuals. 

When presented with a legislative idea, the elected offi-
cial must decide whether or not to move forward with the 
idea and create a bill, which will be submitted to either 
the Senate or House of Representatives. A number of ac-
tivities occur when a bill is submitted for consideration.

• Co-sponsors are usually needed to support moving 
the bill to committee. 

• Most legislation is considered by standing commit-
tees, each of which has jurisdiction over a particular 
subject matter, such as Agriculture or Appropriations. 
Standing committees meet at least once each month. 
Almost all standing committee meetings for transact-
ing business must be open to the public unless the 
committee votes, publicly, to close the meeting. In 
some cases, bills may be sent to select committees, 
which tend to have more narrow jurisdictions than 
standing committees. 

• The first stage of the committee work often involves 
seeking input from relevant departments, including 
feedback from the Government Accountability Of-
fice.  

• The committee will discuss, conduct research related 
to the bill’s topic, and incorporate changes into the 
new bill. If additional research is needed, then the bill 
will go to a subcommittee. 

• If a bill is important, the committee may set a date for 
public hearings announced by the committee’s chair. 
Witnesses and experts can present their cases for or 
against a bill, and transcripts of these meetings are 
often made public. 

• Then, a bill may go to a markup session where com-
mittee members debate the bill’s merits, revise the 
bill, and offer amendments. At the conclusion of the 
markup session, the committee votes on whether to 
report the bill to the respective full house for debate. 
Not reporting a bill, or tabling it, means it has been 
rejected, and no further action will occur. 

If reported by the committee, the bill reaches the floor of 
the full house for consideration. The house debates the 
bill, with each political party having equal time to present 
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arguments. The house may debate and amend the bill. A 
final vote on the bill follows. 

Once a bill is approved by one house, it is sent to the 
other, which may pass, reject, or amend it. For the bill 
to become law, both houses of Congress must agree to 
identical versions of the bill.  

After passage by both houses, a bill is considered to be 
enrolled and is sent to the president for approval. The 
president has several options:

• Sign the bill and make it law. 
• Veto the bill, returning it to Congress with objections. 

Then the bill only becomes law if each house of 
Congress votes to override the veto with a two-thirds 
majority. 

• Take no action, neither signing nor vetoing the bill. 

OSHA Standard 
Development Process 

OSHA has the authority to issue new or revised occupa-
tional safety and health standards. The OSHA standard 
development process involves numerous steps and pro-
vides many opportunities for public engagement. OSHA 
can begin standards development procedures on its own 
initiative or in response to recommendations or petitions 
from other parties:

• NIOSH
• State and local governments
• Nationally-recognized standard-producing organiza-

tions
• Employer or labor representatives
• Any other interested parties

When OSHA is considering the development of a new or 
revised standard, a number of steps occur. 

• Initially, the agency publishes a Request for Informa-
tion (RFI) or an Advance Notice of Proposed Rule-
making (ANPRM) in the Federal Register to obtain 
information and views from interested members of the 
public. 

• When OSHA publishes an RFI or ANPRM, interested 
parties can submit written comments within a desig-
nated time period at www.regulations.gov, where all 
information and submissions are made public. 

• OSHA will frequently hold stakeholder meetings with 
interested parties to solicit information and opinions 
on how the agency should proceed with the regulation. 

• If OSHA decides to proceed with issuing a new or 
revised regulation, it must first publish a Notice of 
Proposed Rulemaking (NPRM) in the Federal Register 
and solicit public comment. The NPRM contains a 
proposed standard, along with OSHA’s explanation of 
the need for the various requirements in that proposed 
standard.

The Federal Register is the official journal of the federal 
government of the United States that contains govern-
ment agency rules, proposed rules, and public notices. It 
is published daily, except on federal holidays. The final 
rules promulgated by a federal agency and published in 
the Federal Register are ultimately reorganized by topic or 
subject matter and codified in the Code of Federal Regula-
tions (CFR), which is updated annually.

After considering all of the information and testimony 
provided, OSHA develops and issues a final standard that 
becomes enforceable. Each spring and fall, the Depart-
ment of Labor publishes in the Federal Register a list of 
all regulatory projects underway. This Regulatory Agenda 
provides a projected schedule for these projects to inform 
stakeholders of the agency’s regulatory priorities and to 
enable interested parties to take advantage of opportunities 
to participate in the regulatory process. 

NIOSH Docket and 
Regulatory Agenda

Although NIOSH is generally a non-regulatory agency, 
guidance and recommendations issued by NIOSH are of-
ten used by other agencies responsible for developing and 
enforcing workplace safety and health regulations. As a 
result, NIOSH is directly responsible for a number of regu-
lations, including the approval of respiratory protection 
equipment and the World Trade Center Health Program. 
Because of NIOSH’s work in the regulatory arena, there 
are some similarities to the OSHA Standard Development 
process discussed above in that NIOSH will have a regula-
tory agenda and a rulemaking process and will seek public 
comment on various topics.

The NIOSH Docket contains information related to these 
activities. The Docket includes Federal Register notices, 
public comments on requests for information, transcripts 
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of public meetings, external peer review comments, docu-
ments related to NIOSH policy products, and numbered 
regulatory dockets. Topics that are open for public com-
ment can be found in the monthly NIOSH eNews and 
by searching the NIOSH website. Individuals as well as 
professional organizations are encouraged to submit com-
ments, when requested, either by mail or electronically at 
www.regulations.gov.

Role of OHP in 
Legislative Activities

Awareness of pending legislation and regulations by OHPs 
is important for the continued health and safety of health-
care personnel (HCP). At the federal level, it is important 
for OHPs to know who their Congressional representatives 
are and how to  contact them. This is especially important 
when there is pending legislation that may impact the 
healthcare delivery system or the safety and protection of 
HCP, such as workplace violence. 

Responding to calls for public comment by OSHA and 
NIOSH may seem daunting. The opportunity to contribute 

to the regulatory process should be viewed as an oppor-
tunity to share expert opinions and expertise with regula-
tors. Associations such as the Association of Occupational 
Health Professionals in Healthcare (AOHP) have provided 
public comment on behalf of their memberships on a vari-
ety of issues that affect HCP health and safety. 

In addition, it is also important for the OHP to keep abreast 
of state regulatory activities. This activity can include state 
OSHA regulations or state legislative activity, such as safe 
patient handling statutes. 

OHPs may learn about pending legislation through their 
employers, colleagues, the media, or professional associa-
tions. It is important to participate in the legislative process 
by providing a professional opinion on the subject matter. 
Learn who the elected state and federal representatives are, 
and attend a meet-and-greet event or set up an appointment 
to meet with the official or a healthcare aide. Professional 
associations appreciate the input from members on legisla-
tive and regulatory matters. Members should not hesitate 
to share their ideas about pending legislative/regulatory 
issues by individually submitting public comments and/
or sharing ideas for comments with association leadership. 
The OHP voice is important and should be heard.
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Research Through 
Evidence-based Practice 

Occupational health professionals (OHPs) in all clinical 
specialties have come to appreciate the value in taking an 
evidence-based practice (EBP) approach. EBP uses the 
best clinical evidence in making patient care decisions, and 
this evidence typically comes from the systematic inquiry 
of research. An important responsibility of the OHP is to 
be aware of current research findings and to participate in 
the research continuum. 

The OHP may have indirect involvement as a consumer 
of research, using findings to make well-informed practice 
decisions. At the other end of the spectrum are the produc-
ers of occupational health (OH) research, professionals 
who actively formulate and conduct studies. Worthwhile 
opportunities to participate in research lie all the way 
along the research continuum and include:

• Keeping up to date on current research findings by 
reading, participating in professional organizations, 
and attending conferences.

• Taking part in research studies by contributing data.
• Identifying clinical problems and reviewing the litera-

ture for best practices.
• Sharing examples, through publication or presentation, 

of problems solved.
• Initiating clinical research projects.

Researchers rarely do their work in a knowledge vacuum; 
their research is conducted within the context of existing 
knowledge. To examine this context, researchers review 
the literature to familiarize themselves with what is known 
and unknown about their topic of interest.

Literature Review
Before undertaking any research or EBP project, the OHP 
must be aware of the current information related to the 
topic under consideration for further study or explora-
tion. This is done by reviewing the literature for past and 
current work regarding the topic. While access to online 
information makes it easier to conduct the literature re-
view, the OHP can also be overwhelmed with information. 
The following sections discuss some practical tips when 
conducting a literature review.

SEARCHING THE LITERATURE 

Intellectual materials now go beyond traditional printed 
journals to include electronic literature sources. While this 
expands access options, it also increases the need to care-
fully evaluate the quality of the information. It is ideal to 
rely on primary source research reports, which are pub-
lications written by the researchers who conducted them. 
Secondary source research documents are descriptions of 
previous studies compiled by someone other than the origi-
nal researcher. Published literature reviews and citations 
in journal articles can be a good starting point, although 
secondary summaries of studies are not a substitute for 
primary sources if conducting new research.

In addition to empirical references, various non-research 
sources such as case studies, first-person accounts, and 
opinion articles may be useful for expanding understand-
ing of a research problem. However, subjectivity limits 
their ability to address the goal of literature review, which 
is to understand existing evidence surrounding the new 
research problem.

LOCATING RELEVANT LITERATURE 

There are many approaches to begin the search for evi-
dence on a given topic. Some frequently used methods 
include:

• Use of an electronic bibliographic database.
• Reference exploration (using references in relevant 

studies to track down earlier studies).
• Citation index review (finding a pivotal early study 

and then searching forward in citation indexes for 
more recent works that cite the original key study).

While internet search engines such as Google or Yahoo are 
useful in “everyday life”, they are not the best choice for 
professional literature review because what they typically 
yield is very unfiltered. Instead, use one of several reliable 
electronic bibliographic databases that can provide the 
guidance needed by OHPs. A medical librarian can help 
with access to those that may require a subscription, as 
well as provide tips on focusing the search.

• CINAHL (Cumulative Index to Nursing and Allied 
Health Literature)

• MEDLINE  (Medical Literature online)
• PubMed Central (Free access)

Please review the Chapter 11 section in Part V. References 
for additional links related to literature review. Databases 
such as these can guide the researcher to the most appro-
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priate current body of knowledge on their topic of interest. 
In addition, these websites for the National Institute for 
Occupational Safety and Health (NIOSH) and the Occupa-
tional Safety and Health Administration (OSHA) are good 
sources of updated information. 

• NIOSH: https://www.cdc.gov/niosh/index.htm
• NIOSH Guide to Hazardous Chemicals:
 https://www.cdc.gov/niosh/npg/default.html
• NIOSH Statistics and Data Gateway: https://www.cdc.

gov/niosh/data/default.html
• NIOSH Healthcare Workers: https://www.cdc.gov/

niosh/topics/healthcare/
• OSHA: https://www.osha.gov/
• OSHA Data Portal: https://www.osha.gov/oshstats/in-

dex.html

Types of Research 
Studies

Scientific research is generally categorized as either 
quantitative or qualitative. The strength of quantitative 
research lies in its reliability or repeatability; the strength 
of qualitative research lies in validity or closeness to truth.  

Quantitative research is deductive and focuses on statisti-
cal sampling through the use of experimentation or survey. 
Quantitative research has historically been viewed as the 
gold standard in healthcare due to its reliability. Quantita-
tive research designs include:

• Systematic review – Researchers conduct a compre-
hensive review of research articles performed on a spe-
cific topic of interest. They then critique and appraise 
the literature to determine which studies are best suited 
to keep within the review. From these studies, a high 
level overview of literature findings is compiled.

• Meta-analysis – A systematic and objective method to 
bring together data from several different sources into 
one study, this method allows for several smaller stud-
ies to be pooled, giving a better picture of the topic and 
more robust statistics. These are considered as having 
a high level of evidence, based on the combination of 
studies and data.

• Randomized controlled trials – Participants of the 
study are randomly allocated to one intervention (drug 
therapy) or another (placebo) by a process equivalent 
to a flip of a coin and are then followed for a pre-spec-
ified time frame and analyzed based upon outcomes.

• Cohort studies – Two or more groups are selected 
based on differences in their exposure to a particular 
agent (chemical, vaccine) and then followed to see 
how many develop disease, complication, or other 
outcome.

• Case-control studies – People with a particular dis-
ease or condition are identified and then matched with 
controls, and data are collected on past exposure to a 
possible agent. These studies are concerned with etiol-
ogy rather than treatment.

• Cross-sectional surveys – Data are collected at a single 
point in time through survey or interview for a recruit-
ed representative sample of the population.

• Case reports – These describe the medical history of a 
single patient in a story or narrative. They are tradi-
tionally considered weak as scientific evidence but can 
convey a great deal of information that would be lost 
in a clinical trial or survey.

Qualitative research is interpretive and focuses on a deeper 
understanding or meaning, typically looking at beliefs, 
experiences, attitudes, behaviors, or interactions. Previ-
ously primarily used in psychology, qualitative research is 
becoming more common and accepted with the evidence-
based medicine movement. Qualitative research designs 
include:

• Observation – researcher observes participants
○ Passive observation or systemic watching of behav-

iors in a natural setting
○ Participant observation, or researcher occupies a 

role/part in the setting during the observation

• Interview – researcher interviews participants
○ Semi-structured – researcher uses an interview or 

topic guide to question participant in person or via 
phone

○ Narrative – researcher allows participant to tell his/
her story

Methodological Quality
As studies are reviewed, it is important that the reader 
reflects on the quality of the literature. Items to consider 
when reviewing an article for quality:

• Originality – Does this study add new knowledge to 
the known research? 
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• Topic – Is the topic relevant to current practice? Does 
it help to address concerns or issues identified by those 
working in the field?

• Design – Was the design of the study structured to 
ensure ethical treatment of participants? Does the de-
sign of the study make sense in light of what is being 
researched?

As a consumer of research, it is important to consider po-
tential bias that may exist in research. Bias can be identi-
fied as instances when the research is no longer objective 
due to specific errors in methods, sampling, study design, 
and so forth. Questions that can be asked in considering 
bias include:

• Who funded the research study?

• Do the authors/researchers have financial disclosures 
that could impact the study or outcomes?

• Was the study well-designed?

• Who was chosen to participate in the study? Could 
there be bias in the selection of participants?

• If the study was qualitative, was there any potential 
interviewer bias?

• If asking participants to recall specific events, could 
there be recall bias? (Example: Parents with a child 
who has autism may feel a stronger need to recall 
specific details of everything their child ate and played 
with, whereas the recall of a parent regarding a child 
without autism may not reflect as much on these 
items.)

Validity and Reliability are important components to con-
sider as well:

• Validity ensures that the measurements and methods 
used are measuring what they are meant to measure. 
For example, if a scale was used to measure the weight 
of participants, then validity would mean that the scale 
accurately measured the weight of participants.

• Reliability is when there is consistency in the results 
being seen. Outcomes with the same intervention(s) 
should be close to each other. This can be within the 
same study or across multiple studies with the same 
intervention/topic of interest.

Statistical Analysis of 
Research Findings

Statistics is a branch of applied mathematics that deals 
with the collection, organization, and interpretation of 
data. The purpose of using statistical testing on research 
data is to ensure that findings are reliable and that identi-
fied relationships are meaningful and not just occurring by 
chance. The four main purposes of gathering research data 
(external evidence) are: description, exploration, explana-
tion, and prediction/control. Data are either categorized as 
descriptive or inferential and are based on the same study 
population.

• Descriptive statistics are used to analyze data from a 
study’s sample population. The findings are not gener-
alizable to other populations. Numerical summaries of 
data are presented in chart/graph or summary format.

• Inferential statistics are used when findings from the 
same study’s sample population are generalized to a 
larger population. Researchers must be aware of the 
limitations of inferential statistics before making the 
generalization because the entire population is not 
studied.

When reviewing a research study, several statistical terms 
may be used to test data for reliability and meaningful 
relationships. It is important to have a basic understanding 
of these terms and what they mean. OHPs may be familiar 
with statistical terms such as mean (average) or standard 
deviation (a measure of variability around the mean). Ad-
ditional statistical terms that the OHP should be familiar 
with are p-value, confidence interval, odds ratio, relative 
risk, and distribution testing.

• P-value: The p-value helps the reader to identify the 
significance of the study results.
○ A p-value of ≤0.05 means that the results are statisti-

cally significant, so the intervention is likely effec-
tive for the outcome.

○ A p-value of >0.05 indicates that the results are not 
statistically significant, so the intervention may not 
be effective for the outcome.

It is important to know that, when the study is look-
ing at a small number of people, the statistical sig-
nificance may not be high, but there may be clinical 
significance. For example, if a hospital implemented 
interventions to reduce bloodstream infections and had 
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a reduction of three infections from the prior year, the 
p-value may be high, but the clinical significance of 
three fewer infections should not be overlooked.

• Confidence Interval: The confidence interval describes 
how confident the researchers are that the true value 
of the mean lies within two numbers. Confidence 
intervals may be presented as 90%, 95%, or 99%. For 
example, if a 95% confidence interval was used, and 
the results showed a mean time of 20 minutes to get to 
work in a certain city with a confidence interval of (5, 
30), it would be interpreted as 95% confidence that the 
mean time to get to work in that city is between 5 and 
30 minutes. 

• Odds Ratio: The odds ratio is a measurement look-
ing at the association between an exposure and an 
outcome. It represents the odds that an outcome will 
occur given a certain exposure. It is usually used in 
case-control studies, and a confidence interval is often 
provided with the odds ratio.
○ Odds Ratio = 1 means that the exposure does not 

affect the odds of the outcome.
○ Odds Ratio >1 means that there are higher odds of 

the outcome based on the exposure.
○ Odds Ratio <1 means that there is a “protective” 

effect, or lower odds of the outcome based on the 
exposure.

• Relative Risk: The probability of a certain event or 
outcome occurring in one group compared to another 
group is known as relative risk. It is similar to the odds 
ratio but is usually calculated with randomized con-
trolled trials.
○ Relative Risk = 1 means that exposure did not affect 

the outcome.
○ Relative Risk >1 means that the risk of the outcome 

is increased by the exposure.
○ Relative Risk <1 means that the risk of the outcome 

is decreased by the exposure.

• Distribution Testing: This testing analyzes the distribu-
tion of the population sample in the research study.
○ Parametric tests are more commonly used when 

there is an underlying assumption that the sample 
population is normally distributed (bell curve). 
Examples of parametric tests include mean, standard 
deviation, T-test, and Pearson correlation testing.

○ Non-parametric tests are used when there is not 
a normal distribution of the sample. Underlying 
assumptions needed for parametric tests cannot be 
met. Examples of non-parametric tests include the 

Spearman Rank Correlation Coefficient and Mann-
Whitney U.

Disseminating Research 
Findings and EBP 
Outcomes

Research findings and EBP outcomes are not useful unless 
the results are shared, enabling OHPs to use the resulting 
data and information to improve clinical care. The two 
most common ways to disseminate new scientific informa-
tion are through formal publication and conference presen-
tations.

WRITING FOR PUBLICATION 

Findings and outcomes can be announced through publish-
ing a scientific paper (article) in a nationally recognized 
peer-reviewed journal. Generally, the author contacts 
the journal and sends an inquiry with general informa-
tion about the topic to determine if the journal would be 
interested in publishing the study. Each journal has edito-
rial guidelines for the article format. Generally, scientific 
journals use a similar manuscript format, which includes 
title, abstract, introduction, methods, results, discussion, 
conclusion, and references.

• Title – Informs readers and piques their interest in the 
article; searchable electronically; identifies if research 
was conducted on humans or animals; should not be 
too short or too long

• Abstract – Provides an overview of the research; states 
the problem and the methods, including the number of 
subjects and the main conclusions; limited to between 
250 and 350 words

• Introduction – Specifies the context and the rationale 
for the study; states the purpose of the study; includes 
a literature review; points out deficiencies in current 
research and how the study hopes to address these 
deficiencies

• Methods – Stipulates how the study was conducted 
in a way that any other researcher can replicate and 
includes:
○ How data was collected
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○ Description of the sample, sample size, and demo-
graphics

○ Response rate
○ Methods for group assignment (treatment/control)
○ Variable definitions, including how variables were 

recorded
○ Statistical methods used

• Results – Include actual findings using descriptive 
statistics with outcome variables presented first; pre-
sented in text and tables

• Discussion – Describes the study limitations and 
strengths, implications of the findings, and need for 
future research

CONFERENCE PRESENTATIONS

Peer-reviewed settings that host podium or poster presenta-
tions, such as state or national conferences, are excellent 
venues to present findings. 

• Podium presentations: The sponsoring organization 
will have a “call for speakers” about nine to 12 months 
before the conference. Requirements of the “call for 
speakers” include submission of a presentation abstract 
and speaker credentials. The sponsoring organization 
will notify the speaker if the presentation has been 
accepted. Additional requirements for the speaker 
will include submission of visual aides such as a slide 
presentation, handouts, and continuing education 
information if contact hours are being provided for 
attendees. Podium presentations are offered as general 
or breakout sessions and follow the same format as a 
scientific journal publication. The presentation is much 
shorter and focuses on a single key result rather than 
covering the full scope of the research. Presentations 
should have both an oral and visual (slide) component. 
General tips for preparing slides for a presentation are:
○ Keep slides to approximately one slide per minute of 

presentation.
○ Use a large font throughout to ensure legibility from 

the back of a large room.
○ Use a consistent background, as changes can be dis-

tracting; a dark background with light-colored font is 
easier for the viewer to see. 

○ Keep slides simple; no more than seven lines per 
slide.

○ Do not read slides; highlight facts and use slides as a 
visual aid when speaking.

○ Use pictures, charts, tables, and graphics where ap-
propriate.

• Conference posters are a less formal method of pre-
senting findings to professional colleagues, especially 
for new researchers. Acceptance of posters at a confer-
ence follows a similar process as for podium presen-
tations, with a “call for posters”. Posters are usually 
available for a designated period of time during a con-
ference, and the poster presenter may have a formal 
time designated to be available at the poster to discuss 
the study and answer questions from attendees. Posters 
should be a visual representation of the research or 
EBP project. The poster format should be easy to read 
and visually pleasing. Most conferences will provide a 
template to follow regarding the appropriate size. Tips 
to creating an effective poster are:
○ Keep the poster to 800 words or less.
○ Use a large font throughout so a reader can read all 

information in four to five minutes at a distance of 
six to eight feet.

○ Use a non-serif font (e.g. Helvetica) for titles and 
headings and a serif font (e.g. Palatino) for body 
text.

○ Use a larger, bolded font size for headers.
○ Width of text boxes should be 40 characters.
○ Avoid blocks of text longer than 10 sentences.
○ Use italics instead of underlining.

Opportunities for OHP 
Research

All healthcare professionals have a responsibility to con-
tribute to the body of knowledge that guides OH practice 
to improve health and safety of healthcare personnel 
(HCP) and ultimately, patients. It may seem overwhelming 
to consider being part of a research study or EBP project, 
especially if the OHP is not working in an academic setting 
where research is part of the mission. There are opportuni-
ties to contribute research and EBP in all settings:

• AOHP members can submit facility data to the annual 
Exposure Survey of Trends in Occupational Practice 
(EXPO-S.T.O.P.) that began in 2011. This survey 
collects national data from AOHP member facilities 
and others related to blood and body fluid exposures. 
Members are notified via email for data submission.
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• Magnet designated facilities are actively engaged in 
nursing research and EBP projects. OHPs can be par-
ticipants in these efforts by contributing expertise or 
leading a project.

• If the OHP is seeking an advanced degree, there will 
be an opportunity to identify an area of formal study. 
Sharing the results of an academic project with col-
leagues will be a part of the project.

Numerous areas in HCP health and safety have continuing 
research needs as identified by the National Occupational 
Research Agenda (NORA) Healthcare and Social As-
sistance Council plan for research in the third decade of 
NORA. The council’s plan identifies many topics that have 
been discussed in this manual that need further research. A 
sampling of the topics include, and are not limited to:

• Links between worker and patient safety outcomes 
related to musculoskeletal injuries.

• Engaging leadership in worker safety.

• Effectiveness of workplace violence prevention pro-
grams.

• How organizations improve injury/exposure surveil-
lance.

• Determining the effectiveness of new technologies to 
decrease sharp injuries.

• Exploring safe patient handling practices in specialty 
areas such as emergency departments, home care, and 
physical and occupational therapy.

• Hazardous drugs, including effects on animal lab 
workers.

• Impact of work organization factor on workers, espe-
cially for low-wage occupations.

The full NORA agenda link is provided in Part V. Refer-
ences in the section for Chapter 11.
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Benefits of Networking 
Networking is defined in the Merriam-Webster dictionary 
as “the exchange of information or services among indi-
viduals, groups, and institutions, specifically the cultiva-
tion of productive relationships for employment or busi-
ness.” Networking with others in the occupational health 
(OH) field will offer expanded perspective, validate com-
munity standards, and provide opportunities for best prac-
tice. Many new occupational health professionals (OHPs) 
operate with minimal resources and knowledge about the 
various areas of OH practice that have been discussed in 
this manual. Also, especially in small facilities, the OHP 
may work alone and may be responsible for more than OH. 
This additional responsibility may include infection pre-
vention and control and areas related to employee safety. 
Therefore, it is imperative to build a support network that 
consists of both in-person and online resources. 

In-person Networking
In-person networking is established first in the workplace. 
If the OHP is part of a health system, other OHPs may also 
be employed and meet on a regular basis or as services are 
standardized and/or consolidated. Learning who the “go-to 
people” are who will get the job done is extremely im-
portant, whether it be in infection control and prevention, 
safety, or other departments within the facility. 

Another way to build a support network is to communi-
cate with other OHPs outside the organization to share 
information about similar problems and their solutions. 
The opportunity to network with another professional in 
a corresponding role for support and guidance cannot be 
overrated. Developing and maintaining a strong profes-
sional network, especially for the novice OHP, can be 
enhanced by membership in a discipline-specific profes-
sional association. Association-sponsored educational 
programs, including conferences and webinars, are instru-
mental in maintaining continuing education requirements 
and providing access to information that can help the OHP 
work more effectively. There is a sense of understanding 
and trust related to the relationships that are formed when 
interacting with peers, experts and novices alike.  

The Association of Occupational Health Professionals in 
Healthcare (AOHP), as an example, is an organization that 
provides opportunities for networking through its chapter 
meetings and state and national conferences. Associations 

encourage members to volunteer. It may seem daunting to 
volunteer for a state or national committee or project. Ev-
ery OHP brings knowledge, skills, and talent to participate 
in volunteer networking activities. These activities serve as 
opportunities to grow professionally and become recog-
nized as a dedicated professional in the workplace.

Professional associations also network on behalf of their 
members to address practice and legislative issues on a 
national level. Associations share the concerns of members 
with policy developers. Providing comments and testi-
mony on a variety of processes that impact the practice 
make individual practitioner needs and concerns known. 
Opportunities also exist to collaborate with agencies and 
other associations on areas of mutual concern, such as 
AOHP’s Memorandum of Understanding with the National 
Institute for Occupational Safety and Health (NIOSH) and 
the former Occupational Safety and Health Administration 
(OSHA) Alliance. Through strategic alliances with orga-
nizations that have similar occupational health and safety 
goals and interests, AOHP provides an additional source of 
networking and contacts for its members. 

Online Resources 
and Social Media

In the early 1900s, scientists were thinking about how to 
mechanically store books and media. In the late 1960s, the 
Department of Defense created a network using multiple 
computers. In the mid-1970s, the Department of En-
ergy, the National Aeronautics and Space Administration 
(NASA) and some academic and industrial companies 
developed networks for sharing information. 

Development of this concept revolutionized the way peo-
ple communicate and gain access to information. Online 
networking was possible with the advent of the Internet in 
1983. In 1990, the term “world wide web” was coined and 
was adapted by the internet community and those involved 
with intellectual property rights. Technology has continued 
to rapidly evolve, including social media that was created 
as early as 1995 with the creation of America Online, Inc. 
(AOL), LinkedIn in 2003, Facebook in 2004, and other 
platforms that followed. 

Both government and non-government agencies, 
professional organizations, and vendors have an increasing 
online presence utilizing social media networks such 
as Facebook, LinkedIn, Twitter, YouTube, and mobile 
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applications. These types of online resources provide an additional 
aspect of networking as ideas, concerns, and questions are shared to 
promote educational and professional advancement. Having these 
resources immediately available enables the OHP to stay informed 
regarding pertinent practice and professional issues.  

MAJOR ONLINE COMMUNICATION TOOLS FOR OHPS

Facebook, LinkedIn, Twitter, YouTube, and mobile applications. These types of online 

resources provide an additional aspect of networking as ideas, concerns, and questions 

are shared to promote educational and professional advancement. Having these 

resources immediately available enables the OHP to stay informed regarding pertinent 

practice and professional issues.   

 

Major Online Communication Tools for OHPs  

Online Resources 

Tool Description 

Websites ● Most commonly used to search information; can 
result in the dissemination of misinformation 

● To find a reputable source of information, look for 
government agencies (.gov), nonprofit organizations 
(.org), or educational institutions (.edu) 

● Examples: www.OSHA.gov, www.aohp.org, 
https://fmch.duke.edu/division-occupational-
environmental-medicine 

Listservs ● Electronic mailing lists where registered participants 
can view and respond to postings 

● Used for posting questions, concerns 
● Users have a common interest or concern 
● Example: AOHP  

Electronic newsletters ● Periodic updates on work-related topics 
● Subscribe for automatic delivery 
● May be free, or there could be a cost 
● Examples of free newsletters: OSHA Quick Takes,  

NIOSH eNews 
● Examples of paid subscription newsletters: Hospital 

Employee Health, Hospital Infection Control and 
Prevention, Bioterror Alert 
 

Mobile applications 
(apps) 

● Computer program designed to run on a mobile 
device; e.g. tablet, smartphone, wearables ● Downloaded from a device’s app store 

● Millions of apps across all platforms 
● International use 
● Called mobile health; abbreviated as mHealth 
● Examples: WebMD, Medscape, UptoDate, Centers 

for Disease Control and Prevention (CDC), Family 
Practice Notebook 

Blogs  ● Also known as weblogs; estimated >100 million blogs 
● Similar to a journal but usually specific to a topic such 

as business, politics, and social issues 
● Usually a single page with reverse chronology of 

events, comments, and links 
● Elements of a good blog: Well organized, clearly 

defined goals and intent, ability to archive, and lists a 
contact person 

● Example: NIOSH Science Blog 

Shared drives ● Web-based programs or apps that enable groups of 
users to share documents  

● Caution: may not be able to be accessed in a facility 
due to technology security 

● Examples: SharePoint, Google Drive 

Social Media 
Social media platforms require users to create a profile and identify others who will 
engage with them through the specific site. There are some social media platforms 
that can be linked. The following are some of the more common social networking 

sites, with brief descriptions and examples of organizations that utilize these 
platforms. 

Facebook ● User creates a profile and connects with people the 
user knows and wants to “friend” to share information  

● Joins groups of people who have similar interests 
● Examples: NIOSH, AOHP 

You Tube ● Visual Journalism-Pew Research Center 
● Allows users to upload, view, rate, share, and 

comment on videos 
● How to’s, instructional, documentary, and educational 

● Example: OSHA respirator training videos 

Facebook, LinkedIn, Twitter, YouTube, and mobile applications. These types of online 

resources provide an additional aspect of networking as ideas, concerns, and questions 

are shared to promote educational and professional advancement. Having these 

resources immediately available enables the OHP to stay informed regarding pertinent 

practice and professional issues.   
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Websites ● Most commonly used to search information; can 
result in the dissemination of misinformation 

● To find a reputable source of information, look for 
government agencies (.gov), nonprofit organizations 
(.org), or educational institutions (.edu) 

● Examples: www.OSHA.gov, www.aohp.org, 
https://fmch.duke.edu/division-occupational-
environmental-medicine 

Listservs ● Electronic mailing lists where registered participants 
can view and respond to postings 

● Used for posting questions, concerns 
● Users have a common interest or concern 
● Example: AOHP  

Electronic newsletters ● Periodic updates on work-related topics 
● Subscribe for automatic delivery 
● May be free, or there could be a cost 
● Examples of free newsletters: OSHA Quick Takes,  

NIOSH eNews 
● Examples of paid subscription newsletters: Hospital 

Employee Health, Hospital Infection Control and 
Prevention, Bioterror Alert 
 

Mobile applications 
(apps) 

● Computer program designed to run on a mobile 
device; e.g. tablet, smartphone, wearables 
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● Downloaded from a device’s app store 
● Millions of apps across all platforms 
● International use 
● Called mobile health; abbreviated as mHealth 
● Examples: WebMD, Medscape, UptoDate, Centers 

for Disease Control and Prevention (CDC), Family 
Practice Notebook 

Blogs  ● Also known as weblogs; estimated >100 million blogs 
● Similar to a journal but usually specific to a topic such 

as business, politics, and social issues 
● Usually a single page with reverse chronology of 

events, comments, and links 
● Elements of a good blog: Well organized, clearly 

defined goals and intent, ability to archive, and lists a 
contact person 

● Example: NIOSH Science Blog 

Shared drives ● Web-based programs or apps that enable groups of 
users to share documents  

● Caution: may not be able to be accessed in a facility 
due to technology security 

● Examples: SharePoint, Google Drive 

Social Media 
Social media platforms require users to create a profile and identify others who will 
engage with them through the specific site. There are some social media platforms 
that can be linked. The following are some of the more common social networking 

sites, with brief descriptions and examples of organizations that utilize these 
platforms. 

Facebook ● User creates a profile and connects with people the 
user knows and wants to “friend” to share information  

● Joins groups of people who have similar interests 
● Examples: NIOSH, AOHP 

You Tube ● Visual Journalism-Pew Research Center 
● Allows users to upload, view, rate, share, and 

comment on videos 
● How to’s, instructional, documentary, and educational 

● Example: OSHA respirator training videos 

Syndication/RSS 
Feeds 

● Really Simple Syndication (RSS) 
● Frequently updated information for subscribers that is 

sent automatically 
● Examples: NIOSH, OSHA 

Instagram ● Photo and video app that can be linked to other 
platforms such as Facebook and Twitter 

● Example: NIOSH 

Reddit ● Platform developed by users that shares what is new 
and popular on the web 

● Links are posted for users to vote up or down 
● Many topics  
● Example: OSHA 

LinkedIn ● Networking for professionals; job postings 
● Set up a profile, which can include a curriculum vitae 

(CV) and work experiences 
● Groups can be organized  
● Examples: NIOSH, AOHP 

Twitter ● Online news and networking platform where postings 
are limited to 280 characters or less 

● Can follow individuals or learn about news happening 
around the world 

● Examples: NIOSH, OSHA 

Podcast ● Download media files from a podcast site to a 
portable device; then upload the files for 
viewing/listening through the app store 

● Sometimes called audio blogging 
● Can subscribe to a series and receive automatically 
● Example: CDC 

Pinterest ● Site to organize and post interesting images 
● Once images are posted, they become “pins” and are 

organized into theme boards 
● Example: NIOSH 

Flickr ● Online photo management and sharing application 
● Helps users organize photos  
● Example: NIOSH 

 

Responsible Workplace Use of Online Resources and Social Media 

● Downloaded from a device’s app store 
● Millions of apps across all platforms 
● International use 
● Called mobile health; abbreviated as mHealth 
● Examples: WebMD, Medscape, UptoDate, Centers 

for Disease Control and Prevention (CDC), Family 
Practice Notebook 

Blogs  ● Also known as weblogs; estimated >100 million blogs 
● Similar to a journal but usually specific to a topic such 

as business, politics, and social issues 
● Usually a single page with reverse chronology of 

events, comments, and links 
● Elements of a good blog: Well organized, clearly 

defined goals and intent, ability to archive, and lists a 
contact person 

● Example: NIOSH Science Blog 

Shared drives ● Web-based programs or apps that enable groups of 
users to share documents  

● Caution: may not be able to be accessed in a facility 
due to technology security 

● Examples: SharePoint, Google Drive 

Social Media 
Social media platforms require users to create a profile and identify others who will 
engage with them through the specific site. There are some social media platforms 
that can be linked. The following are some of the more common social networking 

sites, with brief descriptions and examples of organizations that utilize these 
platforms. 

Facebook ● User creates a profile and connects with people the 
user knows and wants to “friend” to share information  

● Joins groups of people who have similar interests 
● Examples: NIOSH, AOHP 
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● How to’s, instructional, documentary, and educational 

● Example: OSHA respirator training videos 
Syndication/RSS 
Feeds 

● Really Simple Syndication (RSS) 
● Frequently updated information for subscribers that is 

sent automatically 
● Examples: NIOSH, OSHA 

Instagram ● Photo and video app that can be linked to other 
platforms such as Facebook and Twitter 
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● Links are posted for users to vote up or down 
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● Example: OSHA 

LinkedIn ● Networking for professionals; job postings 
● Set up a profile, which can include a curriculum vitae 

(CV) and work experiences 
● Groups can be organized  
● Examples: NIOSH, AOHP 

Twitter ● Online news and networking platform where postings 
are limited to 280 characters or less 

● Can follow individuals or learn about news happening 
around the world 

● Examples: NIOSH, OSHA 

Podcast ● Download media files from a podcast site to a 
portable device; then upload the files for 
viewing/listening through the app store 

● Sometimes called audio blogging 
● Can subscribe to a series and receive automatically 
● Example: CDC 

Pinterest ● Site to organize and post interesting images 
● Once images are posted, they become “pins” and are 

organized into theme boards 
● Example: NIOSH 

Flickr ● Online photo management and sharing application 
● Helps users organize photos  
● Example: NIOSH 
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● Millions of apps across all platforms 
● International use 
● Called mobile health; abbreviated as mHealth 
● Examples: WebMD, Medscape, UptoDate, Centers 

for Disease Control and Prevention (CDC), Family 
Practice Notebook 

Blogs  ● Also known as weblogs; estimated >100 million blogs 
● Similar to a journal but usually specific to a topic such 

as business, politics, and social issues 
● Usually a single page with reverse chronology of 

events, comments, and links 
● Elements of a good blog: Well organized, clearly 

defined goals and intent, ability to archive, and lists a 
contact person 

● Example: NIOSH Science Blog 

Shared drives ● Web-based programs or apps that enable groups of 
users to share documents  

● Caution: may not be able to be accessed in a facility 
due to technology security 

● Examples: SharePoint, Google Drive 

Social Media 
Social media platforms require users to create a profile and identify others who will 
engage with them through the specific site. There are some social media platforms 
that can be linked. The following are some of the more common social networking 

sites, with brief descriptions and examples of organizations that utilize these 
platforms. 

Facebook ● User creates a profile and connects with people the 
user knows and wants to “friend” to share information  

● Joins groups of people who have similar interests 
● Examples: NIOSH, AOHP 

You Tube ● Visual Journalism-Pew Research Center 
● Allows users to upload, view, rate, share, and 

comment on videos 
● How to’s, instructional, documentary, and educational 

● Example: OSHA respirator training videos 
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Syndication/RSS 
Feeds 

● Really Simple Syndication (RSS) 
● Frequently updated information for subscribers that is 

sent automatically 
● Examples: NIOSH, OSHA 

Instagram ● Photo and video app that can be linked to other 
platforms such as Facebook and Twitter 

● Example: NIOSH 

Reddit ● Platform developed by users that shares what is new 
and popular on the web 

● Links are posted for users to vote up or down 
● Many topics  
● Example: OSHA 

LinkedIn ● Networking for professionals; job postings 
● Set up a profile, which can include a curriculum vitae 

(CV) and work experiences 
● Groups can be organized  
● Examples: NIOSH, AOHP 

Twitter ● Online news and networking platform where postings 
are limited to 280 characters or less 

● Can follow individuals or learn about news happening 
around the world 

● Examples: NIOSH, OSHA 

Podcast ● Download media files from a podcast site to a 
portable device; then upload the files for 
viewing/listening through the app store 

● Sometimes called audio blogging 
● Can subscribe to a series and receive automatically 
● Example: CDC 

Pinterest ● Site to organize and post interesting images 
● Once images are posted, they become “pins” and are 

organized into theme boards 
● Example: NIOSH 

Flickr ● Online photo management and sharing application 
● Helps users organize photos  
● Example: NIOSH 

 

Responsible Workplace Use of Online Resources and Social Media 
RESPONSIBLE WORKPLACE USE OF ONLINE 
RESOURCES AND SOCIAL MEDIA 

Before accessing online resources and social media in the 
workplace, the OHP must be aware of the facility’s policy 
for use of this type of information in the workplace, as 
well as away from the workplace. Facility information 
technology (IT) departments have tremendous responsi-
bility for maintaining secure information for patients and 
workers. Before initiating the use of new online resources, 
contact the facility IT department to review the policy for 
the new online resource and identify any IT security mea-
sures that would impact its use.

The OHP must understand how to access, analyze, evalu-
ate, create, and use online media to ensure positive out-
comes for workers. The OHP should consider the follow-
ing questions when considering the use of social media:

• Why participate in social media and networking?

• What will be achieved by using social media plat-
forms?

• Who is the audience, and is content appropriate (con-
sent/Health Insurance Portability and Accountability 
Act of 1996 [HIPAA])?

• What problems do customers/employees need help 
solving?

• What tools are right for customers/employees and OH?

Part V: References of this manual contains more than 
450 links to the major agencies, associations, and their 
respective documents by the chapter in which they were 
discussed. These links will provide the most up-to-date and 
reliable information for the OHP. As technology continues 
to develop at a rapid pace, OHPs need to be aware of new 
technology that may benefit their role to maintain health 
and safety in the healthcare setting.



PART IV 
Samples
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Blood/Body Fluid Exposures
Chemoprophylaxis after Occupational Exposure to HIV: Policy and Procedure
Post Exposure Prophylaxis for HIV: Instructions and Consent Form 
Report for Blood and Body Fluid Exposures  

Drug-Free Workplace Policy

Emergency Preparedness: Emergency Response Planning Checklist

Hazard Communication Audit: Chemical Safety 

Hazardous Drug Handlers Medical History Questionnaire

Indoor Air Quality (IAQ) Form

Job Descriptions
 Manager
 Medical Director
 Occupational Health Nurse

Lab Animal Handlers
 Annual/Periodic Health Assessment
 Initial Health Assessment
 Vaccine and Diagnostic Testing Checklist

Latex Allergy
 Latex Allergy Screening Tool
 Latex Allergy/Sensitivity Precautions

Occupational Health Services
Department Orientation Checklist
Plan for Services

Provider’s Estimate of Current Physical Capabilities and Release to Work

Reasonable Suspicion Checklist

Transitional Work: Policy and Procedure

Samples
This section of Getting Started includes the following sample documents

that can be used as templates and customized for individual facilities.

Disclaimer: Samples included in this manual are neither recommended nor endorsed by AOHP. They serve as a guide to developing 
these tools according to facility policy,

legal counsel, and current national guidelines/requirements.
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SAMPLE
CHEMOPROPHYLAXIS AFTER OCCUPATIONAL EXPOSURE TO HIV: POLICY AND PROCEDURE

PURPOSE

To provide a standard of care for healthcare personnel (HCP) with occupational exposure to HIV.

RATIONALE

These recommendations are for exposures to known HIV infected blood/body fluids. Exposures from unknown HIV status 
material must be evaluated on a case-by-case basis, and prophylactic treatment recommended only if the risk of exposure 
is felt to be substantial and greater than the risks of treatment.

POLICY

• All exposures will be evaluated on an emergent basis. When Occupational Health Services (OHS) is closed, the 
exposure is evaluated by the Emergency Department (ED) staff. 

• Eligibility for Prophylaxis: Chemoprophylaxis will be offered for percutaneous or mucous membrane exposures 
to HIV positive blood or fluids containing visible blood or other infectious fluids or tissue, which includes semen, 
vaginal secretions, cerebrospinal fluid, synovial, pleural, peritoneal, pericardial, and amniotic fluids. Percutaneous 
includes exposure to non-intact skin, prolonged skin contact, or spill over a large area that might occur in a labora-
tory setting. Chemoprophylaxis for exposure to source with unknown HIV status will be determined on a case-
by-case basis. Physicians in the ED and clinic nurses /nurse practitioners /physicians in OHS will recommend 
prophylaxis based on the likelihood of source infection and the type of exposure. When additional information 
becomes available, prophylactic treatment should be reviewed. 

• Chemoprophylaxis will be initiated as soon as possible; preferably within two hours of exposure.  
• If more than 36 hours has elapsed since exposure, chemoprophylaxis will be initiated only after consultation with 

an Infectious Disease specialist or designee (Infectious Disease fellow on call.)  
• In some instances, the source person may have resistance to antiretroviral medications, and treatment for the 

exposed employee may be modified. The exposure should be discussed with an Infectious Disease specialist, 
the source person’s treating physician, or a designee (Infectious Disease on call) before starting treatment. If 
any deviation in chemoprophylaxis regimen is recommended, the employee will be referred to an Infectious 
Disease specialist for the duration of the chemoprophylaxis treatment. Infectious Disease consultation will also be 
necessary in the following situations: delayed exposure report; unknown sources; known or suspected pregnancy 
in the exposed employee; breastfeeding in the exposed employee; toxicities of the initial PEP regimen; and 
serious medical illness in the exposed employee (e.g., renal disease) or if the exposed employee is taking multiple 
medications.   

• If an employee suspects or knows that she is pregnant or if she is breastfeeding, chemoprophylaxis will be initi-
ated only after consultation with the employee’s primary care or obstetric provider and pediatrician and after risks 
and benefits of prophylaxis are reviewed. Urine pregnancy testing should be performed on all women of child-
bearing potential prior to initiating treatment.

• Informed consent will be signed prior to initiation of chemoprophylaxis. This includes counseling for HIV testing, 
discussion of drug toxicities, follow-up evaluation, and safe sex guidelines.

• Declining recommended treatment will not affect the employee’s work status or continued post-exposure 
 follow-up.
• The employee will be seen in OHS for follow-up once weekly for the four weeks of treatment, and at six weeks, 

three months, and six months following exposure. CBC, creatinine, amylase, glucose, BUN, liver function tests, 
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and urinalysis, if indicated, will be done at baseline and weekly until the end of treatment. HIV testing will be 
done at baseline and at the six-week, three-month and six-month visits. A 12-month post-exposure evaluation will 
be done if specific circumstances warrant per OHS medical director or hospital epidemiologist. Extended HIV 
follow-up testing for 12 months is recommended for employees who are exposed to a source person co-infected 
with HIV and hepatitis C. 

• Weekly visits during drug treatment phase will include history for symptoms related to HIV infection or specific 
drug toxicities, directed physical exam as dictated by symptoms, and assessment of psychological status. Drug 
regimen may be altered if side effects warrant.    

PROCEDURE

1. Employee reports exposure to OHS. When OHS is closed, the exposure will be handled by the ED follow-up staff. 
 
2. OHS/ED nursing staff will gather the initial information from the exposed employee, including name, registration 

number, location and service of source, circumstances of exposure, type of sharp or splash, type of body fluid, as 
well as any known HIV or hepatitis B/C infection in source. Nursing staff will check the computer for any HIV or 
hepatitis serology on the source.  

 
3. OHS/ED nursing staff will ascertain, from the exposed employee, the physician or nurse taking care of the source, 

or by chart review, whether there are factors that would put the source into a higher risk category for HIV or hepa-
titis infection.

 
4. OHS/ED nursing staff will page the Phlebotomy supervisor with information regarding source location and re-

quest AHIV, Hepatitis B Surface Antigen (HBSAG), and Hepatitis C Antibody (HCAB) to be drawn stat and run 
per laboratory policy, including an AHIV for the rapid assay (RHIV), if available. If source is outpatient (other 
than outpatient surgery or ED), outpatient consent includes provision for AHIV testing in the event of an expo-
sure.    

5. OHS/ED will counsel employee on the risks and benefits of post-exposure prophylaxis based on the information 
currently available. Consent for treatment is signed. 
• Chemoprophylaxis regimen is as follows: Truvada (Tenofovir 300mg and Emtricitabine 200mg) one tablet 

daily and Raltegravir 400 mg bid. ED will give medication supply to last for three days or until evaluation 
in OHS. If not already provided in the ED, OHS will give first dose of medications during initial visit and 
prescription for two weeks of treatment. Prescription for second two weeks will be given at the week two 
follow-up visit. Workers’ compensation designation should be written on prescriptions. OHS will review the 
prophylactic antiretroviral regimen with the HIV specialist who is providing care to the source patient to en-
sure absence of resistance to the standard chemoprophylaxis.    

6. If initial call is to ED, employee will be told to report to OHS on the next business day. ED will fax exposure data 
form to OHS.

7. Protocols will be reviewed whenever the Centers for Disease Control and Prevention (CDC) publishes updated 
recommendations or per recommendation of Infectious Disease specialist. Most recent revision of protocol per 
U.S. Public Health Service Guideline published in Infection Control and Hospital Epidemiology, August 2013.



144 Samples

AOHP Getting Started: Occupational Health in the Healthcare Setting 16th Edition

SAMPLE
POST EXPOSURE PROPHYLAXIS FOR HIV: INSTRUCTIONS AND CONSENT FORM 

I sustained an occupational bloodborne pathogen exposure to body fluids potentially infected with HIV, the virus that causes 
AIDS, in my workplace. The risk of infection with HIV from my exposure is unknown, but studies have estimated the aver-
age risk to be 0.3%. A case-control study showed that taking medications used to treat HIV after exposure reduced the risk of 
contracting HIV through that exposure. After discussion with clinicians in Occupational Health Services (OHS)/Emergency 
Department (ED), I have decided to take a course of medication in an effort to decrease the risk of occupational related HIV 
transmission. Although there are significant gaps in our knowledge about the best way to prevent occupational HIV infection, 
this medication regimen is consistent with the most recent recommendations of the Centers for Disease Control and Prevention 
and the U.S. Public Health Service Guidelines. The regimen I will be taking is as follows:

______  Truvada (Emitrictabine/Tenofovir) one tablet daily and 
______  Raltegravir 400 mg twice daily for four weeks.  

When the source patient has drug-resistant HIV infection, and in certain other circumstances, clinicians in OHS will consult 
with an Infectious Disease physician to determine the best regimen. If alternative treatment is recommended, I will be referred 
to an Infectious Disease specialist. 

Side effects of Truvada include sore throat, depression, headache, dizziness, nausea, diarrhea, stomach pain and weight gain, de-
crease in urination, extreme weakness, tiredness, confusion, lightheadedness, numbness, and tingling or burning pain in hands, 
arms, legs, or feet. Side effects associated with Raltegravir include skin rash, nausea, vomiting, loss of appetite or stomach pain, 
eye or eyelid redness, pain or swelling, dark-colored urine, or pale stools.

I will immediately seek medical attention if I experience any allergic reaction, swelling, or tingling in my mouth or throat, chest tight-
ness, trouble breathing, unusual tiredness or weakness, fever or chills, yellowing of skin or whites of eyes, or blistering skin rash.  

Although any side effects I develop are expected to resolve once I stop taking the medication, I understand that the long-term 
effects of these medications, either singly or in combination, are unknown.

If I am pregnant or become pregnant during the course of treatment, I will not take these medications without the knowledge 
and recommendation of my primary care or obstetric provider. If I am breastfeeding, I will not continue to do so while taking 
this medication without the knowledge and recommendation of my child’s pediatric provider. The risks of these medications 
on the fetus or breastfeeding child are not fully understood at this time. I understand that if I am not pregnant, I should be using 
contraception during the course of treatment and for four weeks following treatment. The date of the first day of my last men-
strual period is:________________.

I will be provided this medication free of charge through my employer. In agreeing to take this through my employer, I agree 
to be seen by OHS weekly while on the medication to have blood drawn to monitor for any toxic effects. I also am aware that, 
according to the OSHA Bloodborne Pathogens Standard, I am offered baseline HIV antibody testing and follow-up testing at six 
weeks, three months, and six months post-exposure. If I agree to take this medication, I will also let the clinicians in OHS (or 
ED if OHS is unavailable) know about any side effects or concerns I may have regarding the medications. If I wish to stop tak-
ing the medications during the four-week course, I will inform OHS at the first available opportunity.

I have read this consent form and have had the opportunity to ask questions. I have received medical information sheets for 
these medications, and I wish to take the medications as described above.
            
Employee Name:   ID #:  

Employee Signature:    Date: 

Witness/Title: 
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SAMPLE
OCCUPATIONAL HEALTH SERVICES

REPORT FOR BLOOD AND BODY FLUID EXPOSURES

TO BE COMPLETED BY THE EMPLOYEE:
Name:_________________________________________ Home Phone:___________________  Work Phone: ___________________
              (Please print name)                 Assigned
Date/Time of Injury:  ___________________  Place that injury happened:  _______________________Dept:  ___________________

Job Title:  ____________________________    Employee    MD    Agency Staff     Student     Other: ___________________

TYPE OF INJURY:
___  Contact with broken (non-intact) skin ___  Splash to eye, mouth, or other mucous membrane
___  Needlestick/lancet/scalpel - contaminated wound/injury ___  No injury or exposure occurred - reporting unsafe condition
___  Needlestick/lancet/scalpel - non-contaminated cut/puncture Body Part Affected:  R_________________L_____________
 Gloves:  1 Pair or 2 Pair,  R/L Handed

CAUSE OF INCIDENT:
___  Recapping needle Improper Disposal of Sharps Splash/Skin Exposure
___  Patient moved unexpectedly ___  Full sharps container ___  Eye or mouth protection not used
___  Combative patient ___  Found in trash  ___  Gloves not used
___  Missed port ___  Found in linen bag  ___  Blood soaked through clothing
___  Lapse of attention ___  On instrument tray  ___  Glove tear
___  Stuck by coworker ___  Put sharp down and then stuck self ___  Other:
___  Problem using gloves or equipment ___  Stuck by a sharp that someone else __________________________________
___  Gloves, hemostat, or equip. not used          left out          __________________________________

TYPE OF NEEDLE/LANCET/SCALPEL OR OTHER DEVICE THAT CAUSED THE EXPOSURE:
___  5/8” needle (subq or intradermal) ___  Other needle from a syringe (IM) ___  IV piggyback or IV push needle
___  Butterfly needle ___  Vacutainer needle  ___  ABG needle
___  Tubex or carpuject needle ___  Myelogram/thoracentesis needle ___  IV stylet
___  Lancet ___  Suture needle  ___  Surgical equipment: ______________
___  Fetal monitor probe ___  Scalpel  ___  Other:  _________________________
Brand/Model of Sharp (if known):  _____________________________________________________________________________
Was the protective mechanism on the sharp activated?     ___ Yes      ___ No       ___ Did not have      ___ Do not know

WHAT WERE YOU DOING WHEN OR JUST BEFORE THE INCIDENT OCCURRED?
Needlestick/Sharps: Splash:  ___ Heparin / saline flush
___  Giving an injection ___  Irrigating an NG tube ___ DC IV / normal saline lock
___  Starting IV or central line ___  Suctioning 
___  Drawing blood ___  Bag ventilating  Other: 
___  Assisting with a procedure ___  Changing vent tubes __________________________________  
___  Cleaning up the tray or area ___  Irrigating a foley catheter __________________________________   
___  Assisting in surgery ___  Opening a specimen container __________________________________  
___  Putting sharps in the sharps box ___  Cleaning instruments 

Describe how the incident occurred: 
____________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
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SAMPLE
DRUG-FREE WORKPLACE POLICY

I. POLICY STATEMENT

The hospital is committed to protecting the safety, health, and well-being of all employees and other individuals in the 
workplace. The hospital recognizes that alcohol and other drug problems pose a significant threat to its goals. As part 
of this program, the hospital actively encourages identification, intervention, treatment, and retention of employees 
with alcohol and other drug problems and assists employees in voluntarily seeking help with drug and alcohol prob-
lems. The hospital acknowledges that issues with drugs and alcohol can be associated with physical, psychiatric, or 
emotional illness and will facilitate the confidential diagnosis, treatment, and rehabilitation, as well as promote the 
recovery of employees who suffer from a potentially impairing condition. The hospital’s drug-free workplace program 
balances respect for individuals with the need to maintain an alcohol and drug-free environment. 

The hospital encourages personnel to voluntarily seek help with drug and alcohol problems. 

II. POLICY PURPOSE

The purpose of this policy is to outline the expectations for promoting a drug-free workplace by establishing a stan-
dardized approach for the development and maintenance of a drug-free workplace that is consistent with the protec-
tion of patients, visitors, and staff.

The hospital recognizes that alcohol abuse, drug abuse, and addiction are treatable illnesses. The hospital also realizes 
that early intervention and support improve the success of rehabilitation. 

III. DEFINITIONS

Hospital Personnel - Faculty, staff, students, clinical program trainees, and any other staff member providing care 
and/or services in the hospital, including volunteers, vendors, and any third party affiliates who perform hospital 
medical, education, research, business, or legal activities. 

Pre-placement Candidate - Any candidate with an offer of employment pending the successful completion of a 
background check, which includes drug screening. For the purposes of this policy, pre-placement candidate will be 
referred to as “Candidate”. 

Fitness for Duty - The employee is physically and mentally capable of safely performing the essential functions of 
his/her job. 

On Call Employees - Employees who are required to restrict their whereabouts and activities to be available for con-
sultation or return to work to meet emergencies.

Impairment - The diminished capacity of an individual to perform duties while acting in the scope of employment or 
professional responsibilities on behalf of the hospital. Diminished capacity may result from physical illness, mental 
illness, cognitive impairment, alcohol or other drug abuse, or other conditions causing impairment. A person who is 
“impaired” for the purpose of this policy does not need to meet the legal definition of “legally impaired”.

Medical Review Officer (MRO) - A person who is a licensed physician and who is responsible for receiving and 
reviewing laboratory results generated by an employer’s drug testing program and evaluating medical explanations for 
certain drug screen results. 
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For Cause Drug Screening - A process in which a supervisor who has a reasonable suspicion that an employee is act-
ing in a way that suggests an employee may be under the influence of alcohol or drugs or is cognitively impaired by 
same, or is suspected of unauthorized appropriation of a controlled substance or other drug, can refer the employee for 
immediate drug screening. 

Reasonable Suspicion - A justifiable suspicion which is sufficient to a reasonable person to suggest an employee has 
used alcohol or drugs on duty, is impaired, is under the influence of drugs or alcohol, has the odor of alcohol (regard-
less of behavior), or is in the possession of or has improperly diverted substances intended for use by patients. 

IV. POLICY STANDARDS

A.  Confidentiality: All information received by the hospital through the drug-free workplace program is confiden-
tial. Access to this information is limited to those who have a legitimate need to know in compliance with relevant 
laws and management policies. 

B.  Volunteers, Vendors, and Third Party Affiliates: Hospital personnel who are volunteers, vendors, or third party 
affiliates suspected to be impaired or suspected to have diverted drugs will be removed from the workplace setting 
and reported to hospital security. 

C.  Employee Assistance:
• Hospital personnel who are employees should seek help if they are concerned that they or their family mem-

bers may have a drug and/or alcohol problem.
• Employees should utilize the services of qualified professionals in the community to assess the seriousness of 

suspected drug or alcohol problems and identify appropriate sources of help.
• A current list of qualified community professionals is available through the Employee Assistance Program 

(EAP).
• All employees and their family members with alcohol and drug problems may also seek assistance through 

EAP.
• Employees may use accrued paid leave while seeking treatment for alcohol and other drug problems.
• Treatment for alcoholism and/or other drug use disorders may be covered by the employee benefit plan. How-

ever, the employee has the ultimate financial responsibility for recommended treatment. 

D.  Applicability: This policy applies to all hospital personnel during all working hours and while on call. The Drug-
Free Workplace Policy requires all hospital personnel to report to work and perform their duties without:
• The use of alcohol.
• Illegal substances. 
• Any adverse effects resulting from the use of any controlled substance. 
• Any other self-medication.

E.  Shared Responsibility: A safe and productive drug-free workplace is achieved through cooperation and shared 
responsibility. All hospital personnel have important roles to play. 
• Personnel Responsibilities:

○ All employees are required to report to work and provide on call coverage, ready for duty, free from 
impairment due to on- or off-duty use of alcohol, illegal substances, adverse effects of any controlled 
substance or other self-medications.

○ Any employee taking prescribed or over-the-counter medications will be responsible for consulting the 
prescribing physician and/or pharmacist to ascertain whether the medication may interfere with safe per-
formance of his/her job. If the use of a medication could compromise the safety of the employee, fellow 
employees, or the public, it is the employee’s responsibility to use appropriate personnel procedures (e.g., 
call in sick, use leave, request change of duty, notify supervisor) to avoid unsafe workplace practices. 

○ Consistent with the Drug-Free Workplace Act of 1988, any employee who works in any capacity under a 
federal grant or contract must notify his or her supervisor or department head in writing of his or her con-
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viction for a violation of any criminal drug statute occurring in the workplace no later than five calendar 
days after such conviction. This applies to direct-charge employees and to indirect-charge employees who 
perform any support or overhead functions related to the grant. 

○ Any employee who is convicted of a criminal drug violation or a driving violation that involves the use of 
alcohol or drugs must notify his/her supervisor in writing within five calendar days of the conviction.

• In addition, hospital personnel are encouraged to:
○ Be concerned about working in a safe environment.
○ Support fellow workers in seeking help.
○ Use the EAP.
○ Report behaviors of reasonable suspicion to their supervisor.

• Supervisor responsibilities (in addition to the ones above):
○ Observe employee performance.
○ Investigate reports of reasonable suspicion.
○ Document negative changes and problems in performance.
○ Refer employees to the EAP.
○ Notify Human Resources of convictions reported by employees to evaluate any further reporting 

obligation.

F.  Prohibited Behavior: 
• Illegal Drugs

○ It is a violation of the hospital Drug-Free Workplace Policy to use, possess, sell, trade, and/or offer for 
sale illegal drugs or other intoxicants.

• Alcohol
○ It is a violation of the hospital Drug-Free Workplace Policy to use, possess, sell, trade, and/or offer for 

sale alcohol without the proper authority.
• Prescription Drugs

○ It is a violation of the hospital Drug-Free Workplace Policy to appropriate prescription drugs without the 
proper authority.

○ It is a violation of the Drug-Free Workplace Policy to intentionally misuse and/or abuse prescription 
medications.

○ Possession and use of prescription and over-the-counter drugs is not prohibited provided the drugs are 
taken in standard dosage and/or according to a physician’s prescription.

V. PROCEDURES/ACTIONS

A.  Searches: If an individual is suspected of violating the Drug-Free Workplace Policy, the hospital reserves the 
right to conduct a search of desks and workstations, lockers, hospital vehicles, and equipment. 

B.  Drug Screening: Drug and alcohol screening performed at the hospital includes, but is not limited to:
• Pre-Employment Drug Screening:
• Background Checks for Staff
• For Cause Drug and Alcohol Screening

C.  Communication/Education: Communicating the hospital Drug-Free Workplace Policy to both supervisors and 
employees is critical to success. To ensure all employees are aware of their role in supporting the hospital drug-
free workplace program:
• The policy will be reviewed in orientation sessions with new employees.
• All employees will receive an update of the policy annually.
• Posters and brochures will be available through the EAP.
• Employee education about the dangers of alcohol and drug use and the availability of help will be provided 

annually to all employees. 
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SAMPLE
EMERGENCY PREPAREDNESS: EMERGENCY RESPONSE PLANNING CHECKLIST

Company____________________________  Date______________________

Completed by________________________  Site_______________________

SAMPLE 
 

Emergency Preparedness: Emergency Response Planning Checklist 
 

Company____________________________  Date______________________ 
 
Completed by________________________  Site_______________________ 
 
 

 In Progress Date Completed 

Program Administration (Who is responsible for 
implementing the plan?) 

  

Emergency Response Standard Developed   

Develop Site Emergency Plan:   

● Identify emergency access routes.   

● Indicate location of first aid stations/boxes and 
fire extinguishers. 

  

● Show job office(s) and storage facilities 
(blankets and special rescue equipment 
storage). 

  

● Ensure specialized PPE equipment is on-site 
(indicate location). 

  

● Ensure sufficient medical aid supplies are 
available on-site (splints, stretchers, etc.) and 
indicate location. 

  

● Locate other firefighting equipment (Standpipes, 
Siamese connections, and hydrants). 

  

● Locate main power supply to project.   

● Identify the location of emergency phones. (Post 
emergency list.) 

  

● Identify nearest hospital or medical center.  
 
 
 
 

  In Progress Date Completed 

● Identify worker evacuation route(s) and 
assembly area(s). 

  

● Contact local fire, police, and ambulance and 
provide them with the site plan and list of 
potential emergencies. 

  

● Locate local services to the project (both above 
ground and underground). 

  

● Develop on-site traffic routes.   

● Locate outside materials storage and fabricating 
areas. 

  

● Locate cranes, man/material hoists, and 
unloading docks. 

  

● Locate flammable/combustible materials and 
cylinder storage. 

  

● Locate garbage dumpsters and recycling bins.   

● Complete Hazard Identification and Emergency 
Response checklist. 

  

● Identify if “High Level” rescue is a possibility.   

● Develop Emergency Response procedures for 
items identified in the hazard assessment. 

  

● Ensure that all trades on- site keep daily 
personnel lists. (In the event of a major 
emergency, check names against personnel 
gathered in the assembly area.) 

  

● Include requirements for written notices. (What’s 
required? When? Completed by whom? Who 
does it go to?) See legal obligations. 

 
 

  

 In Progress Date Completed 

● Identify the emergency response team and 
alternates. (Post names.) 

  

● Provide specialized training for ER Team   
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Revised from https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=7&ved=2ahUKEwi-kKO28MDfAhVJUK0KHayNAEAQFjAGegQIBRAC&url=https%3A
%2F%2Fwww.ihsa.ca%2Frtf%2Fhealth_safety_program%2Fresources%2FEmergency_Response_Planning_Checklist.rtf&usg=AOvVaw3wGTjO8q6bXhO7Q47pOMyD  

 In Progress Date Completed 

● Identify worker evacuation route(s) and 
assembly area(s). 

  

● Contact local fire, police, and ambulance and 
provide them with the site plan and list of 
potential emergencies. 

  

● Locate local services to the project (both above 
ground and underground). 

  

● Develop on-site traffic routes.   

● Locate outside materials storage and fabricating 
areas. 

  

● Locate cranes, man/material hoists, and 
unloading docks. 

  

● Locate flammable/combustible materials and 
cylinder storage. 

  

● Locate garbage dumpsters and recycling bins.   

● Complete Hazard Identification and Emergency 
Response checklist. 

  

● Identify if “High Level” rescue is a possibility.   

● Develop Emergency Response procedures for 
items identified in the hazard assessment. 

  

● Ensure that all trades on- site keep daily 
personnel lists. (In the event of a major 
emergency, check names against personnel 
gathered in the assembly area.) 

  

● Include requirements for written notices. (What’s 
required? When? Completed by whom? Who 
does it go to?) See legal obligations. 

 
 

  

 In Progress Date Completed 

● Identify the emergency response team and 
alternates. (Post names.) 

  

● Provide specialized training for ER Team   

members. 

● Designate a contact person to call, necessary 
emergency services, and MOL, MOEE, etc. 

  

● Select member of ER Team to meet and direct 
emergency services vehicles to accident scene. 

  

● Select team member to deal with Media, MOL, 
MOEE, etc. 

  

● Ensure all required rescue equipment/materials 
are readily available on-site. 

  

● Provide for emergency traffic control person 
(properly trained). 

  

● Make provisions for cordoning off the accident 
scene to protect workers. 

  

● Ensure someone on the ER team documents 
where the injured worker has been taken 
(hospital, medical center, etc.) 

  

● Set out method for communicating the plan.   
 
Revised from https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=7&ved=2ahUKEwi-
kKO28MDfAhVJUK0KHayNAEAQFjAGegQIBRAC&url=https%3A%2F%2Fwww.ihsa.ca%2Frtf%2Fhealth_safe
ty_program%2Fresources%2FEmergency_Response_Planning_Checklist.rtf&usg=AOvVaw3wGTjO8q6bXhO7Q4
7pOMyD   
 
 
  

 In Progress Date Completed 

● Identify worker evacuation route(s) and 
assembly area(s). 

  

● Contact local fire, police, and ambulance and 
provide them with the site plan and list of 
potential emergencies. 

  

● Locate local services to the project (both above 
ground and underground). 

  

● Develop on-site traffic routes.   

● Locate outside materials storage and fabricating 
areas. 

  

● Locate cranes, man/material hoists, and 
unloading docks. 

  

● Locate flammable/combustible materials and 
cylinder storage. 

  

● Locate garbage dumpsters and recycling bins.   

● Complete Hazard Identification and Emergency 
Response checklist. 

  

● Identify if “High Level” rescue is a possibility.   

● Develop Emergency Response procedures for 
items identified in the hazard assessment. 

  

● Ensure that all trades on- site keep daily 
personnel lists. (In the event of a major 
emergency, check names against personnel 
gathered in the assembly area.) 

  

● Include requirements for written notices. (What’s 
required? When? Completed by whom? Who 
does it go to?) See legal obligations. 

 
 

  

 In Progress Date Completed 

● Identify the emergency response team and 
alternates. (Post names.) 

  

● Provide specialized training for ER Team   

 In Progress Date Completed 

● Identify worker evacuation route(s) and 
assembly area(s). 

  

● Contact local fire, police, and ambulance and 
provide them with the site plan and list of 
potential emergencies. 

  

● Locate local services to the project (both above 
ground and underground). 

  

● Develop on-site traffic routes.   

● Locate outside materials storage and fabricating 
areas. 

  

● Locate cranes, man/material hoists, and 
unloading docks. 

  

● Locate flammable/combustible materials and 
cylinder storage. 

  

● Locate garbage dumpsters and recycling bins.   

● Complete Hazard Identification and Emergency 
Response checklist. 

  

● Identify if “High Level” rescue is a possibility.   

● Develop Emergency Response procedures for 
items identified in the hazard assessment. 

  

● Ensure that all trades on- site keep daily 
personnel lists. (In the event of a major 
emergency, check names against personnel 
gathered in the assembly area.) 

  

● Include requirements for written notices. (What’s 
required? When? Completed by whom? Who 
does it go to?) See legal obligations. 

 
 

  

 In Progress Date Completed 

● Identify the emergency response team and 
alternates. (Post names.) 

  

● Provide specialized training for ER Team   
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SAMPLE
HAZARD COMMUNICATION AUDIT: CHEMICAL SAFETY 

Facility ____________________  Area ___________________

Auditor ____________________  Date ___________________ 

SAMPLE 
Hazard Communication Audit: Chemical Safety  

 
Facility ____________________  Area ___________________ 
Auditor ____________________  Date ___________________  
 

Area Meets Requirements Action Required Corrective Action (date) 
Employee Knowledge 
Date Last HazCom 
Training       
Written HazCom Program       
Location of SDS       
Container Labeling       
Use of SDS       
Selection & Use of PPE       
Program Administration 
HazCom Plan Up-to-date       
OSHA Standard included 
in plan       
Labeling system described       
List of chemicals & 
locations       
Responsibilities assigned       
Date of Last Audit       
Safeguards 
Engineering safeguards       
Administrative safeguards       
Training safeguards       
Container Labeling 
Legible       
Visible       
Identifies chemical       
Identifies manufacturer       
Lists physical & health 
hazards       

Safety Data Sheets (SDS) 
Available to employees       
Legible       
No missing SDS       
HazCom at each location       
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Chemical Storage 
Storage areas clean, neat, 
well ventilated       
Incompatible chemicals 
stored separately       
No open containers       
Grounding straps on 
flammable liquid drums       
No leaking containers       
No OUT OF DATE 
chemicals       
Flammable chemicals 
stored in approved cabinet       

Personal Protective Equipment (PPE) 
Proper PPE identified       
PPE available       
PPE in good repair       
PPE being used properly       
General Area 
No spills       
Clean-up & spill material 
available       
Containers 18 inches 
away from other stored 
material & sprinkler heads 

      

Minimum amount in 
storage       
Small volumes used for 
tasks       
Flammable liquids no 
closer than three feet to 
sprinkler heads or 
structural beams 

      

Compressed Gases 
All cylinders identified       
Empty cylinders are 
labeled       
Stored in dry, ventilated 
area       
20 feet from combustible 
materials, heat source, or 
electrical wiring 

      

Secured and upright by 
chain or cable       
20 feet from oxygen 
cylinders       
Valves closed & capped       
 
 
 

SAMPLE 
Hazard Communication Audit: Chemical Safety  

 
Facility ____________________  Area ___________________ 
Auditor ____________________  Date ___________________  
 

Area Meets Requirements Action Required Corrective Action (date) 
Employee Knowledge 
Date Last HazCom 
Training       
Written HazCom Program       
Location of SDS       
Container Labeling       
Use of SDS       
Selection & Use of PPE       
Program Administration 
HazCom Plan Up-to-date       
OSHA Standard included 
in plan       
Labeling system described       
List of chemicals & 
locations       
Responsibilities assigned       
Date of Last Audit       
Safeguards 
Engineering safeguards       
Administrative safeguards       
Training safeguards       
Container Labeling 
Legible       
Visible       
Identifies chemical       
Identifies manufacturer       
Lists physical & health 
hazards       

Safety Data Sheets (SDS) 
Available to employees       
Legible       
No missing SDS       
HazCom at each location       
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Program & Training Audit Questions 
  Does the written Hazard Communication Program include: 
  An explanation of what an SDS is and how to use and obtain one? 
  SDS contents for each hazardous substance or class of substances? 
  Explanation of “Right to Understand?” 
  Identification of where employees can see the employer’s written Hazard 

Communication Program and where hazardous substances are present in their work 
areas? 

  The physical and health hazards of substances in the work area, and specific 
protective measures to be used? 

  Details of the Hazard Communication Program, including how to use the labeling 
system and SDS? 

  Are employees trained in the following: 
  How to recognize tasks that might result in occupational exposure? 
  How to use work practice and engineering controls and PPE, and to know their 

limitations? 
  How to obtain information on the types, selection, proper use, location, removal 

handling, decontamination, and disposal of PPE? 
  Who to contact and what to do in an emergency? 

Notes 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
  

SAMPLE 
Hazard Communication Audit: Chemical Safety  

 
Facility ____________________  Area ___________________ 
Auditor ____________________  Date ___________________  
 

Area Meets Requirements Action Required Corrective Action (date) 
Employee Knowledge 
Date Last HazCom 
Training       
Written HazCom Program       
Location of SDS       
Container Labeling       
Use of SDS       
Selection & Use of PPE       
Program Administration 
HazCom Plan Up-to-date       
OSHA Standard included 
in plan       
Labeling system described       
List of chemicals & 
locations       
Responsibilities assigned       
Date of Last Audit       
Safeguards 
Engineering safeguards       
Administrative safeguards       
Training safeguards       
Container Labeling 
Legible       
Visible       
Identifies chemical       
Identifies manufacturer       
Lists physical & health 
hazards       

Safety Data Sheets (SDS) 
Available to employees       
Legible       
No missing SDS       
HazCom at each location       
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SAMPLE
 HAZARDOUS DRUG HANDLERS MEDICAL HISTORY QUESTIONNAIRESAMPLE 

 Hazardous Drug Handlers Medical History Questionnaire 

1. In the course of the past year, have you had any changes in your general health?  
 _____ YES _____ NO     If yes, please describe: 

              _________________________________________________________________________________________  

2. In the course of the past year, have you had any of the following symptoms? 

 Yes No Have you noticed that these symptoms occur in relation to your 
work (e.g., either during the workday or immediately after)?  

Bruising    
Dizziness    
Facial flushing    
Fever    
Gastrointestinal complaints    
Hair loss    
Headache    
Nausea    
Nosebleed    
Respiratory symptoms    
Skin rash    
Sore throat    
Vomiting    
Wheezing    
Other (Specify):    

Unintentional weight loss ___ YES   ___ NO     If yes, how many pounds? ___________ 

3.   In the course of the past year, or since you last completed this questionnaire, have you had any of the following  
      reproductive events listed below? 

a)     Have you or your partner had a problem conceiving a child? _____ YES   _____ NO 

b)     Have you or your partner consulted a physician for a fertility or other reproductive problem?                                      
    _____ YES  _____ NO 

     If yes, who consulted the physician? ___ self  ___ partner  ___ self and partner 

     If yes, please state the diagnosis that was made: ______________________________________________ 
        c)       In the past year, have you or your partner conceived a child resulting in a miscarriage, stillbirth, or birth defect? 

                   _____ YES  _____ NO 

                   If yes, please specify the type of outcome:  _____ Miscarriage  _____ Stillbirth  _____ Birth defect 
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                   If the outcome was a birth defect, please specify the type or describe:            

                   _____________________________________________________________________________________ 
         d)     What is the occupation of your spouse or partner? ______________________________________________ 

         e)     For women only: In the past year, have you had any menstrual irregularities? _____ YES  _____ NO 

                 If yes, please specify the type of menstrual irregularity: ___________________________________________ 
   If yes, how many episodes of this irregularity did you have (in the past year)?__________________________ 

4.   Work History 

a) How many hours a week do you usually work with hazardous drugs (either handling or in the area where they are 

being handled)? ___________________________________________________________________________ 
       b) Has this schedule changed over the past year? _____ YES  _____ NO    If yes, how has it changed?                               

               ________________________________________________________________________________________ 

       c)     In the course of the past year, have you been around an antineoplastic drug spill?_____ YES  _____ NO 
               If yes, please give approximate date or dates (if this occurred more than once):__________________________ 

               If yes, approximately how large was the spill? _____ Less than 5 ml  _____ More than 5 ml 

               If yes, did you clean it up? _____ YES  _____ NO 
               If yes, what protective clothing were you wearing when the spill occurred?  

               ________________________________________________________________________________________ 

        d) In the course of the past year, have you accidentally ingested, breathed in, or had skin contact with an       
               antineoplastic drug or solution?_____ YES  _____ NO     If yes, how often?        

               ______________________________________________________________________________ 

5.   Please check the most appropriate answer as it applies to your antineoplastic drug-handling practice: 

 Always Often Sometimes Rarely Never 

I wear disposable gloves.       
I wear double gloves.      
I change my gloves according to the guidelines on my 
unit. 

     

I wear disposable gowns.      
I wear eye protection (goggles).      
I wear a protective mask.      
I wear disposable booties.      
I wear disposable hair covers.      
If I mix drugs, I use a biologic safety cabinet.      
Note. Based on information from McDiarmid & Curbow, 1992.  
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SAMPLE
INDOOR AIR QUALITY (IAQ) FORM SAMPLE 

Indoor Air Quality (IAQ) Form  
 
Please return form to Occupational Health Services. 
 
Employee Name: _____________________________________ Date: __________________ 
 
Department: ____________________Building: _________________Area/Room: ___________ 
 
Phone/Extension: ___________________ Best time for us to contact you: ________________ 
 
DESCRIPTION OF COMPLAINTS 
[ ] Eye irritation  [ ] Skin irritation   [ ] Headache    
[ ] Odor   [ ] Inability to concentrate  [ ] Nausea   
[ ] Fatigue              [ ] Room temperature or humidity      [ ] Sense stuffiness in room  
[ ] Upper respiratory, symptoms: __________________________________________________ 
[ ] Other, describe: _____________________________________________________________ 
 
Do you have any health issues that make you susceptible to IAQ issues? 
[ ] contact lenses   [ ] chronic respiratory disease 
[ ] allergies    [ ] medical treatments (chemotherapy, etc.) 
[ ] pregnancy    [ ] neurological issues 
[ ] cardiovascular disease  [ ] immunosuppression (recent surgery, illness, etc.)  
  
Date symptoms started: ___________________  [ ] AM  [ ] PM  [ ] Evening 
When is discomfort most noticed now?   [ ] AM  [ ] PM  [ ] Evening 
Days of the week most noticed: __________________________________________________ 
 
Is there odor noticed? [ ] No [ ] Yes, please explain:__________________________________ 
 
Do you associate the complaint with any particular event taking place in the vicinity of your work 
area, such as weather, deliveries, construction, painting, etc.? If so, describe event:__________ 
____________________________________________________________________________
____________________________________________________________________________ 
 
In what area(s) of the building do you experience the discomfort most? ___________________ 
 
Have you seen a doctor?    [ ] No    [ ] Yes, diagnosis: _________________________________ 
 
Employee Signature: ____________________________________  Date:_________________ 
Reviewed with employee by:_______________________________ Date:_________________  
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SAMPLE 
Indoor Air Quality (IAQ) Form  

 
Please return form to Occupational Health Services. 
 
Employee Name: _____________________________________ Date: __________________ 
 
Department: ____________________Building: _________________Area/Room: ___________ 
 
Phone/Extension: ___________________ Best time for us to contact you: ________________ 
 
DESCRIPTION OF COMPLAINTS 
[ ] Eye irritation  [ ] Skin irritation   [ ] Headache    
[ ] Odor   [ ] Inability to concentrate  [ ] Nausea   
[ ] Fatigue              [ ] Room temperature or humidity      [ ] Sense stuffiness in room  
[ ] Upper respiratory, symptoms: __________________________________________________ 
[ ] Other, describe: _____________________________________________________________ 
 
Do you have any health issues that make you susceptible to IAQ issues? 
[ ] contact lenses   [ ] chronic respiratory disease 
[ ] allergies    [ ] medical treatments (chemotherapy, etc.) 
[ ] pregnancy    [ ] neurological issues 
[ ] cardiovascular disease  [ ] immunosuppression (recent surgery, illness, etc.)  
  
Date symptoms started: ___________________  [ ] AM  [ ] PM  [ ] Evening 
When is discomfort most noticed now?   [ ] AM  [ ] PM  [ ] Evening 
Days of the week most noticed: __________________________________________________ 
 
Is there odor noticed? [ ] No [ ] Yes, please explain:__________________________________ 
 
Do you associate the complaint with any particular event taking place in the vicinity of your work 
area, such as weather, deliveries, construction, painting, etc.? If so, describe event:__________ 
____________________________________________________________________________
____________________________________________________________________________ 
 
In what area(s) of the building do you experience the discomfort most? ___________________ 
 
Have you seen a doctor?    [ ] No    [ ] Yes, diagnosis: _________________________________ 
 
Employee Signature: ____________________________________  Date:_________________ 
Reviewed with employee by:_______________________________ Date:_________________  

SAMPLE
JOB DESCRIPTION - MANAGER

Job Title: Manager, Occupational Health Services and Workers’ Compensation

Department: Occupational Health Services (OHS)

Reports to: Vice President, Human Resources

A. BASIC PURPOSE
To plan, develop, implement, and evaluate activities and services relating to the OHS and Workers’ Compensation Pro-
gram to provide high quality and cost effective occupational health services to employees and volunteers.

B. PRIMARY RESPONSIBILITIES
1. Develops and implements occupational health programs to meet legal and regulatory requirements and reduce the 

risk associated with health and safety programs.
2. Identifies work-related injury and illness trends; prioritizes and initiates interventions at all levels of the 

organization.
3. Develops and implements policy, procedures, and quality assessment systems to monitor and improve the quality 

of OHS services and activities.
4. Manages the Workers’ Compensation third party administrator (TPA), represents the facility at the Workers’ 

Compensation Appeals Board, negotiates claim closure or settlement, and supervises medical case management.
5. Participates on and gives regular reports to the hospital Infection Prevention and Control and Environment of Care 

committees.
6. Develops and manages the annual budget for OHS.
7. Recruits, hires, manages, and develops OHS staff: occupational health nurse practitioner; occupational health 

nurse; administrative secretary; and other clerical staff.
8. Provides consultation to administrators, department directors, supervisors, and employees, and coordinates 

interventions regarding occupational health and safety problems with facility departments.
9. Manages contracts, develops service agreements, and coordinates activities for Emergency Physician Services, 

Workers’ Compensation TPA, Environmental Health, and Safety Services.
10. Conducts communication, education, and training to all levels of the organization regarding OHS programs and 

activities.
11. Ensures that the occupational health programs meet Occupational Safety and Health Administration (OSHA), 

Title 22, The Joint Commission, Nurse Practice Act, and the state Workers’ Compensation statute, as well as other 
applicable state and federal laws.

12. Provides clinical services in OHS as described in the occupational health nurse practitioner job description.
13. Participates in professional development activities and maintains professional affiliations.
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C. INTERNAL/EXTERNAL CONTACTS
1. Internal Contacts: OHS staff; director of Human Resources; directors of all departments; physicians, employees, 

and their supervisors; volunteers; staff in departments such as Personnel, Infection Prevention and Control, Physi-
cal Therapy, Pharmacy, Laboratory and Emergency.

2. External Contacts: Workers’ compensation claims administrator; staff; physicians; vocational counselors; attor-
neys; and other occupational health professionals.

D. PHYSICAL REQUIREMENTS
1. Requires intermittent standing, walking, and sitting, occasional bending and reaching overhead.
2. Must have manual and finger dexterity and eye-hand coordination.
3. Requires corrected vision and hearing to normal range.
4. Requires potential exposure to communicable diseases and bodily fluids.
5. When performing clinical functions, may require the physical ability to lift and assist with the transfer of patients, 

push a patient in a wheelchair or on a gurney weighing up to 300 pounds, and respond quickly to traumatic injury.

E. QUALIFICATIONS
1. Current registered nurse license.
2. Master’s degree in nursing.
3. Current certification as an occupational health nurse.
4. Five years experience in occupational health and workers’ compensation.

F. KNOWLEDGE, SKILLS, AND ABILITIES
1. Management experience with organizational and priority-setting skills.
2. Strong written and oral communication skills; strong oral presentation, teaching, and counseling skills, as well as 

conflict management and supervisory skills.
3. Knowledge of workers’ compensation, occupational health and safety, industrial hygiene, toxicology, ergonomics, 

and risk management to develop programs and conduct complex problem solving.
4. Physical assessment and case management skills.
5. Specific knowledge of legal requirements of occupational health programs including OSHA, Title 22, Workers’ 

Compensation Labor Code, and Nurse Practice Act.
6. Ability to function with minimal direction or consultation.

G. MISSION
1. Responsible for extending the mission and philosophy of  the organization by treating each patient, staff member, 

and the public in a dignified manner with respect, kindness, and understanding.

Department Manager’s Signature: _______________________   Date: __________________

Administrator’s Signature: _____________________________ Date: __________________

Personnel Review and Approval: ________________________  Date: __________________

Note: This is a general description of the nature and level of work performed by employees in this classification. It may 
not include every responsibility, duty, and skill required of persons who successfully do this job.



159Samples

AOHP Getting Started: Occupational Health in the Healthcare Setting 16th Edition

SAMPLE
JOB DESCRIPTION - MEDICAL DIRECTOR

Job Title: Medical Director, Occupational Health Services (OHS)
  
Department: Occupational Health Services (OHS)  
  
Job Group: Management

Division: Patient Care Delivery Systems  

GENERAL SUMMARY
The medical director, OHS, reports to the director of OHS and the director of the medical group. The medical director 
works collaboratively with the manager of OHS, the director of Human Resources, and the support staff of both OHS and 
Human Resources. This position has broad accountabilities and the leadership latitude to review, design, implement, and 
improve occupational medicine care systems and processes to achieve optimal quality provided in an efficient and produc-
tive manner. In addition to serving as one of the primary medical services providers, the incumbent will play a key role 
in the development and coordination of quality assurance standards and professional medical protocols with and for other 
OHS physician providers. The medical director will practice medicine and promote the practice of occupational medicine 
according to the Code of Ethical Conduct of the American College of Occupational and Environmental Medicine.

CORPORATE PHILOSOPHY STATEMENT
It is the obligation of each employee of the medical center to abide by and promote the corporate philosophy, values, mis-
sion, and vision.

PRINCIPAL DUTIES AND RESPONSIBILITIES

1. Performs direct patient care: examines; evaluates; assesses; obtains appropriate diagnostic tests; and provides 
immediate treatment, as needed, for illnesses or injuries occurring in a wide variety of workplaces and settings. 

2. Establishes treatment plans for OHS clients requiring more than single visit attention; prescribes diagnostics and 
medications; completes referrals to appropriate medical specialists, as indicated; refers to non-physician providers 
such as physical therapy, occupational therapy, other rehabilitation; communicates with other providers in a team 
approach; communicates patient status and treatment plans with client employers.

3. Performs pre-placement and annual physicals with deference to the client’s work environment and job duties; 
performs Independent Medical Evaluations (IME) and accepts medical specialty consults, as appropriate; 
performs environmental assessment of work sites, as needed and requested. Acts as medical review officer (MRO) 
for requesting client companies relative to their pre-placement and periodic drug and alcohol screening needs.

4. Works with OHS staff to ensure timely and accurate completion of medical records, charts, and communications.

5. Makes recommendations to client employers relative to their employees’ work status and job duties potential; 
when requested meets with employers to discuss health and safety needs and conducts on-site workplace 
assessment. Serves as medical surveillance officer for client companies as needed.

6.   Establishes and regularly monitors all levels of care provided to OHS clients; reviews care provided by other 
physicians and clinicians; offers medical judgment and negotiates alterations in treatment plans, as appropriate, to 
ensure all clinicians practice with objectivity, integrity, and in keeping with established practice guidelines.
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7. Works with the OHS manager to ensure operations are consistent with medical practice guidelines, policies, 
and professional standards for occupational medicine; collaborates with clinical staff for development, 
implementation, and revision of policies affecting practice parameters, patient care protocols, clinical judgment, 
and quality clinical outcomes for OHS clients.

8. In collaboration with the manager and the director of OHS, assists in selection and evaluation of staff; makes 
recommendations for space and equipment needs; assists in development, justification, and continuing adherence 
to the annual operating budget.

9. Represents OHS and the medical center on a variety of internal and external committees, task forces, and specialty 
meetings; actively participates in development of integrated programs such as wellness, risk-minimizing, and 
preventive medicine, as well as a system-wide occupational health program.

10. Maintains a high level of awareness of changes within the industry through reading, seminar attendance, and 
other forms of continuing medical education. Develops, directs, and monitors compliance of continuing medical 
education courses for participating physicians and clinical staff. Promotes, supports, and engages in projects and 
activities which will develop or improve OHS.

11. Represents the medical center in the community to foster goodwill, and program and system awareness.

MINIMUM KNOWLEDGE, SKILLS, & ABILITIES REQUIRED

1. Graduate of an accredited school of medicine; completion of an accredited residency program in occupational 
medicine or comparable area; current licensure to practice medicine in the state.

2. Experience as normally attained with four to six years of progressively more challenging assignments in 
industrial, corporate, or occupational medicine with an emphasis on preventive medicine and health risk 
intervention techniques; preferably board certified or board eligible in occupational medicine.

3. Understands business practice analysis and reporting mechanisms; able to understand and verbalize how the 
business portion impacts the clinical portion of occupational medicine.

4. A thorough, current, and working knowledge of: OSHA regulations; toxic exposure protocols; workers’ 
compensation rules, regulations and patient management; Department of Transportation (DOT) drug and alcohol 
screening rules and regulations; certification as DOT medical examiner preferred.

5. Demonstrated ability to lead professional staff. Ability to motivate and challenge others. Ability to assess team 
members’ abilities and distribute workloads accordingly. Ability to objectively evaluate professional staff 
performance and coach continuing improvement.

6. Excellent written and verbal communication skills. A high level of interpersonal skills necessary to communicate 
effectively with a wide range of patients, client companies, staff, and other medical professionals.

7. Planning and organizational skills necessary to develop, implement, and evaluate all facets of the occupational 
health program’s efficiency, effectiveness, and quality.

PHYSICAL REQUIREMENTS & WORKING CONDITIONS

1. Normal medical office environment with little exposure to excessive noise, dust, temperature, etc. Occasional 
exposure to potentially harmful bodily fluids or contagious organisms while providing direct patient care. 
Occasional potential exposure to harmful toxins, noise, dust, temperature extremes, and/or dangerous conditions 
when performing job-site evaluations/inspections.

2. Work requires ability to reach and grab with arms and hands, manual dexterity, ability to communicate with 
others, and color vision. Work requires proofreading and checking documents for accuracy on a daily basis.

3. Work requires occasional travel in a personal vehicle to visit client companies’ work sites or to attend meetings or 
seminars in the community.
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4. Work requires ability to use a keyboard and video display terminal to receive, retrieve, and/or audit information 
and data on an hourly basis.

5.  Work requires ability to lift and carry objects weighing up to 10 pounds on a daily basis.

REPORTING RELATIONSHIPS

1. Reports to the director of OHS and the director of the medical group.

2. Has responsibility for leading and supervising the work of 1.5 FTEs of professional physician staff.

Note: This is a general description of the nature and level of work performed by physicians in this classification. It 
does include duties for a medical director in an occupational health service that provides contracted services to outside 
employers in addition to healthcare facility employees. It may not include every responsibility, duty, and skill required of 
persons who successfully do this job.
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SAMPLE
JOB DESCRIPTION - OCCUPATIONAL HEALTH NURSE

Job Title:          Occupational Health Nurse 

Department:    Occupational Health Services (OHS)

Reports to:       Manager, Occupational Health Services

A. BASIC PURPOSE
To provide quality, cost-effective occupational health services to healthcare employees, physicians, and volunteers.

B.  PRIMARY RESPONSIBILITIES
1. Conducts triage evaluation of work-related injuries and illnesses.

2.   Performs pre-placement/post offer assessments, health surveillance, assists with Department of Transportation 
(DOT) examinations and return to work assessments.

3. Provides case management for workers’ compensation cases.

4. Provides health and safety education and training in both formal and informal settings.

5. Performs job site evaluations with ergonomic and hazard appraisal considerations.

6. Provides referrals for non-occupational health concerns.

7. Maintains all occupational health information in a confidential manner.

8. Administers vaccine and health surveillance programs.

9. Initiates and coordinates assessment and completion of corrective actions in response to identified safety and 
health problems.

10. Maintains documentation required by the Occupational Safety and Health Administration (OSHA), and facility 
policy and procedures.

11. Prepares reports of employee health and safety information.

12. Assumes responsibility and accountability for time management, professional relationships, and interpersonal 
communication.

13. Participates in professional development activities and maintains professional affiliations.

C.  INTERNAL /EXTERNAL CONTACTS
1. Regular contact with department directors, managers, and supervisors. 

2.   Regular meeting with OHS; interacts regularly with OHS staff members.

3. Responsible for selecting and evaluating effectiveness of referral resources.

4. Serves as a liaison between employees and community resources.

5. Interacts regularly with staff in ancillary departments including Laboratory, 

      Pharmacy, Physical and Occupational Therapy, and the workers’ compensation administrator.                
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D.  PHYSICAL CAPABILITIES
1. Requires the capacity to assist with the physical care of injured or ill workers.

2. Must have manual and finger dexterity and eye-hand coordination.

3. Requires intermittent standing, walking, and sitting, occasional bending and reaching overhead.

4. Requires corrected vision and hearing to a normal range.

5. Ability to work with competing demands.

6. Potential exposure to communicable diseases and bodily fluids.

E.    QUALIFICATIONS 
1. Current license to practice as a registered nurse.

2. Bachelor’s degree in nursing or equivalent.

3. One year occupational health experience preferred.

4. Current CPR certification.

5. Certified Occupational Health Nurse (COHN, COHN-S) preferred.

6. Valid state driver’s license.

F.    KNOWLEDGE, SKILLS, AND ABILITIES
1 Knowledge of health promotion, specific health and safety hazards, ergonomics, workers’ compensation, and 

OSHA standards.

2. Excellent physical assessment skills.

3. Able to communicate clearly, and establish and maintain effective working relationships with staff, employees, 
physicians, and allied health professionals.

4.    Able to instruct employees and implement educational programs.

5. Able to work independently without other medical resources immediately available.

6. Able to evaluate and triage priorities to work effectively in a rapidly changing environment.

7.   Skill in developing and maintaining department quality assurance.

8.   Skill in preparing and maintaining records and written reports, and in responding to correspondence.

G.   MISSION
Responsible for extending the mission and philosophy of the healthcare organization by treating each employee, staff 
member, and the public in a dignified manner with respect, kindness, and understanding.

Department Head Signature: _________________________________  Date: ________________

Administrator Signature: ____________________________________  Date: ________________ 

Personnel Review and Approval:______________________________  Date: ________________

Note: This is a general description of the nature and level of work performed by employees in this classification. It includes 
the essential functions but not every responsibility, duty, and skill required of persons who successfully do this job.
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SAMPLE
OCCUPATIONAL HEALTH SERVICES

LAB ANIMAL WORKERS: ANNUAL/PERIODIC HEALTH ASSESSMENT

Confidential: Only to be shared with Occupational Health and not with supervisor

Employee Name___________________________________   HMC/PSU.NO___________

Work Unit_______________________________   Job Title___________________________

Date of Birth_________________   Supervisor____________________________________

HEALTH HISTORY (CHECK YES OR NO) 
Have you had any illnesses or hospitalizations since your last occupational health evaluation? YES [ ] NO [ ] If yes, please 
give details: 
___________________________________________________________________________________________________

___________________________________________________________________________________________________

Have you been diagnosed with asthma or any allergies since your last employee health evaluation? YES [ ] NO [ ] If yes, 
please give details:
___________________________________________________________________________________________________

___________________________________________________________________________________________________

PLEASE LIST ALL MEDICATIONS THAT YOU TAKE 

________________________________ _______________________________ ______________________________ 

________________________________ _______________________________ ______________________________ 

Do you have house pets? YES [ ] NO [ ] If yes, please list: 

___________________________________________________________________________________________________

Do you live or work on a farm? YES [ ] NO [ ] If yes, please list animals you have contact with:

___________________________________________________________________________________________________

Do you have sneezing spells, runny or stuffy nose, watery or itchy eyes, coughing, wheezing, or shortness of breath after 
contact with live animals or their bedding? YES [ ] NO [ ] NOT APPLICABLE [ ] 
If yes, circle all of the following animals that cause your symptoms: 

GUINEA PIG   RABBIT   HAMSTER  

GOAT    DOG      HORSE    

CAT      SHEEP     MOUSE  

OTHER__________________________    RAT
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In general, how often are you bothered by the following symptoms related to work with laboratory animals or their cages? 

Skin rash or hives Not troubled [  ] Once/ month [   ] Once/ week [   ] Almost daily [   ]

Watery, itchy eyes Not troubled [  ] Once/ month [   ] Once/ week [   ] Almost daily [   ]

Runny or stuffy nose Not troubled [  ] Once/ month [   ] Once/ week [   ] Almost daily [   ]

Sneezing spells Not troubled [  ] Once/ month [   ] Once/ week [   ] Almost daily [   ]

Frequent cough Not troubled [  ] Once/ month [   ] Once/ week [   ] Almost daily [   ]

Wheezing in chest Not troubled [  ] Once/ month [   ] Once/ week [   ] Almost daily [   ]

Shortness of breath Not troubled [  ] Once/ month [   ] Once/ week [   ] Almost daily [   ]

Do you have any health concerns regarding your work with animals? YES [ ] NO [ ] 
If yes, please describe:

________________________________ _______________________________ ______________________________ 

________________________________ _______________________________ ______________________________ 

I certify that the above statements are true, complete, and correct to the best of my knowledge and belief. 

_____________________________________ _______________________________ ________________________     
Signature                                                       Printed Name                             Date 

_____________________________________    ________________________ 
Reviewed by     Date
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SAMPLE
OCCUPATIONAL HEALTH SERVICES

LAB ANIMAL WORKERS: INITIAL HEALTH ASSESSMENT

Confidential: Only to be shared with Occupational Health and not with supervisor

Employee Name___________________________________   HMC/PSU.NO___________

Work Unit_______________________________   Job Title___________________________

Date of Birth_________________   Supervisor____________________________________

Section 1: HEALTH HISTORY (CHECK YES OR NO) 

              Y   N         Y   N                       Y   N

ASTHMA    KIDNEY PROBLEMS   JAUNDICE/ HEPATITIS  

ECZEMA    ANEMIA/BLEEDING   STROKE  

“HAYFEVER” OR   MENTAL ILLNESS   SEIZURE DISORDER
SEASONAL ALLERGIES  

SKIN RASHES   BACK TROUBLE   HEART DISEASE  

DIABETES    GOUT/ARTHRITIS   CANCER  

REPEATED EPISODES  GLOVE    PROBLEMS WITH
OF DIARRHEA   ALLERGIES/RASHES   VISION OR HEARING

IMMUNE SYSTEM   DIAGNOSIS OF   HERNIATIONS
SUPPRESSION   LATEX ALLERGY

Previous hospitalizations (list all except childbirth):
________________________________ _______________________________ ______________________________ 

________________________________ _______________________________ ______________________________

Do you have any health problems not listed above that would affect your work with animals? YES[   ]    NO [   ]
If yes, please give details: 

___________________________________________________________________________________________________

___________________________________________________________________________________________________

Please list all medications that you take:

________________________________ _______________________________ ______________________________ 

________________________________ _______________________________ ______________________________
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Section 2: COMMUNICABLE DISEASE HISTORY

 YES NO UNCERTAIN
 (Date) 

HAVE YOU HAD CHICKENPOX?   

HAVE YOU HAD MEASLES?   

HAVE YOU HAD RUBELLA?   

HAVE YOU HAD MUMPS?   

HAVE YOU HAD TUBERCULOSIS?   

Section 3: IMMUNIZATIONS, TB SCREENING, AND DIAGNOSTIC TEST HISTORY

HAVE YOU HAD THE FOLLOWING IMMUNIZATIONS (IF YES, ESTIMATE YEAR)

Tetanus __________ Hepatitis B series__________

Polio ____________ Rabies initial vaccine series  __________

Flu ______________ Most recent rabies booster ________

MMR 1 ___________ Smallpox vaccine __________

MMR 2 ___________ 

 
WHEN DID YOU LAST HAVE THE FOLLOWING?

TB TEST (either a skin test or blood test)    DATE____________  RESULT__________

HAVE YOU EVER HAD A POSITIVE TB SKIN TEST?    YES [   ]   NO [   ]
IF YES:
WERE YOU TREATED?   YES [    ]   NO   [    ]    DATE AND LENGTH OF TREATMENT______________________

CHEST X-RAY ____________

          
Section 4: ALLERGY HISTORY AND ANIMAL EXPOSURE HISTORY

DO YOU HAVE ANY MEDICATION ALLERGIES?  YES [   ]    NO [   ]
If yes, please list:
__________________________________________________________________________________________________

DO YOU HAVE ANY ALLERGIES TO POLLEN OR FOOD?   YES [   ]    NO [   ]
If yes, describe the allergy: 
__________________________________________________________________________________________________

DO YOU HAVE ANY HOUSE PETS? YES [   ] NO [   ]
If yes, please list:
__________________________________________________________________________________________________
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DO YOU LIVE OR WORK ON A FARM?  YES [   ] NO [   ]
If yes, please list animals with which you have contact:
__________________________________________________________________________________________________

Section 5: WORK HISTORY WITH LAB ANIMALS

HAVE YOU WORKED WITH RESEARCH ANIMALS BEFORE? YES[   ] NO[   ]   

DO YOU HAVE ANY CONCERNS ABOUT WORKING WITH RESEARCH ANIMALS?  YES[   ] NO[   ]   
If yes, what are your concerns? 
__________________________________________________________________________________________________
 
IF YOU HAVE WORKED WITH RESEARCH ANIMALS, HAVE YOU HAD ANY OF THE FOLLOWING:
SNEEZING SPELLS, RUNNY OR STUFFY NOSE, WATERY OR ITCHY EYES, COUGHING, WHEEZING, OR 
SHORTNESS OF BREATH AFTER CONTACT WITH ANIMALS OR THEIR CAGES/ BEDDING?    YES [   ]  NO [   ]

IF YES: CIRCLE ALL OF THE FOLLOWING THAT CAUSE ANY OF YOUR SYMPTOMS

GUINEA PIG RABBIT

HAMSTER GOAT

DOG HORSE

CAT SHEEP

MOUSE BEDDING

RAT OTHER__________________________

IN GENERAL HOW OFTEN ARE YOU BOTHERED BY THE FOLLOWING SYMPTOMS RELATED TO WORK 
WITH ANIMALS OR THEIR CAGES? 

Skin rash or hives Not troubled [  ] Once/ month [   ] Once/ week [   ] Almost daily [   ]

Watery, itchy eyes Not troubled [  ] Once/ month [   ] Once/ week [   ] Almost daily [   ]

Runny or stuffy nose Not troubled [  ] Once/ month [   ] Once/ week [   ] Almost daily [   ]

Sneezing spells Not troubled [  ] Once/ month [   ] Once/ week [   ] Almost daily [   ]

Frequent cough Not troubled [  ] Once/ month [   ] Once/ week [   ] Almost daily [   ]

Wheezing in chest Not troubled [  ] Once/ month [   ] Once/ week [   ] Almost daily [   ]

Shortness of breath Not troubled [  ] Once/ month [   ] Once/ week [   ] Almost daily [   ]

I certify that the above statements are true, complete, and correct to the best of my knowledge and belief.

_____________________________________ _______________________________ ________________________     
Signature                                                       Printed Name                             Date 

_____________________________________    ________________________ 
Reviewed by     Date
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SAMPLE
OCCUPATIONAL HEALTH SERVICES

LAB ANIMAL WORKERS: VACCINE AND DIAGNOSTIC TESTING CHECKLIST
SAMPLE  

Occupational Health Services 
Lab Animal Workers: Vaccine and Diagnostic Testing Checklist 

 
Legend: 
H-Handling/Direct Contact   C-Cleaning Cages/Feeding 
T-Animal Tissue Contact  E-Environmental Contact (Same Room/Lab) 

1 2 3 4 5 
Purpose-bred 
rodents/Rabbits 

Wild-caught rodents/Rabbits Cows Cats Non-human 
primates 

Reptiles/Amphibians/Fish Other wild-caught mammals: please 
specify 

Horses Dogs  

Wild Birds/Domestic Birds  Pigs/Sheep/Goats Bats  
 

                                  Testing/Vaccination Regimen                       Targeted Population 
Tetanus Vaccine Recommend primary series and boosters 

every 10 years (given by PCP) 
All employees 

Rabies Vaccine Primary series followed by titers every 2 
years 

H4, H5, and H2  

TB Testing Yearly TB testing for employees with no 
history of positive test 

Category H5, T5, C5, E5 
Employees with positive TB testing 
should undergo physician clearance 
before any contact with primates 

CXR  Initial evaluation for positive TB test 
Yearly TB questionnaire 

Measles Documentation of 2 MMR vaccines or 
positive Rubeola antibody titer 

H5, C4, employees working with cats 

Hepatitis B 
Vaccine 

Initial series of 3 vaccines followed by 
HBAT 30-60 days following series (Follow 
CDC/APIC Guidelines re: Hepatitis B)  

H5, T5 OR 
Human Contact OR 
Working with Hepatitis B vaccine 

Influenza Yearly vaccination Offered to all employees 

Smallpox 
Vaccine 

 Employees working with vaccinia 
virus 

Toxoplasmosis 
serology 

Offered to women of childbearing age 
working with cats 

H4, C4, employees working with cats 
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SAMPLE
LATEX ALLERGY SCREENING TOOL

These questions are designed to help determine if you may have a latex sensitivity.

Name (Print) _______________________Signature ______________________Date______________

SAMPLE 

Latex Allergy Screening Tool 

These questions are designed to help determine if you may have a latex sensitivity. 

Name (Print) _______________________Signature 
______________________Date______________ 

Please complete the following: Yes No 
Have you ever had an allergic reaction to latex or rubber products?   
If so, is your doctor aware of this allergy?   
Have you ever been tested for latex allergy?   
Have you ever had a reaction in your mouth (such as sores or itching) after dental work?   
Does your job/occupation involve contact with products which contain latex rubber?    
If “Yes” is checked for any of the following, a Physician/Nurse Practitioner must review and sign this 

form. 
If “No” is checked on all, a nurse may review and sign this form. 

Have you had a reaction to any of the following sources of latex/rubber? 
 Yes No  Yes No 

Balloons   Rubber gloves   
Hot water bottles   Rubber bands, balls   
Foam pillows   Baby bottles, nipples   
Pacifiers   Shoes   
Erasers   Elastic bands   
Face masks   Medical devices such as catheters   
Adhesive tape, Band-Aids   Latex rubber birth control devices 

(condoms, diaphragm, etc.) 
  

Elastic or stretchy clothes (belts, bras, 
suspenders, elastic waist bands, etc.) 

  Other:   

After handling latex products, have you had any of the following? 
 Yes No  Yes No 
Difficulty breathing, wheezing   Runny nose, congestion   
Chapping or “cracking” of hands   Itching (e.g., of hands, eyes) or 

rash 
  

Hives   Redness   
Swelling of the body, tongue, or face   Excessive tearing or reddened 

eyes 
  

Low blood pressure   Other:   
Do you have a history of any of the following? 

 Yes No  Yes No 
Contact dermatitis   Asthma, bronchitis   
Hay fever   Eczema   
Disease of the immune system (e.g., lupus, 
etc.) 

     

Do you have food allergies? 
 Yes No  Yes No 
Bananas   Kiwi   
Avocados   Chestnuts   
Papaya   Potatoes   
Tomatoes   Peaches   
Almonds   Celery   
Figs   Corn products   
Other:   

LATEX ALLERGY RISK (Check One):   □High        □ Low 
 
Print Provider Name and Credentials __________________________ 
Provider Signature________________________ 
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SAMPLE
LATEX ALLERGY/SENSITIVITY PRECAUTIONS

If you are diagnosed as having an allergy/sensitivity to natural rubber latex, it is recommended that you take steps to avoid 
contact with products containing latex. The following table distinguishes between allergy and sensitivity.

SAMPLE  

Latex Allergy/Sensitivity Precautions 

If you are diagnosed as having an allergy/sensitivity to natural rubber latex, it is recommended 
that you take steps to avoid contact with products containing latex. The following table 
distinguishes between allergy and sensitivity. 

Mechanism Terms Used Signs & Symptoms Cause 
Irritation Contact 

dermatitis  
(non-allergic 
irritation) 

Dry, crusty hard bumps, 
sores, and horizontal cracks 
on skin; dermatitis on the 
areas with contact, i.e., 
backs of hands under the 
gloves. 

Hand washing, 
insufficient rinsing, 
scrubs, antiseptics, 
glove occlusion, glove 
powder 
 

Type IV 
hypersensitivity 
Cell-mediated 

Sensitivity (to 
latex or related 
chemicals);  
delayed type 
hypersensitivity; 
allergic contact 
dermatitis; 
chemical allergy 

Red, raised, palpable area 
with bumps, sores, and 
horizontal cracks may 
extend up the forearm.  
Occurs after a sensitization 
period. Appears several 
hours after glove contact 
and may persist for days. 

Exposure to chemicals 
used in latex 
manufacturing, mostly 
thiurams 

Type I 
hypersensitivity 
IgE-mediated 

Latex Allergy: 
immediate type 
hypersensitivity; 
protein allergy 

Wheal and flare (hives) 
response or itchy redness 
on the skin under the glove 
or other latex item. Occurs 
within minutes. Symptoms 
can include facial swelling, 
rhinitis, eye symptoms, 
generalized urticaria, 
respiratory distress, and 
asthma. In rare cases, 
anaphylactic shock may 
occur. 

Exposure to proteins in 
latex-containing objects, 
i.e., latex on glove 
surface and/or bound to 
powder and suspended 
in the air, settled on 
objects, or transferred 
by touch. 

 

Latex is found in many products in industry, in the healthcare environment, and in the home.  
Avoidance of contact is the best way to prevent an increasing sensitivity or serious reaction. 
Listed below are some actions to avoid exposure: 

● Read packaging. Labeling is now required for products containing latex.  
● Avoid touching, using, or being near latex-containing products. Be aware that many 

common products contain latex, including balloons, elastic in clothing and diapers, 
rubber handles, toys, tires, shoes, glue, and rubber bands. 

● Avoid areas where latex is likely to be inhaled (for example, where powdered latex 
gloves are being used). 

● Carry non-latex gloves in case you are in an accident or require emergency treatment 
and the responder does not have non-latex gloves available. 

● Notify doctors, dentists, and other care providers of your latex allergy so that they can 
use non-latex products.  

Latex is found in many products in industry, in the healthcare environment, and in the home.  Avoidance of contact is the 
best way to prevent an increasing sensitivity or serious reaction. Listed below are some actions to avoid exposure:

• Read packaging. Labeling is now required for products containing latex. 

• Avoid touching, using, or being near latex-containing products. Be aware that many common products contain 
latex, including balloons, elastic in clothing and diapers, rubber handles, toys, tires, shoes, glue, and rubber bands.

• Avoid areas where latex is likely to be inhaled (for example, where powdered latex gloves are being used).

• Carry non-latex gloves in case you are in an accident or require emergency treatment and the responder does not 
have non-latex gloves available.

• Notify doctors, dentists, and other care providers of your latex allergy so that they can use non-latex products. 

• Before receiving any injections, be sure the person giving them uses only latex-free vials, syringes, gloves, and 
dressings.
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• If you have a confirmed latex allergy, wear a “Medical-Alert” bracelet and carry an EpiPen®.

• Seek immediate care if you have hives, acute respiratory symptoms, or symptoms of anaphylaxis.

• Be aware that some foods have a cross-reactivity with latex proteins and may need to be avoided, including 
bananas, avocados, tropical fruits (including papaya), kiwi, chestnuts, tomatoes, potatoes. 

Some people have increased risk for latex sensitivity, including individuals:

• Who have had multiple intra-abdominal or genitourinary surgical procedures. 

• With chronic conditions requiring continuous or intermittent catheterization. 

• Who work in the medical and dental professions who have daily exposure to latex products. 

• With a history of allergies, hives, eczema, asthma, and/or restrictive airway disease. 

• With a history of reactions to latex (balloons, condoms, gloves). 

• Who are of the female gender. 

• Who are allergic to bananas, avocados, tropical fruits, kiwi, chestnuts, and those who have an increased risk for 
latex allergy due to possible cross-reactivity of food and latex allergens. 

• Who have allergic responses to poinsettia plant sap.

• With a history of contact dermatitis.

Our facility is committed to being latex-safe, taking the following precautions:

• Package labeling clearly identifies medical products that contain latex.

• Latex-free alternatives are available for most medical products.

• Non-latex exam gloves are used throughout the facilities.

• When sterile latex gloves are necessary, reduced-protein, powder-free gloves are provided.

• Latex balloons are not allowed.

Emergency: If you believe you are experiencing signs of a life-threatening allergic reaction— call 911. Emergency 
symptoms include respiratory difficulty (wheezing, bronchospasms, swelling of the throat), rapid weak pulse, hypoten-
sion, swelling of the lips, face, or throat.

Non-Emergency: If you believe you are developing non-life-threatening work-related signs of latex allergy/sensitivity, 
please contact the Employee Care Center for further evaluation.
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SAMPLE
OCCUPATIONAL HEALTH SERVICES

DEPARTMENT ORIENTATION CHECKLIST

Subject Date Initials Subject Date Initials
Phones: Work-related Injuries:
Extensions Reporting process
Tracking messages Reporting form
Scheduling appointments: Event evaluation
   Physicals Exposures BBF
   Immunizations/TB Exposures to ID
   WC/other Follow-up process:
   Meetings    OHS
Transferring calls    Panel MD
Voice mail system/code/s    HR
Computer:    Supervisor
Assignment of code/s Documentation
Housewide system/s:    Chart
   Email    State form/s
   Microsoft Office    OSHA 
   Internet access/site/s Immunizations/TB:
OHS tracking system Pre-placement
   Demographics Annual
   Immunizations Post-exposure
   WC Documentation
   Reports Hepatitis B vaccine
Physicals: Flu vaccine
Pre-placement Other(s)
   Forms Recordkeeping:
   Urine drug testing Daily logs
   Lab tests Individual charts
   Clearance process OSHA requirements
   Additional follow-up Chart order
   Documentation Terminations
Medical surveillance: Reports
   Notification process Volunteers:
   Forms Health screening
   Documentation MMR, Varicella
Committees: TB testing

Employee:_____________________________________________________   Date:_____________________
This Orientation Checklist is to be completed during the employee's first six months in the department.

Environment of Care Flu vaccine
Infection Prevention & Control Students:
Wellness Hospital SNs
Infection Prevention & Control: Radiology students
Meet IPC manager Community college SNs
Collaboration process Manuals:
Reports to IPC Department P&Ps
Post-exposure process Other - Safety, Emergency
Fitness for Duty EAP
Role in Wellness Program Other

Initials:_________   Full name:_____________________________________________
Employee's signature:____________________________________________________
Manager's signature:_____________________________________________________

I acknowledge that I have received and understand the above information. I have had the opportunity to ask questions, and they 
I acknowledge that I have received and understand the above information. I have had the opportunity to ask questions, and they 
have been answered.



174 Samples

AOHP Getting Started: Occupational Health in the Healthcare Setting 16th Edition

SAMPLE
OCCUPATIONAL HEALTH SERVICES

PLAN FOR SERVICES

Scope and Complexity of Services          
Occupational Health Services (OHS) provides the scope and complexity of services necessary to maintain a healthy work-
force within the hospital. This includes off-site facilities. The scope of services includes:

• Pre-placement health examinations (i.e., health history, immunization review, physical examination, urine drug 
testing, and TB skin testing).

• Annual medical surveillance programs. 
• Evaluation, treatment, and follow-up of work-related injury/illness, including case management. 
• Return to work evaluations (fitness for duty).
• Monitoring of transfer/shared staff health records/status.
• Evaluation of ergonomics requests.
• TB surveillance.
• Infection prevention and control, blood and body fluid post-exposure follow-up; potential infectious disease expo-

sure follow-up.
• Health record review for incoming students (medical, nursing, and affiliating students).
• Immunization administration (i.e., annual flu vaccine program).
• Respirator fit testing (in conjunction with infection prevention and control).
• Consulting services (i.e., physician office and hepatitis B vaccine protocols).
• Referrals (medical or employee assistance program).
• Wellness (exercise logs, blood pressure screenings, etc.)
• Recordkeeping (i.e., daily notes, computerized recordkeeping, employee requests for health information, OSHA 

300 log).
• Providing services to employees at off-site facilities.
• Providing accident/illness prevention services as required by the state workers’ compensation program for self-

insurance.

The population served includes the following types of healthcare personnel (HCP):
• All hospital employees.
• All hospital volunteers.
• Students of the hospital-based programs.
• Medical staff. 
• Affiliating students.
• Hospital auxiliary.
• Temporary workers such as agency nurses.

The OHS office hours of operation are from 7 am-3 pm, Monday through Friday. The office is closed weekends and holi-
days. Employees injured at work when OHS is closed may be evaluated by the emergency department. Alternate hours are 
implemented to accomplish special projects such as the annual influenza campaign. Voice mail is available 24 hours a day, 
seven days a week.

OHS works collaboratively with all hospital departments with a focus on a safe working environment for HCP that in-
cludes not only the physical environment but also the employee’s ability to perform the physical requirements of the job. 
In addition to working with department managers to achieve this goal, OHS staff work closely with the hospital’s Environ-
ment of Care Committee and Infection Prevention and Control Committee. Monthly data collection and trend analysis are 
key components of OHS function. OHS is also represented on the Wellness Committee and other committees as appropri-
ate (i.e., latex, needlestick, fitness for duty). 
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OHS is part of human resources, and the manager reports to the director, human resources, or in his/her absence, the vice 
president, human resources. Medical supervision is provided by the OHS physician during normal operational hours, who 
assists in policy development and serves as a resource when problems arise. In the absence of the OHS physician, a physi-
cian is designated to provide medical services for OHS.

Maintaining the confidentiality of HCP health status is a key concept in OHS, which strives to maintain confidentiality 
by advising supervisors of employees’ physical capabilities to perform their jobs. When additional information is needed 
from another source or needs to be provided to another source, the HCP signs a release of information to transmit health-
related information to/from the OHS office.

Mission 
OHS supports the mission of the healthcare setting to improve the health and well-being of all individuals in the com-
munities served by the formation of a departmental mission statement. The mission of OHS is to protect the health of the 
HCP* by:

1. The prevention, recognition, and treatment of work-related illness/injury.
2. The assessment of personal wellness.

*According to the U.S. Department of Health and Human Services, HCP include all persons, paid and unpaid, working in 
healthcare settings who have the potential for exposure to patients and/or to infectious materials, including body sub-
stances, contaminated medical supplies and equipment, contaminated environmental surfaces, or contaminated air. HCP 
include, but are not limited to, physicians, nurses, nursing assistants, therapists, technicians, emergency medical service 
personnel, dental personnel, pharmacists, laboratory personnel, autopsy personnel, students and trainees, contractual per-
sonnel, home healthcare personnel, and persons not directly involved in patient care (e.g., clerical, dietary, housekeeping, 
laundry, security, maintenance, billing, chaplains, and volunteers) but potentially exposed to infectious agents that can be 
transmitted to and from HCP and patients. 

The vision of OHS is to be the leading advocate for the promotion of a safe and healthy working environment within the 
healthcare setting.

Goals
• Provide health services based on current recommendations/requirements of governing bodies and current sci-

entific knowledge in the specialty of occupational health – the Occupational Safety and Health Administration 
(OSHA), National Institute for Occupational Safety and Health (NIOSH), Centers for Disease Control and Pre-
vention (CDC), The Joint Commission (TJC), and state and local health departments.

• Promote wellness through educational programs and the wellness program.
• Utilize an interdisciplinary approach to maintain or restore the HCP to optimal wellness.
• Participate as an active member of the Environment of Care, Infection Prevention and Control, and Wellness com-

mittees, and on other hospital/system committees as deemed appropriate.
• Implement appropriate administrative policies (i.e., fitness for duty).

 
Budgeting Process
OHS participates in the hospital’s annual budgeting process and follows administrative guidelines to accomplish this pro-
cess. The manager of OHS is responsible for the preparation of the capital budget, operating budget, and human resources 
budget. Input is sought from staff in the budget preparation process. During the budget preparation process, any proposed 
significant changes in requests for human resources or operations are reviewed with the director, human resources. In the 
absence of the director, they are reviewed with the vice president, human resources. 
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Recruitment/Retention/Development
Job descriptions have been developed in accordance with human resources policy. They include the nature and scope of 
the job, as well as principal accountabilities and critical performance skills. Candidates for positions are interviewed using 
behavioral interviewing techniques to assess their ability to cope with a variety of common situations that may arise. The 
ability to transfer prior knowledge and skills to OHS is extremely important. The ability to make sound decisions and use 
effective communication skills is critical to the position.

Orientation for the new employee includes the hospital’s general orientation and a department-specific orientation tailored 
to the needs of the employee.

All staff members are required to complete annual training. Licensed staff members are strongly encouraged to be in-
volved in a professional growth and development plan. Continuing education through journals, newsletters, and profes-
sional association memberships is highly recommended. Access to CDC and OSHA websites is recommended as they 
provide valuable resources to assist in day-to-day practice and to stay updated on current issues. Basic cardiac life support 
certification is required.

Competencies are reviewed on an annual basis. The competency model developed by corporate education is utilized. Re-
mediation is offered through a development plan if needed.

Staffing
The manager is responsible for staffing the offices at every site. Total staffing complement at present is 2.28 FTEs for 
approximately 4,000 HCP. The goal is to have at least one licensed staff member present at each site during regular hours 
of operation. When a project such as the annual influenza vaccine program is underway, staffing is increased to provide 
increased services during the time of the project.

Qualifications of Management
The manager of OHS is a nurse licensed by the state. In addition, the manager is also certified by the American Board of 
Occupational Health Nurses as a Certified Occupational Health Nurse-Specialist/Case Manager (COHN-S/CM).

Managing the Environment of Care
OHS is directly involved as stated above in the safety of the working environment for employees. These activities include 
participation on the Environment of Care and Infection Prevention and Control committees. In addition, all work-related 
injuries are evaluated for safety issues, including unsafe practices or conditions that may have contributed to the injury. If 
a safety issue is identified as having precipitated the injury, the appropriate individuals will be contacted and a corrective 
action plan will be initiated. Correcting the safety issue may involve contacting the managers of engineering, environmen-
tal services, infection prevention and control, or other appropriate departments.

Ergonomic issues are also addressed via OHS. The manager is responsible for accident/illness prevention. The injury pre-
vention team has made recommendations for methods to reduce injuries in the workplace. Specific ergonomic issues can 
be assessed by the OHS manager and, if necessary, occupational therapy can be consulted for more complex situations. 
Recommendations for ergonomic equipment are made to the department manager. Items can be ordered from the injury 
prevention operating budget.

OHS follows the hospital safety policies and processes for maintaining a safe working environment. This includes com-
pletion of the Quarterly Safety Compliance Checklist. Safety and infection prevention and control education is required 
as part of the annual training for employees. Annual departmental safety training is also conducted. Personal protective 
equipment is available for OHS staff in each office. All OHS employees are responsible for safety not only within the 
department, but also when outside the department. Safety Data Sheets (SDS) are available online.
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Total Quality Management
The Total Quality Process Plan provides the framework from which the hospital’s quality process is implemented in OHS. 
The five-step problem-solving process is utilized to improve processes and customer service. The five steps include:

• Identify the problem.
• Apply a “fix.”
• Determine the root cause.
• Take corrective action. 
• Evaluate and follow up.

Monthly injury data are reviewed and analyzed for trends. If a problem is identified, the problem-solving process is used 
to resolve the situation. Often these issues may be reported to the Environment of Care and/or Infection Prevention and 
Control committees. The safety officer reports semi-annually to these committees. Current monitoring of monthly data 
includes significant exposures to blood/body fluids, patient handling and musculoskeletal injuries, and all OSHA record-
able injuries.
  
Employee Resources
Education is a key function of the clinical staff. HCP need to be educated about processes that are affecting them, whether 
it is teaching conducted during a pre-placement health examination, education regarding an unsafe practice, or a condition 
that contributed to an employee injury. Teaching strategies must be tailored to the educational level of the employee in 
terms that he/she can understand and then relay to a significant other.

Corporate Compliance
OHS supports and follows the hospital’s corporate compliance policy. In addition, OHS keeps abreast of other regulatory 
issues that affect HCP. These regulatory agencies include OSHA, TJC, and state and local health departments. Although 
the CDC and NIOSH do not regulate the workplace, their findings and recommendations are reviewed and implemented 
to keep current with best practices. OHS notifies appropriate parties when applicable regulations are finalized. OHS may 
recommend that the hospital respond to certain issues that are open for public comment (i.e., ergonomics).

____________________________________________                ____________________ 
Manager, Occupational Health Services                                         Date



178 Samples

AOHP Getting Started: Occupational Health in the Healthcare Setting 16th Edition

SAMPLE
PROVIDER’S ESTIMATE OF CURRENT PHYSICAL CAPABILITIES AND RELEASE TO WORK

Physician:   Please complete this form after each medical assessment.

Employee: Please return this form to OHS.

Employee Name: ___________________________________  Exam Date: _______________ 

1. In your opinion, will this individual be physically able to return to his/her usual occupation?                            
  Yes   No
2. Is there further medical treatment planned?  Yes   No   If yes, what kind?
3. Estimated date of medical stability for return to work:  

Please complete the table below and indicate any limiting restrictions during an 8-hour shift as a result of the conditions 
accepted under this claim.    Occasionally =  (1% – 33% of an 8-hr shift)    Frequently = (34% – 66% of an 8-hr shift)

SAMPLE 
Provider’s Estimate of Current Physical Capabilities and Release to Work 

Physician:   Please complete this form after each medical assessment. 

Employee: Please return this form to OHS. 

Employee Name: ___________________________________  Exam Date: _______________  

1. In your opinion, will this individual be physically able to return to his/her usual occupation?                            

☐ Yes  ☐ No 

2. Is there further medical treatment planned? ☐ Yes  ☐ No   If yes, what kind? 

3. Estimated date of medical stability for return to work:   

Please complete the table below and indicate any limiting restrictions during an 8-hour shift as a result of the 
conditions accepted under this claim.    Occasionally =  (1% – 33% of an 8-hr shift)    Frequently = (34% – 66% of an 8-hr shift) 

Activity Restricted Unrestricted  

Sitting   ___hours at a time ___hours during 8-hr shift 

Standing   ___hours at a time ___hours during 8-hr shift 

Walking   ___hours at a time ___hours during 8-hr shift 

Bending   ☐ Never ☐ Occasionally ☐ Frequently 

Squatting   ☐ Never ☐ Occasionally ☐ Frequently 

Kneeling   ☐ Never ☐ Occasionally ☐ Frequently 

Repetitive arm use   ☐ Never ☐ Occasionally ☐ Frequently 

Repetitive finger use   ☐ Never ☐ Occasionally ☐ Frequently 

Reaching above shoulder   ☐ Never ☐ Occasionally ☐ Frequently 

Climbing   ☐ Never ☐ Occasionally ☐ Frequently 

Push/pull force   Restricted to ___ lbs. Occasionally or ___lbs. Frequently 

Lifting   Restricted to ___ lbs. Occasionally or ___lbs. Frequently 

Carrying   Restricted to ___ lbs. Occasionally or ___lbs. Frequently 
Exposure (dust, fumes, 
chemicals)    

Other:   Describe: 
Dates of Restriction: From _____________ To _____________       ☐ Temporary    ☐ Permanent  

Restriction Level: ☐ Regular duty     ☐ Accommodation necessary    ☐ Off duty 

Needs treatment authorization for:   ☐ MRI     ☐ CT     ☐ Rehab Services     ☐ Other exams   

**Please give a brief description of the medical condition or symptoms to support the restrictions above and/or 
recommended job accommodation: 

_____________________________________________________________________________________________
____________________________________________________________________                                          PHYSICIAN’S SIGNATURE                                                                                            DATE  

Dates of Restriction: From _____________ To _____________        Temporary     Permanent 
Restriction Level:  Regular duty      Accommodation necessary     Off duty
Needs treatment authorization for:    MRI      CT      Rehab Services      Other exams _______________________ 
**Please give a brief description of the medical condition or symptoms to support the restrictions above and/or 
recommended job accommodation:
__________________________________________________________________________________________________

______________________________________                                 
 PHYSICIAN’S SIGNATURE                                                                                            
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SAMPLE
 REASONABLE SUSPICION CHECKLIST

Confidential - Assure Employee Privacy 
       
Date:_________________  Time:_____________  Interview Location:____________________________________
 
Employee Name:_________________________________ Department:_______________________________ 

Interview: Inform employee that you have observed behaviors, signs, and symptoms which indicate he/she may be under 
the influence of drugs and/or alcohol, or may have otherwise violated the facility’s rules against drug and alcohol use.  
        
What first caused you to suspect the employee was under the influence of alcohol or drugs?

__________________________________________________________________________________________________
 
__________________________________________________________________________________________________

Circle words describing observed conditions. Add words as appropriate.          
Observations:                                                                                                                                                          

Breath/Alcohol Odor: None  Faint  Moderate Strong  

Face Color:  Normal  Flushed  Pale  

Attitude:   Cooperative  Sleepy  Combative Excited   Talkative Laughing

Eyes & Pupils:  Normal  Bloodshot Watery  Pupils dilated Pupils constricted 

Balance:   Normal  Swaying Falling    

Walking:  Normal  Stumbling Staggering Uncertain 

Speech:    Normal Slurred  Confused  Incoherent Studied

Employee explanation for observed behaviors, signs, or symptoms: 

____________________________________________________________________________________

Are you ill?    Yes        No     Have you been to a doctor/dentist recently?     Yes        No  

Medications Presently Taking                  Time Last Dose Taken
 ____________________________________________  ____________________________________

____________________________________________   ____________________________________

____________________________________________   ____________________________________
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Outcome:

Referred for Drug Test to OH?           Yes   No                

Referred for Drug Test to other?  Yes   No        

Security Notified?   Yes   No    

Report made to:  OH  Yes   No         Date:____________         

   HR  Yes   No         Date:_____________

   Police  Yes   No         Date:___________

Any refusal of process? Yes  No                 If Yes, Signed Resignation:    Yes  No 

Vehicle reported to police (if left):      Yes  No        

Car License Make/Model/Color: _______________________________________________________________________ 

Other Action: ______________________________________________________________________________________ 

__________________________________________________________________________________________________

___________________________________        _____________________________        ______________
Completed by - Signature   Job Title    Date

___________________________________        _____________________________        ______________            
Witness - Signature                                              Job Title                                   Date
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SAMPLE
TRANSITIONAL WORK: POLICY AND PROCEDURE

POLICY

When an employee is recovering from an injury or illness and is released by the healthcare provider to return to work with 
restrictions, the hospital will make a reasonable effort to offer the employee transitional work. Transitional work is as-
signed when an employee is unable to temporarily perform the essential functions of his/her job and is expected to obtain 
a full release.

Transitional work is not intended for employees seeking permanent job modifications for a qualified disability. Employees 
requesting reasonable accommodations for a disability should refer to the Disability Accommodation Process policy for 
guidelines and instructions.

Transitional work for non-occupational injuries and illnesses will follow guidelines provided under the Temporary Modi-
fied Work for Non-occupational Injuries or Illnesses section. The Early Return To Work Program will be utilized for 
employees with work-related injuries or illnesses.

PROCEDURE

Definitions:
A. Medically Stationary – The medical condition becomes stable; it will neither improve nor worsen.
B. Temporary – Impairments that are regarded as transitory or minor.

Implementation:
A. Temporary Modified Work for Non-Occupational Injuries or Illnesses
 The ability to offer temporary modified work is based on the employee’s restrictions and availability of work 

assignments. Employees are expected to follow the guidelines in this policy and to comply with the restrictions 
given to them by their healthcare provider to ensure that they do not worsen existing medical conditions or suffer 
additional injuries while performing the temporary modified work assignment(s). A temporary modified work as-
signment is not an indication that a new position will be created or that the temporary assignment will eventually 
become permanent.  

1. Roles/Responsibilities
a. Employee
 After a non-occupational illness or injury has occurred that prevents the employee from performing the 

essential functions of his or her job, the employee must provide appropriate medical verification from his/
her treating healthcare provider to Human Resources. The employee will be contacted for further discus-
sion to determine if a temporary modified work assignment is available. If the hospital is unable to pro-
vide a temporary modified work assignment, either due to the inability to meet the needs of the required 
restrictions or unavailability of work, the employee may be eligible for options in accordance with the 
hospital Leave of Absence policy.

b. Managers/Supervisors
 Managers/supervisors must notify Human Resources when employees have provided medical documenta-

tion with restrictions preventing them from performing the essential functions of their job. Human Re-
sources will review the required medical restrictions provided by the treating healthcare provider with the 
manager/supervisor, and/or Occupational Health, to determine, based on the job description and the re-
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strictions presented by the employee, if he/she will be able to safely perform the temporary modified work 
assignment. If approved, managers/supervisors should ensure that employees have a clear understanding 
of their work restrictions and the temporary modified job tasks they will be performing.

c. Human Resources
 Human Resources, in conjunction with Occupational Health, will assist managers/supervisors in evaluat-

ing requests to determine the employee’s ability to return to work. Employees will be limited to available 
duties that are not expected to aggravate or potentially cause additional injury. In some cases, consultation 
with the attending provider may be required. If additional consultation is needed, Occupational Health 
may be asked to contact the attending provider to clarify work restrictions or to evaluate an employee’s 
ability to return to temporary modified work. A written release of medical authorization form will be ob-
tained prior to Occupational Health contacting the employee’s provider. 

2. Duration and Location of Temporary Modified Work Assignments
 The duration of the temporary modified work assignment will be determined on a case-by-case basis. In the 

event that the restrictions change, the employee will be required to provide updated medical documentation, 
and the temporary modified work assignment will be reevaluated. Typically, the location of the temporary 
modified work assignment will be limited to the employee’s home department.

B. Occupational Injuries or Illnesses – Early Return to Work Program
 The hospital will make reasonable effort to assist employees who have sustained occupational injuries or illnesses 

to return to work as soon as it is determined to be medically feasible to do so. The hospital will, to the extent 
possible and appropriate, assist eligible employees unable to return to full duty by temporarily modifying work as-
signments or duties, or arranging for temporary reassignments until the employee is medically released to resume 
regular duties.

1. Program Objectives
a. Provide temporary work assignments that will assist in returning the injured employee to his/her original 

position.
b. Provide an effective means for the injured employee to continue to contribute to the hospital’s mission, 

vision, and values.
c. Reduce time loss claims by offering the injured employee temporary modified work.

2. The workers’ compensation coordinator, with assistance from Occupational Health and the department man-
ager/supervisor, will coordinate the early return to work for the injured employee by placement in a temporary 
modified work position, if available, within the healthcare provider’s prescribed work restrictions. Modified 
work may also involve a temporary change of duties to comply with the injured employee’s restrictions. Oc-
casionally, worksite modifications may be made to comply with the prescribed restrictions.

 The modified work assignment will be offered to the employee in writing. A written copy of the modified 
work assignment will be sent to the employee, workers’ compensation carrier, Occupational Health, Human 
Resources and the department manager/supervisor. The workers’ compensation coordinator will maintain the 
original written modified work assignment offer.

 The availability of modified work assignments will be determined in the following order:
  

Work Assignments
a. Modification of current job.
b. Alternative job in the regularly assigned area.
c. Alternative job in a different work area.
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Shift/Hours
a. Regular shift/hours to maintain a normal work routine. 
b. Different shift/hours if suitable modified work is not available during regular shift/hours.

3.  Employees performing modified work will be paid at their regular rate of pay. If the injured employee is 
working less than his/her regularly scheduled hours, the workers’ compensation insurance carrier will deter-
mine if time loss benefits are due to offset the remainder of regular wages.

4.  Employees will follow the instructions provided by the workers’ compensation coordinator on how to log 
their hours in the Time & Attendance Time Card System.

5.  In most cases, modified work positions will be offered for a maximum of eight weeks.     If the employee has 
not returned to regular duty within the eight weeks, the     employee’s case will be reviewed for continuation 
of the modified work. Those involved in this review process will be the department manager/supervisor,

     
 Occupational Health, and the workers’ compensation coordinator. At the time of the review, a decision to ter-

minate the modified work or continue the modified work with the limitations set by the attending provider will 
be made. 

     Additionally, if at any time during the eight weeks an injured employee’s condition and/or restrictions change, 
the situation may be reviewed for termination of the modified work or adjustment to the modified work posi-
tion in accordance with set limitations.

6.  Factors which will end or shorten the temporary modified work period for employees are:
• The injured employee becomes medically stationary and is able to return to his/her original position, or 

the employee receives permanent restrictions and an alternate job placement will be established through 
the workers’ compensation system.

• The injured employee’s condition fails to improve or worsens, and the employee can no longer remain in 
the temporary position.

7.  If an employee is taken off work due to injury, a written statement from the employee’s attending provider 
must be provided to Occupational Health or the workers’ compensation coordinator indicating the employee 
is not allowed to work.

8.  Should an employee refuse a modified work assignment, the workers’ compensation coordinator will notify 
the insurer. Compensation benefits may be adversely affected by refusing modified work.

C.  Roles/Responsibilities
1. Workers’ Compensation Coordinator (W/C coordinator)
 The W/C coordinator will be responsible for ensuring all work-related injury/illness claims are forwarded to 

the workers’ compensation carrier. In addition, the W/C coordinator will:
a. Coordinate information relating to wages and actual hours worked by the injured worker for workers’ 

compensation wage subsidy payment.
b.  Determine the availability of modified work positions inside or outside the injured employee’s department 

or ability to modify an existing job in the department.
c.  Consider the employee’s vocational skills, additional abilities, and work experience, as well as the em-

ployee’s physical limitations and/or work restrictions.
d.  Inform the employee of available modified work assignments when the healthcare provider releases the 

employee for work with restrictions and a modified job has been assigned. Monitor the employee’s recov-
ery progress, working with the employee and the provider to facilitate return to regular job.

e.  Maintain communication with the injured employee and manager/supervisor regarding the employee’s 
medical progress (addition/deletion of any work restrictions) and other modified job needs.
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f.  Maintain communication with the insurance carrier relating to employee’s work status.
g.  Access the Employee Injury Program to obtain special equipment required to provide modified work for 

injured worker.
h.  Access the Employee Injury Program to obtain wage reimbursement for qualified wages paid to injured 

worker.
i.  Maintain all records and communications related to the Early Return to Work Program in the employee’s 

workers’ compensation file.

2.  Occupational Health
a. Communicate with the W/C coordinator regarding the physical limitations and status of the injured 

worker and any other relevant information.
b. Submit a copy of the injured employee’s job analysis to the healthcare provider, if necessary, for evalua-

tion of work restrictions or modifications for modified work release.
c. Maintain all records relating to employee visits to Occupational Health in the employee’s health file.

3.  Department Manager/Supervisor
 The role of the manager/supervisor is to assist the employee when indicated in obtaining medical attention 

immediately following notification of an injury or illness. When medical treatment is required, the employee 
should be directed to Occupational Health, Emergency Department, Urgent Care, or a primary healthcare 
provider.

 The department manager/supervisor will be responsible for ensuring that the Electronic Employee Accident 
Report or a paper Employee Accident Report form is completed and forwarded to Occupational Health before 
the end of the shift. The Manager’s Investigation page of the Employee Accident Report must be completed as 
soon as possible, but no longer than five calendar days, focusing on accident prevention and root cause analy-
sis. Once completed, this should be forwarded to Occupational Health.

 Maintain communication with the employee on a regular basis to update status. Coordinate with Occupational 
Health and the W/C coordinator modified work assignments in the employee’s regular department. If modified 
work cannot be accommodated in the employee’s regular department, the manager/supervisor is still expected 
to keep updated on the injured employee’s status.

 Whatever department the employee is sent to for modified work, the manager/ supervisor in the NEW depart-
ment is responsible for monitoring the employee’s participation in the modified job and keeping track of the 
hours worked by the injured employee.

 Any forms, memos, or other communications which state diagnosis and/or treatment plan will be treated as 
confidential. Return to work documents need to be stored in a secured, confidential manner.

4.  Employee
 The involved employee is responsible for completing all procedures required for reporting an accident, injury/

illness claim, or time-loss claim.

 Present the treating provider at each visit with a form that explains the modified work program and the job 
hazard analysis, as appropriate. The provider will use this form to list any restrictions.

 Provide Occupational Health with a copy of any correspondence from the treating provider regarding time 
loss, return to regular duties or modified work, or any changes in the employee’s modified work restrictions.

 Notify the W/C coordinator of any absences from the modified work schedule or any changes in healthcare 
appointments. Notification can be made in person, by phone, or by email. If the employee is absent from the 
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modified work position due to a work-related injury, the employee must follow up with the treating provider 
for a written release from work. Employees do not need a written release for missing work due to diagnostic 
tests and/or Independent Medical Evaluations (IME) related to their work-related injury/illness. Employees 
must clock out for all workers’ compensation appointments (e.g., provider, physical therapy, diagnostic tests, 
etc.). An absence unrelated to the work-related injury/illness is not compensated by workers’ compensation. 
The employee may be required to use his/her paid time off benefits.

 Comply with restrictions established by the treating provider. Employees may not work extra shifts or work 
any overtime while working with restrictions. Taking call is also prohibited. It is the employee’s responsibility 
to inform co-workers and/or manager/ supervisor of these limitations.

 Following every healthcare provider’s appointment, a Current Work Status form must be provided to the W/C 
coordinator.

 Notify Occupational Health or the W/C coordinator of any needs or problems with the modified work assign-
ment.

Maximum Medical Improvement
When the employee is released to return to full duty or reaches maximum medical improvement (MMI) as designated by 
the treating healthcare provider, the transitional work assignment ends. If the employee’s original position is no longer 
available and/or the employee continues to have physical limitations that prevent a return to the original position, WC 
will refer the employee to Human Resources and notify the appropriate representative of the referral. The employee and 
Human Resources will work collaboratively to search for an alternative position for which the employee is qualified. This 
interactive process will continue for up to 60 days from the date of the referral. If the employee is unable to secure an 
alternative position within the designated time period, the employee may be terminated and become eligible for rehire. If 
the employee is terminated, he or she is still eligible for medical treatment coverage related to the occupational injury or 
illness as deemed reasonable by the workers’ compensation insurance carrier.  
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Association of Occupational Health Professionals 
in Healthcare (AOHP)

VISION 

AOHP will be internationally recognized as the leading resource provider for the occupational health professional in 
healthcare.

MISSION

AOHP will provide essential tools that empower members to ensure the health, safety, and wellbeing of healthcare 
workers.

A national board of directors consisting of elected officers and regional directors governs AOHP. Members enjoy national, 
regional, and local chapter affiliations for networking and educational opportunities. Chapters meet at least three times 
a year. Meetings may be in person, via teleconferencing, or web-based. Chapter meetings held during the association’s 
annual national conference qualify for one of the three meetings. 
 
AOHP offers a four-day national education conference each September, which is attended by both members and non-
members. In addition, the association periodically sponsors a seminar for professionals new to the field. Continuing 
education credits are offered for a broad range of educational programs that are provided in a variety of formats. Quarterly 
publications The Journal of the Association of Occupational Health Professionals in Healthcare and the Making a 
Difference e-newsletter, and the monthly e-Bytes e-newsletter, are additional valuable sources for education, networking, 
and association news.

The association’s membership consists of nurses, nurse practitioners, physicians, physician assistants, human resources 
and administrative staff, safety professionals, risk managers, and others who are involved in the occupational health 
of healthcare personnel. Professional responsibilities of members generally include, but are not limited to, department 
management policy formation, program development and implementation, medical surveillance, screening and risk 
management, and workers’ compensation.

AOHP and its’ chapters stay closely focused on current, pertinent issues relating to members’ practice environments. 
Educational programs on all levels, the Journal, and invaluable networking resources such as participation in the 
AOHP listserv, keep members informed on practice standards, cost containment strategies, government regulations and 
recommendations, legal requirements, labor issues, and more.

The association raises funds through membership dues, Journal subscriptions and advertising, registration fees for 
educational programs, and the sale of publications including its signature publication, Getting Started: Occupational 
Health in the Healthcare Setting. This manual is revised on a regular basis and provides solid, basic information for new 
practitioners in the specialty field of occupational health. The expanded 16th edition - which contains new subject matter 
developed by content experts and overseen by a core team of editors - also provides benefits to experienced occupational 
health professionals who are looking to develop new or enhance existing programs. It also includes information to help 
those who are seeking occupational health certification. 

In keeping with its mission, AOHP offers excellent scholarship opportunities for original research and educational meeting 
attendance. An award is also offered for excellence in writing original articles for the Journal. AOHP continually strives 
to meet the needs of its members. Through strong leadership, thoughtful long-range planning and focused attention to 
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member suggestions and evolving needs, the association is well positioned to continue to grow and be known as the 
definitive source of information and leading authority in the field of occupational health in healthcare.

ORGANIZATIONAL PHILOSOPHY

Occupational health professionals practicing in healthcare settings play a particularly significant role in the maintenance, 
restoration, and promotion of the occupational health of healthcare personnel. The occupational health professional 
functions dependently, interdependently, and independently in relationship to other members of the healthcare team, all of 
whom share the goals of prevention of disease and disability, care of the ill, and promotion of optimum health. 

The practice of occupational health in the healthcare setting is unique and therefore deserving of a dedicated organization. 
AOHP believes each member is capable of achieving the highest level of practice possible when provided with the 
resources and support to do so. Therefore, it is incumbent upon the association to provide educational and professional 
growth opportunities. To be of value, educational programs must address not only the stated needs of the practitioner, 
but anticipated needs as forecast by organizational leadership. To promote member education, the application of funds 
to scholarships is essential. Networking opportunities — face-to-face meetings, mentoring programs, and telephonic or 
electronic communications — are adjuncts to members’ professional growth and are therefore provided by the association, 
with member participation encouraged.
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Position Statements

AOHP POSITION STATEMENTS

As the national leader for occupational health in healthcare, the Executive Board of Directors for the Association of 
Occupational Health Professionals in Healthcare (AOHP) communicates the association’s position when matters of 
importance emerge related to the health and safety of healthcare personnel in healthcare. Position statements are consistent 
with the vision and mission of the association. The formation of position statements may also offer the opportunity to 
collaborate with occupational health and safety professionals in related organizations. 

Current Active Position Statements 
• Occupational Health Professional in Healthcare Settings
• Confidentiality of Employee Health Records
• Injury and Illness Prevention Programs
• Safe Patient Handling
• Influenza Vaccination of Healthcare Personnel
• Standards for Adult Immunization Practice
• Respiratory Protection for Healthcare Workers
• Workplace Violence
• Best Practices for Healthcare Worker Immunizations
• The Critical Role of Occupational Health in Healthcare

Retired Position Statement
• Ergonomics (retired 4/2012; replaced by Injury and Illness Prevention Programs 4/2012)
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OCCUPATIONAL HEALTH PROFESSIONAL IN HEALTHCARE SETTINGS

The Association of Occupational Health Professionals in Healthcare (AOHP) supports the utilization of a designated 
occupational health professional (OHP) in hospitals, clinics, home health agencies, long term care facilities and other 
settings in which healthcare personnel (HCP) are employed. Professionals specializing in occupational health in healthcare 
should be given responsibility for the development and implementation of a comprehensive program to address the 
complex workplace health issues of HCP. The presence of OHPs promotes employee health and productivity, decreases 
direct and indirect costs of compensable work-related illness and injury, and reduces absenteeism.

Rationale
Occupational health services for HCP are provided in an increasingly complex technological and regulated environment. 
In this setting, it is the OHP who:

• Assures that prevention programs for illness and injury are effective. This is accomplished through training on 
workplace hazards, preventive injury/illness techniques, and immunization programs.

• Assures that the facility programs comply with federal, state, and local regulations. There are now many 
occupational standards that have a major impact on HCP. A rapidly increasing body of occupational standards has 
a major impact on HCP health and safety programs.

• Develops a professional rapport with HCP, which enables addressing real and potential workplace problems and 
concerns.

• Interacts with various professionals responsible for the care of injured HCP and, in an active case management 
style, assures the earliest possible return to work of injured personnel.

• Assures that HCP are placed in jobs that are compatible with their physical and emotional status to enable each 
worker to perform his/her job safely, efficiently, and effectively.

Recommendation
AOHP advocates the presence of a designated OHP in each healthcare facility who is vested with the responsibility 
of managing complex occupational issues. These activities must be supported by management and take place in an 
environment committed to the principles of occupational health.
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CONFIDENTIALITY OF EMPLOYEE HEALTH RECORDS

The Association of Occupational Health Professionals in Healthcare (AOHP) believes an imperative exists with regard to 
the confidentiality of occupational/employee health records. The occupational health professionals (OHPs) in healthcare 
settings, including nurses, nurse practitioners, physicians, physician assistants, and all allied health professionals, are 
charged with the protection of the individual worker’s right to privacy with regard to his or her employee health records. 
As a general rule, release of information beyond medical fitness for duty or that which is required by law cannot be 
undertaken without the specific written request of the employee.

Regulations and statutes that address privacy and confidentiality issues include federal regulations under the Occupational 
Safety and Health Administration (OSHA), the Americans with Disabilities Act (ADA), and the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA).* Federal law also restricts disclosure of drug and alcohol abuse 
treatment records. Workers’ compensation is excluded by HIPAA, and pertinent information can be accessed according 
to the corresponding state’s workers’ compensation act for work-related injuries, illnesses, or exposures. In addition, 
healthcare facilities may have health information requests made by other regulatory bodies such as The Joint Commission 
and state departments of public health. 

Each state has specific statutes for mandatory reporting of items, such as communicable disease diagnosis, which may 
include personally identifiable data. Release of information contained in the employee health record following receipt of a 
subpoena, warrant, or summons that is issued or ordered by a court, grand jury, or judicial officer must only be done based 
on the statutory requirements of the state where the records are maintained, and information released should only include 
that information specifically described in the subpoena, warrant, or summons. Care must be taken to ensure that worker 
confidentiality is maintained when electronic communication methods are utilized. Specifically, institutional electronic 
security measures such as encryption may be needed to transmit this type of information.

Employee health records include the pre-placement medical history, results of physical examinations, medical surveillance 
and other screening data, vaccination records, information on assessments made at the request of the employer or the 
employee, exposure follow-up records, documentation of observations and counseling, and any other health records which 
come under the control of or are initiated by the OHP, regardless of the source.

Management’s requests for information beyond medical fitness for duty, workplace safety, or that required by law must 
be carefully reviewed, as management is not empowered to override the obligation of confidentiality imposed upon the 
OHP. Health-related information contained in the record will be kept confidential, except that: supervisors and managers 
may be informed regarding restrictions on the duties of persons with certain injuries or illnesses and regarding necessary 
accommodation; medical, first-aid, and safety personnel may be informed when emergency or special medical treatment 
may be required; and government officials investigating compliance with state and federal law may be informed. An 
employer also reserves the right to disclose information from an employee’s health record to anyone other than the 
employee when failure to disclose such information might place others at risk. Consultation with company legal counsel 
may be indicated. Aggregate health information without any form of identifiers can be used for statistical purposes to 
justify the cost/benefit of safety and health program initiatives.

Accurate health information cannot be secured when the confidentiality of these records cannot be ensured. Failure to 
secure complete and accurate information from an employee in the healthcare setting may present a threat to the health of 
patients as well as other healthcare personnel.

*Note: HIPAA’s authority does not address an employer’s use of information contained in the employee health record. In 
addition, OHPs should also be aware of and refer to any statutory laws governing their particular state.

References
Centers for Medicare and Medicaid Services. (2002). The Health Insurance Portability and Accountability Act of 1996 
(HIPAA). Retrieved 7/13/05 from http://www.cms.hhs.gov/hipaa/
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INJURY AND ILLNESS PREVENTION PROGRAMS

The Association of Occupational Health Professionals in Healthcare (AOHP), as the national leader for occupational 
health professionals (OHPs) in healthcare, strongly supports the creation and implementation of injury and illness 
prevention programs (also known as safety and health management systems) within all healthcare settings. These 
programs involve a proactive process to find and fix workplace hazards before healthcare personnel are injured. These 
programs have the ability to decrease injury and illnesses as well as to change the culture of the work environment, 
including increasing productivity and quality, reducing turnover, reducing costs, and increasing employee satisfaction.

The basic elements of a program include:
• Management leadership.
• Employee participation.
• Hazard identification and assessment.
• Hazard prevention and control.
• Education and training.
• Program/system evaluation and improvement.

These elements are individually important and collectively are interrelated and interdependent. 

Every healthcare setting is different. These elements can be developed in a manner that will meet the specific needs of 
each organization.  

OHPs in healthcare are well-suited to initiate and lead these efforts in their organizations. If the OHP is not the leader of 
the program, he/she is definitely a stakeholder who needs to be a member of the Injury and Illness Prevention Team.

References 

Joint Commission. (2012). Improving Patient and Worker Safety: Opportunities for Synergy, Collaboration and 
Innovation. Retrieved 3/27/14 from http://www.jointcommission.org/improving_Patient_Worker_Safety/

U.S. Department of Labor. Occupational Safety and Health Administration. Injury and Illness Prevention Programs. White 
Paper. January 2012.

U.S. Department of Labor. Occupational Safety and Health Administration. Worker Safety in Hospitals. Caring for our 
Caregivers. Safety and Health Management Systems. Retrieved 3/27/14 from https://www.osha.gov/dsg/hospitals/mgmt_
tools_resources.html
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 SAFE PATIENT HANDLING

The Association of Occupational Health Professionals in Healthcare (AOHP) strongly supports the provision of a safe 
and healthy environment for the nurse/caregiver and patient. Back injuries and other musculoskeletal disorders related 
to patient handling are the leading cause of workplace disability for nurses and other direct patient care providers. The 
importance of developing reliable approaches for prevention of back injuries and other musculoskeletal disorders related 
to patient handling is critical. AOHP supports actions, policies, and laws that help to establish a safer environment of 
care for nurses, other direct patient care providers, and patients as they relate to safer patient handling and prevention of 
injuries.

• Employer and management commitment is needed to adopt an institutional policy that encompasses the safest 
approach for the caregiver, as well as the patient, when handling, moving, and transporting patients. The safest 
approach is the use of assistive equipment that discourages the use of manual handling. There needs to be initial 
and ongoing investment in adequate supply of appropriate devices, ensuring: availability of and adequate storage 
space for equipment; proper disinfection based on infection control principles; educating staff on usage; and 
designating resource personnel for ongoing assessment and evaluation. 

• Employee participation is vital in the assessment and implementation process to encourage acceptance and 
success of the program. Staff have a wealth of essential information about specific hazards in their work 
environment associated with patient handling and can assist in guiding actions that will ensure program 
effectiveness and positive outcomes. Staff must also be involved and given authority in the evaluation and 
selection of patient handling devices and equipment. They should participate in initial and ongoing education/
training activities related to patient handling and the use of assistive devices and equipment.

• Regulation and enforcement of a standard to control ergonomic hazards in the healthcare industry is necessary to 
prevent back injuries and musculoskeletal disorders. The regulation should include the use of engineering controls 
for patient handling activities. AOHP supports a continued call to OSHA and state legislators to develop such 
standards that are appropriate and reasonable to healthcare employers. 

• Support of research and evidence-based practice is crucial to continue the ongoing development of interventions 
to prevent back injuries and musculoskeletal disorders related to patient handling. Further study is also 
recommended to redesign other high-risk tasks to promote safer work environments for nursing staff. Prompt 
communication of current study findings to the association and partnering organizations is critical in reducing 
these injuries and disorders.

In summary, AOHP believes that manual patient handling is unsafe for the caregiver and patient. Such handling is also 
directly responsible for disabling back injuries and musculoskeletal disorders in nurses and other direct patient care 
providers. Utilizing safe patient handling reduces stress for nurses to help them stay in the profession. Safe patient 
handling can occur with assistive devices, ensuring improved quality patient care and outcomes. The ultimate benefits 
are afforded to the nurse/caregiver, patient, and employer. AOHP welcomes the opportunity to work collaboratively with 
regulatory agencies and professional associations to promote safe patient handling and reduced healthcare worker injuries.

References
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INFLUENZA VACCINATION OF HEALTHCARE PERSONNEL

Influenza vaccination of healthcare personnel (HCP) has been in place for many years to prevent the transmission 
of influenza. HCP compliance rates have been poor, and therefore patients and residents in at-risk populations (e.g. 
immunocompromised, the very young, and older adults) are at risk for contracting influenza from staff who transmit 
it. Discussion has ensued about mandating influenza vaccination for HCP, which would improve vaccination rates 
and thereby reduce transmission of influenza to at-risk patients and residents. The Association of Occupational Health 
Professionals in Healthcare (AOHP) has examined this issue extensively, finding that there are many nuances to consider 
regarding mandating influenza vaccine in HCP. When developing AOHP’s position statement on influenza vaccine, 
multiple publications were reviewed and membership input was obtained, reviewed, and considered.

HISTORICAL/BACKGROUND DATA  

Preventing Influenza Transmission
Infection prevention and control experts recognize that vaccination is an effective tool in preventing transmission of 
influenza and is important to patient safety and quality of care. The risk of HCP transmitting influenza to patients during 
the course of their duties is of significant concern. Vaccinating HCP will help reduce transmission of influenza to the 
patient population in general, as well as decrease the likelihood that HCP and/or patients will become ill. For many years, 
the Centers for Disease Control and Prevention (CDC), along with many other organizations, has recommended influenza 
vaccination for HCP. Despite these recommendations, vaccination rates still hover at approximately 72% nationwide, well 
below the 90% goal recommended by Healthy People 2020. 

The Association for Professionals in Infection Control and Epidemiology (APIC) Influenza Immunization of HCP 2011 
Position Statement advises that “seasonal influenza vaccination of HCP offers an important method for preventing 
transmission of influenza to high-risk patients. Evidence supports the fact that influenza vaccine is effective, cost efficient, 
and successful in reducing morbidity and mortality. Evidence also demonstrates that the current policy of voluntary 
vaccination has not been effective in achieving acceptable vaccination rates.” APIC proposes that healthcare providers 
have an obligation to ensure that all HCP are vaccinated against influenza. They state “as healthcare providers, we have 
an obligation to ensure that all HCP are vaccinated against influenza. As a profession that relies on evidence to guide our 
decisions and actions, we can no longer afford to ignore the compelling evidence that supports requiring influenza vaccine 
for HCP. This is not only a patient safety imperative, but is a moral and ethical obligation to those who place their trust in 
our care.” In the same document, they state “as a profession dedicated to the prevention of infection, we have an ethical 
responsibility to protect those individuals entrusted to our care. We must do a better job of immunizing HCP every year to 
ensure patient safety and to protect those individuals at high risk of developing complications of influenza.” 

According to the Clinical Infectious Disease publication, studies show that HCP who frequently have contact with high-
risk patients can shed influenza virus before they are symptomatic, thereby putting their vulnerable patients at risk. 
It has been shown that HCP routinely report to work when ill with respiratory symptoms. The American College of 
Occupational and Environmental Medicine (ACOEM) states that “immunization against influenza should be strongly 
encouraged and employers should provide vaccine at no charge to the worker.” 

Vaccine Effectiveness
The variability of vaccine effectiveness is controversial when discussing mandating influenza vaccination. The CDC 
addresses the varying effectiveness of the influenza vaccine: “The effectiveness of inactivated influenza vaccine depends 
primarily on the age and immunocompetence of the vaccine recipient, and the degree of similarity between the viruses in 
the vaccine and those in circulation. In years when the vaccine strains are not well matched to circulating strains, vaccine 
effectiveness is generally lower. The vaccine may also be lower among persons with chronic medical conditions and 
among the elderly, as compared to healthy young adults and children. In addition, estimates of vaccine effectiveness vary, 
based on the specificity of the outcome that is being measured in the study.” Influenza vaccine is not as effective in some 
populations. Those most at risk for infection are young children, the elderly, and the immune-suppressed. Vaccinating 
HCP helps to protect these vulnerable populations. The Infectious Diseases Society of America (IDSA) states, “influenza 
vaccine effectiveness varies by age, host immune status, and the match between circulating and vaccine virus strains.”
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According to the 2010 revised Society for Healthcare Epidemiology of America (SHEA) position paper, “a mismatch 
between the vaccine and the circulating wild-type strains is infrequent, but even in years with a substantial mismatch, the 
vaccine still may be partially effective. Vaccination of HCP serves several purposes: to prevent transmission to patients, 
including those with a lower likelihood of vaccination response themselves; to reduce the risk that HCP will become 
infected with influenza; to create “herd immunity” that protects both HCP and patients who are unable to receive vaccine 
or are unlikely to respond with a sufficient antibody response; to maintain a critical societal workforce during disease 
outbreaks, and to set an example concerning the importance of vaccination for every person.” 

Mandating Vaccination
The support for mandating influenza vaccination varies, along with the use of the term. For the purpose of this position 
statement, AOHP has determined that the term “mandate” means a condition of employment.   

The American Academy of Pediatrics (AAP) recommends mandatory Influenza vaccine for all HCP. AAP states, 
“healthcare-associated influenza outbreaks are a common and serious public health problem that contribute significantly 
to patient morbidity and mortality and create a financial burden on healthcare systems. In its policy statement, AAP 
recommends that all HCP should be required to receive an annual influenza vaccine. The policy, “Recommendation for 
Mandatory Influenza Immunization of All Health Care Personnel,” published in the October 2010 print issue of Pediatrics 
(published online September 13), states that “despite the efforts of many organizations to improve influenza immunization 
rates with the use of voluntary campaigns, influenza coverage among HCP remains unacceptably low.” Annual influenza 
epidemics account for 610,660 life-years lost, 3.1 million days of hospitalization, and 31.4 million outpatient visits. Flu 
generates a cost burden of approximately $87 billion per year in the United States. Mandatory influenza immunization 
for all HCP is “ethically justified, necessary, and long overdue to ensure patient safety,” according to the statement. “The 
influenza vaccine is safe, effective, and cost-effective, so healthcare organizations must work to assuage common fears 
and misconceptions about the influenza virus and the vaccine.”

Over the last eight to 10 years, many hospitals and healthcare systems have moved to mandatory vaccination programs. 
Implementation of mandates has improved vaccination rates in these facilities, typically into the 97th and 98th percentile 
range. Surveys of staff at the Mayo Clinic and the University of Pennsylvania Health System note that 59.3% to 84.6% of 
HCP in those respective clinics supported a policy that required influenza vaccination for HCP, with exemptions allowed 
for medical and religious purposes. 

APIC recommends that “facilities that employ HCP require annual influenza vaccination as a condition of employment 
unless there are compelling medical contraindications. This requirement should be part of a comprehensive strategy which 
incorporates all of the recommendations for influenza vaccination of HCP of the Healthcare Infection Control Practices 
Advisory Committee (HICPAC) and the ACIP for influenza vaccination of HCP. An essential part of this comprehensive 
strategy includes strict attention to important infection prevention practices such as hand hygiene and respiratory 
etiquette.” 

ACOEM recognizes that “healthcare facilities must employ a comprehensive approach to reduce the risk of influenza 
transmission in the workplace, encompassing education, vaccination, and infection control practices.” 

AOHP’s Position

AOHP is a national association whose members represent thousands of HCP nationwide. AOHP promotes health, safety, 
and well-being for HCP through: advocacy; occupational health education and networking opportunities; health and safety 
advancement through best practice and research; and partnering with other invested stakeholders.  

• In an effort to promote the health, safety, and well-being of HCP, AOHP advocates for a policy with the 
coordination of local, state, and national government that supports mandating influenza vaccination for HCP if the 
organization cannot reach a 90% compliance rate with a voluntary vaccination program. 
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• All HCP should be offered the influenza vaccine, at no charge, as long as it is not medically contraindicated.  

• AOHP strongly supports that all HCP receive the influenza vaccine based upon an informed decision through 
education regarding influenza illness, vaccine efficacy and safety, and infection control practices, including CDC 
recommendations.

• AOHP supports local, state, and national policies/recommendations that increase influenza vaccination rates.

• If an organization cannot reach a 90% compliance rate with a voluntary vaccination program, AOHP recommends 
that the facility evaluate the strategies that have been implemented to increase vaccination compliance rates. In 
cases where 90% compliance cannot be achieved through voluntary efforts, the organization may need to consider 
mandating the vaccine.

• AOHP supports that research and evidence-based practice are necessary related to influenza transmission in 
the healthcare environment and vaccination of HCP. Prompt communication of current study findings to the 
association and partnering organizations is critical in improving influenza prevention programs.

In summary, AOHP believes that influenza management through vaccination is vital to the protection of patients, and this 
approach is a cornerstone to minimize absenteeism related to influenza in HCP. Occupational health professionals should 
strongly encourage a comprehensive influenza prevention program within the facilities they serve.  

For more information, call AOHP Headquarters at (800) 362-4347 or e-mail info@aohp.org.

References
 “AAP News Room - AAP Recommends Mandatory Flu Vaccine for All Health Care Workers.” American Academy of 
Pediatrics. AAP. Web. 20 Jan. 2011. http://www.aap.org/advocacy/releases/sept-flu.htm 

APIC Position Paper: Influenza Vaccination Should Be a Condition of Employment for Healthcare Personnel, Unless 
Medically Contraindicated. 1/27/11 http://www.apic.org/Resource_/TinyMceFileManager/Advocacy-PDFs/APIC_
Influenza_Immunization_of_HCP_12711.PDF 

CDC MMWR Recommendations & Reports 60(7) Immunizations of Health-Care Personnel. Recommendations of the 
Advisory Committee on Immunization Practices (APIC.). 11/25/11 http://www.cdc.gov/mmwr/pdf/rr/rr6007.pdf 

 “CDC – Influenza Vaccination Information for HCW.” Centers for Disease Control and Prevention. CDC, 2012-2013 
HCW Vaccination Rate, April 2013. FluVaxView: Influenza Vaccination Coverage 

 “CDC - Seasonal Influenza (Flu) - Vaccination.” Centers for Disease Control and Prevention. CDC, 1 July 2009. Web. 20 
Jan. 2011. http://www.cdc.gov/flu/professionals/vaccination/effectivenessqa.htm 

“CDC - Seasonal Influenza (Flu) - Q & A: How Well Does the Seasonal Flu Vaccine Work?” Centers for Disease Control 
and Prevention. CDC, 30 Sept. 2010. Web. 20 Jan. 2011. http://www.cdc.gov/flu/about/qa/vaccineeffect.htm 

 Flu Vaccine Effectiveness: Questions and Answers for Health Professionals. 11/27/13 http://www.cdc.gov/flu/
professionals/vaccination/effectivenessqa.htm 

 “Guidance Statement | Seasonal Influenza Prevention in Health Care Workers.” American College of Occupational and 
Environmental Medicine. ACOEM, 17 Nov. 2008. Web. 20 Jan. 2011. http://www.acoem.org/guidelines.aspx?id=5362 

Harper, Scott A., John S. Bradley, Janet A. Englund, Thomas M. File, Stefan Gravenstein, Fredrick G. Hayden, Allison 
J. McGeer, Kathleen M. Neuzil, Andrew T. Pavia, Michael L. Tapper, Timothy M. Uyeki, and Richard K. Zimmerman. 
“Seasonal Influenza in Adults and Children—Diagnosis, Treatment, Chemoprophylaxis, and Institutional Outbreak 



241Appendices

AOHP Getting Started: Occupational Health in the Healthcare Setting 16th Edition

Management: Clinical Practice Guidelines of the Infectious Diseases Society of America (IDSA).” Clinical Infectious 
Disease. Infectious Diseases Society of America, 18 Feb. 2009. Web. 20 Jan. 2011. http://www.journals.uchicago.edu/doi/
pdf/10.1086/598513 

HealthyPeople.gov. Immunization and Infectious Diseases. Retrieved 3/27/14 from http://www.healthypeople.gov/2020/
topicsobjectives2020/objectiveslist.aspx?topicId=23 

“IDSA, SHEA, and PIDS Joint Policy Statement on Mandatory Immunization of Healthcare Personnel According to the 
ACIP-Recommended Vaccine Schedule.” Infectious Disease Society of America. IDSA, December 2013. http://www.
shea-online.org/Article/smid/428/ArticleId/246.aspx 

Mandatory flu vaccination of healthcare personnel does not lead to worker exodus. http://www.apic.org/For-Media/News-
Releases/Article?id=2c5a4b78-8a4f-43a3-87bd-757bf8026032 

Rakita, Robert M., Beverly A. Hagar, and Joyce K. Lammert. “Vaccination Mandates vs Opt-Out Programs and Rates of 
Influenza Immunization, October 27, 2010, Rakita Et Al. 304 (16): 1786 — JAMA.” JAMA, the Journal of the American 
Medical Association, a Weekly Peer-reviewed Medical Journal Published by AMA — JAMA. Web. 16 Feb. 2011. http://
jama.ama-assn.org/content/304/16/1786.1.extract 

Seasonal Influenza Prevention in Health Care Workers. 11/17/08 http://www.acoem.org/SeasonalInfluenzaPrevention_
HealthCareWorkers.aspx 

Sullivan, P.L. (2010, January.) Influenza Vaccination in Healthcare Workers: Should it be Mandatory?  The Online Journal 
of Issues in Nursing. 15-2010 http://www.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/
OJIN/TableofContents/Vol152010/No1Jan2010/Articles-Previous-Topic/Mandatory-Influenza-Vaccination-in-Healthcare-
Workers.html 

Vaccine Effectiveness - How Well Does the Flu Vaccine Work? 1/31/14 http://www.cdc.gov/flu/about/qa/vaccineeffect.
htm 

Weinstein, Robert A., Carolyn Buxton Bridges, Matthew J. Kuehnert, and Caroline B. Hall. “Transmission of Influenza: 
Implications for Control in Health Care Settings — Clin Infect Dis.” Oxford Journals | Medicine | Clinical Infectious 
Diseases. Clinical Infectious Disease, 2003. Web. 16 Feb. 2011 http://cid.oxfordjournals.org/content/37/8/1094.abstract 



242 Appendices

AOHP Getting Started: Occupational Health in the Healthcare Setting 16th Edition

STANDARDS FOR ADULT IMMUNIZATION PRACTICE

The Association of Occupational Health Professionals in Healthcare (AOHP), consisting of over 1,000 occupational 
health nurses, nurse practitioners, physicians, and physician assistants, is dedicated to the health, safety, and well-being 
of healthcare workers. AOHP, through advocacy and education, strongly supports safe administration of immunizations 
to adults in the healthcare workplace as recommended by the Advisory Committee on Immunization Practices (ACIP) 
to help prevent serious illnesses, limit transmission of diseases, and minimize absenteeism associated with vaccine-
preventable diseases.

AOHP encourages its members and their organizations to adopt the Standards for Adult Immunization Practice and 
implement the following steps to ensure that adult patients are fully immunized: (1) assess immunization status of all 
patients in every clinical encounter; (2) share a strong recommendation for vaccines that patients need; (3) administer 
needed vaccines or refer to a provider who can vaccinate; and (4) document vaccines received by the patients in state 
vaccine registries. In addition, AOHP advocates for mandates that all healthcare workers be offered ACIP-recommended 
immunizations at no charge. 

AOHP respects the individual healthcare worker’s right to make an informed decision regarding vaccinations, and 
supports healthcare institutions in developing their own policies and practices to immunize their workforce that are 
consistent with the ACIP recommendations.

AOHP believes that immunization of healthcare workers is essential to their health and the health of their patients. AOHP 
is committed to promoting ACIP-recommended immunizations for healthcare workers and the Standards for Adult 
Immunization Practice in healthcare institutions represented by AOHP members.
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RESPIRATORY PROTECTION FOR HEALTHCARE WORKERS

The health and safety of healthcare personnel (HCP) is the primary function of the occupational health professional (OHP) 
in healthcare. In order to advocate for worker safety, the OHP must be knowledgeable and competent in a variety of areas 
related to the health and safety of healthcare workers. One major area is respiratory protection (RP), which is governed by 
the Occupational Safety and Health Administration’s (OSHA) Respiratory Protection Standard 1910.34. 

OSHA’s hierarchy of hazard prevention and control measures includes engineering controls, safe work practices 
administrative controls, and personal protective equipment (PPE). The use of PPE is the last line of protection in the 
hierarchy of safety controls. Respiratory protection is a form of PPE. In healthcare, the primary use of respiratory 
protection is for patients who are in isolation airborne precautions. The diseases that most often require respiratory 
protection include Mycobacterium tuberculosis, rubeola, varicella, disseminated herpes zoster, and severe acute 
respiratory syndrome (SARS). In addition, there have been and will be future emerging infectious diseases, such as Ebola, 
that have demonstrated the importance of healthcare personnel (HCP) being prepared and competent in the use of PPE, 
including respirator use.

On August 2, 2011, the Institute of Medicine (IOM) of the National Academies published Occupational Health Nurses 
and Respiratory Protection: Improving Education and Training - Letter Report. The report was generated from the IOM 
Workshop on Respiratory Protection Curriculum for Occupational Health Nursing (OHN) Programs that was held on 
March 30, 2011 in Pittsburgh, PA. There were seven recommendations that included: 1) conduct a survey of OHNs; 
2) achieve and maintain knowledge and skills in RP; 3) expand RP education across all levels of nursing education 
and training; 4) ensure essential RP content in OHN graduate curricula, and adapt and apply it to continuing education 
programs and to the education and training of all nurses; 5) develop, expand, and evaluate innovative teaching methods 
and resources to establish best practices; 6) expand online resources, particularly case studies; and 7) explore the 
development of a set of core competencies in RP.

The IOM report led to the formation of an inter-professional advisory group whose task it was to achieve the first two 
recommendations of the report that were to conduct a survey of OHNs and develop educational materials to achieve and 
maintain RP knowledge and skills. 

Representatives from the National Institute for Occupational Safety and Health’s (NIOSH) National Personal Protective 
Technology Laboratory (NPPTL), the American Association of Occupational Health Nurses (AAOHN), the American 
Board for Occupational Health Nursing (ABOHN), and AOHP were members of the Respiratory Advisory Group. The 
group’s initial work was to develop, distribute, and analyze an OHN Respiratory Protection survey.

Analysis of the survey led to the development of the Respiratory Protection Competencies for OHNs. To assist in 
achieving these competencies, an online educational product was developed and is available to OHPs at no cost through 
the Respiratory Protection Webkit. The Webkit includes a continuing education program and a variety of online resources 
to assist in the development of knowledge in this area of practice. AOHP encourages OHPs who have RP responsibilities 
to utilize these resources to build competence and comfort in RP.

AOHP supports the additional work being done to develop tools to build the competence of frontline HCP who use 
respiratory protection. Research has shown that HCP do not use PPE, including RP properly. The NIOSH NPPTL 
Respirator Evaluation for Acute Care Hospitals (REACH) Studies I and II revealed the following trends: 1) RP programs 
exist on paper; 2) HCP provide different responses to questions about RP than hospital/unit managers; 3) HCP are 
unclear about when to use RP, including what type of protective device should be used and how to properly don/doff the 
equipment; and 4) the focus is on fit testing rather than training, with training being less than 15 minutes per year. These 
results indicate the need for the ongoing development of strategies to educate frontline HCP and implement successful RP 
programs in healthcare settings. Ongoing NIOSH research is supported to analyze PPE use by HCP and the development 
of a respirator that will provide both protection and comfort for HCP. 
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The Joint Commission has also recognized the importance RP in healthcare. AOHP supported their collaborative work 
with the Centers for Disease Control (CDC)/NIOSH/NPPTL and a Technical Expert Panel in developing a monograph, 
Implementing Hospital Respiratory Protection Programs: Strategies from the Field, to describe successful RP 
implementation strategies. The free monograph, published in May 2015, is intended to stimulate greater awareness and 
knowledge of the importance of effective respiratory protection programs in hospitals as well as to assist in common 
implementation challenges. One of the most challenging aspects of an effective RP program is annual fit testing. The 
monograph offers case studies with strategies related to annual fit testing as well as comparisons of Joint Commission 
standards and OSHA’s RP Standard. Lastly, this monograph serves as a companion document with the National 
Respiratory Protection Toolkit that is described below.

On May 14, 2015, OSHA, in conjunction with CDC/NIOSH, released the national Hospital Respiratory Protection 
Program Toolkit Resources for Respiratory Protection Administrators. This online tool is another free resource that 
provides information on why hospitals need RP programs, types of respirators, and how to develop RP programs that meet 
OSHA requirements.  

Building the RP competence of the OHP and frontline HCP will better equip healthcare to be prepared for any airborne 
illness, whether it is an illness that is well known or an emerging airborne infectious disease. AOHP supports training 
strategies that will build the competence of HCP in the use of PPE, specifically RP. AOHP will continue to support and 
participate in these national efforts to build a culture of safety in the healthcare setting.
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WORKPLACE VIOLENCE

Workplace violence (WPV) can range from offensive or threatening language to homicide. The National Institute for 
Occupational Safety and Health (NIOSH) defines WPV as violent acts (including physical assaults and threats of assaults) 
directed toward persons at work or on duty. The Association of Occupational Health Professionals in Healthcare (AOHP) 
is concerned about escalating WPV events, which are too often viewed as “part of the job”. Healthcare employers must 
adopt a zero tolerance approach to all types of WPV.  

WPV Injury Data
In 2014, the Healthcare and Social Assistance sector sustained WPV injuries at an estimated injury rate of 8.2 per 10,000 
full-time workers, a rate over four times higher than full-time employees in the private sector. Psychiatric hospitals had 
WPV injury rates 64 times higher than private industry, while nursing and residential care facilities had rates 11 times 
higher than private industry. Seventy-nine percent of the violent injuries were caused by interactions with patients. 
Although the vast majority of events are non-fatal, there were 14 fatal events due to homicide in the sector. Healthcare 
workers (HCWs) who provide direct care have a high risk for WPV due to the populations they serve, including those 
who may have altered mental status related to the influence of drugs and alcohol, psychiatric disorders, pain, multiple 
psychosocial stressors, or grief. 

Prevention - Comprehensive Approach
AOHP supports implementing comprehensive violence prevention programs to decrease WPV. These programs would 
be risk specific to the healthcare organization or facility. A comprehensive violence prevention program must include: a 
written program; management commitment; employee participation; hazard identification; safety and health training; and 
hazard prevention, control, and reporting. Periodically, it is critical that the healthcare organization’s violence prevention 
program be evaluated and updated. These violence prevention programs need to address co-worker or lateral violence, as 
well. 

Facility leadership support is key to the success of WPV prevention efforts. An individual should be identified to lead the 
WPV Prevention Team and be given the time and resources to develop and implement the program. This would include 
conducting the risk assessment and writing the formal program. The leader of the team must be able to work with a variety 
of professionals and disciplines to develop the program.

In some acute care settings, WPV prevention efforts may be delegated to the facility Safety/ Environment of Care 
Committee or the Emergency Preparedness Committee. Depending on the size of the facility, a separate WPV Prevention 
Committee may be needed and should be staffed with an inter-professional team. Disciplines that should be represented, 
regardless of the WPV prevention structure, include Safety, Risk Management, Security, Emergency Department, 
Communication, Education, Occupational Health, and Human Resources, at a minimum. Organizational mental health 
experts should also be part of the committee if their services are provided by the facility, or these experts could participate 
as consultants. In addition, collaboration with local law enforcement should be considered in developing the plan.

Employee participation and education is another key element in a successful program. All employees should be educated 
about the organization’s WPV policy at the time of hire, receive additional training if working in an identified high 
risk area and, at a minimum, have annual training or more frequent training as indicated. Initial training should include 
a review of the WPV policy (zero tolerance), emphasizing that these acts are not “part of the job”, to whom to report 
these events, and how to take concerns through the chain of command if not satisfactorily managed by the immediate 
supervisor. A combination of online and face-to-face training should be utilized to ensure that the employee understands 
the department-specific risk and the importance of reporting WPV events. One example of employee participation is the 
designation of departmental safety champions. The champions are frontline staff trained to work with their managers to 
support the facility policy to report all WPV and to serve as a staff resource when WPV questions arise. In addition, safety 
champions can become staff trainers using the train-the-trainer model. 

A centralized method of reporting WPV is critical for the facility to have a clear picture of the extent of WPV events. 
Online reporting programs can assist in the tracking and trending of events and injuries. WPV injuries should be reported 
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following the facility’s reporting procedure.  At a minimum, all injuries should be reviewed on a monthly basis. All 
Occupational Safety and Health Administration (OSHA) recordable injuries should have a root cause analysis completed 
within 48 hours. The findings of the root cause should be shared with staff to prevent further injuries and actions 
implemented to prevent further events. As the injury data is analyzed, trends need to be identified, and follow-up with 
managers needs to occur to develop action plans to prevent further injuries.

Prevention Strategies
Case reports of prevention strategies that have reduced WPV in the healthcare setting include installing metal detectors 
at Emergency Department entrances, establishing a violent patient database, hiring department-based security officers, 
and limiting visitor access to specific floors or areas via a GPS tracking badge. Personal staff alarm devices have also 
increased security for staff. AOHP supports and encourages healthcare organizations to endeavor to protect their patients, 
employees, and visitors from acts of violence, as well as to advocate for further research on prevention strategies for WPV. 

Home health staff are in unique and often uncertain environments when they visit patients in their homes. Home health 
agencies should have established policies and procedures for staff to follow if the staff would feel that their safety is at 
risk. These types of interventions may not be feasible, especially for small organizations. Interventions must be tailored to 
the environment and the identified risks. 

AOHP looks to national organizations such as NIOSH to identify evidence-based best practice strategies for the variety of 
healthcare settings that may experience WPV. OSHA has included some of these strategies in the Federal Register notice 
for a possible WPV standard. 

Working with Partners
AOHP will continue to advocate for violence-free workplaces, participate in the regulatory process and seek collaborative 
opportunities with organizations such as The Joint Commission (TJC) that are focused on decreasing WPV events. 
Although it does not have a specific WPV prevention standard, TJC has recognized the significance of this issue for all 
individuals involved in healthcare and has taken action to increase the safety of patients, staff, and visitors. 

In July 2008, TJC’s Sentinel Event Alert #40, Behaviors That Undermine a Culture of Safety, first addressed this critical 
issue. TJC issued Sentinel Event Alert #45 in June 2010 on Preventing Violence in the Healthcare Setting. In the alert, 
TJC sited the Environment of Care standard that requires a safe environment for patients, staff, and visitors. Lastly, TJC 
published a free WPV resource portal on its website in February 2017, Teaming Up Against Workplace Violence. The 
purpose of the portal is to support healthcare organizations in preventing, preparing for, and mitigating the impact of 
WPV. 

Through AOHP’s Memorandum of Understanding with NIOSH, AOHP was a participant in the development of the 
NIOSH online educational program Workplace Violence Prevention for Nurses. Identifying research opportunities through 
the major sites within the NIOSH National Occupational Health Research Agenda Healthcare and Social Assistance sector 
may be a strategy to identify additional WPV prevention strategies.

AOHP responded to OSHA’s request for information regarding a possible WPV standard in April 2017. The association 
supports the attention of TJC, OSHA, and other accrediting and federal agencies to this serious problem and will continue 
efforts to decrease WPV risks for all healthcare workers.

AOHP will support opportunities to identify evidence-based prevention strategies by  participating in ongoing research 
efforts and contributing to education and training projects for healthcare workers to decrease WPV events.
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BEST PRACTICES FOR HEALTHCARE WORKER IMMUNIZATIONS

The Association of Occupational Health Professionals in Healthcare (AOHP), consisting of over 1,000 occupational 
health professionals, encourages its members and their organizations to adopt practices to ensure that healthcare workers 
be assessed for immunization status and properly immunized against vaccine preventable communicable diseases. These 
vaccines should be offered at no charge and must comply with state and federal regulations.  

To assist members with questions regarding vaccines, AOHP reviewed the current Advisory Committee on Immunization 
Practices (ACIP) recommendations and current practices to develop this position statement documenting immunization 
best practices for healthcare workers. Note that the use of trade names for vaccines in this document is for identification 
purposes only and does not imply endorsement by AOHP.

A healthcare worker is defined as any paid or unpaid person working in any healthcare setting, including home health. 

Hepatitis B

Healthcare workers should complete the hepatitis B vaccination series with two or three doses of hepatitis B vaccine 
(HepB), depending on the vaccine*, and have serologic evidence of immunity to hepatitis B (HBsAB).

A healthcare worker who does not have immunity to hepatitis B should complete the HepB series and have serology 
done one to two months after completing the series. If the serology is negative or indeterminate (<10 mIU/mL, refer 
to package insert), administer another dose of HepB and test for serology one to two months later. If the negative or 
indeterminate serology persists, complete a second HepB series and recheck the serology. Alternatively, one can complete 
a second HepB series and check the serology one to two months after the last dose. If the serology remains negative or 
indeterminate, the healthcare worker is considered susceptible to hepatitis B virus infection and should be counseled about 
precautions to prevent hepatitis B virus infection and the need for hepatitis B immunoglobulin post-exposure prophylaxis 
for known or likely exposure to hepatitis B virus. An HBsAg should also be drawn on the individual to determine the 
current status of hepatitis B.  

No more HepB vaccines shall be administered.

A healthcare worker who does not have immunity to hepatitis B and refuses vaccination must be counseled as above for 
hepatitis B susceptibility and provide a declination statement.

*Three doses of aluminum-adjuvanted HepB (HepB-alum [Engerix-B, Recombivax HB]) or hepatitis A and hepatitis B 
combination vaccine (HepA-HepB [Twinrix]) at zero, one, and six months, or two doses of Cytosine-phosphate-Guanine-
adjuvanted HepB (HepB-CpG [Heplisav-B]) one month apart.
 
MMR

Healthcare workers should have immunity to measles, mumps, and rubella. Evidence of immunity for healthcare workers 
is documentation of receipt of measles, mumps, and rubella vaccine (MMR [M-M-R II]) or serologic evidence of 
immunity or disease.

For a healthcare worker born in 1957 or later who does not have immunity: to measles, administer two doses of MMR 
at least four weeks apart; to mumps, administer two doses of MMR at least four weeks apart; to rubella, administer one 
dose of MMR. For a healthcare worker born before 1957 who does not have serologic evidence of immunity, consider 
administering MMR as above.

A healthcare worker whose serology to measles, mumps, or rubella is negative or equivocal but has documentation of 
adequate vaccination (two doses of measles- and mumps-containing vaccine, and one dose of rubella-containing vaccine) 
is considered to have acceptable evidence of immunity. No additional dose of MMR is indicated.
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A healthcare worker who does not have immunity to measles, mumps, or rubella and refuses vaccination should provide a 
declination statement and not be engaged in direct or indirect patient care.

Varicella
 
Healthcare workers should have immunity to varicella. Evidence of immunity for healthcare workers is documentation 
of receipt of two doses of varicella vaccine (VAR [Varivax]) or varicella-containing vaccine (childhood combination 
vaccines), diagnosis or verification of history of varicella or herpes zoster by a qualified healthcare provider, or laboratory 
evidence of immunity or disease.

For a healthcare worker who does not have immunity to varicella, administer two doses of VAR four to eight weeks apart. 
If the healthcare worker previously received one dose of VAR, administer one dose of VAR.

A healthcare worker who does not have immunity to varicella and refuses vaccination should provide a declination 
statement and not be engaged in direct or indirect patient care.

Tdap and Td

Healthcare workers should be current on tetanus, diphtheria, and pertussis vaccination. For a healthcare worker who 
did not receive tetanus, diphtheria, and acelluar pertussis vaccine (Tdap [Adacel, Boostrix]) as an adult or child (Tdap 
is routinely recommended at age 11–12 years, and catch-up vaccination is recommended for adults who did not receive 
Tdap as a child), administer one dose of Tdap (to boost immunity to pertussis) regardless of when the last dose of Td was 
administered. Resume Td booster every 10 years after Tdap.

Pregnant women should receive one dose of Tdap during each pregnancy, preferably in the early part of weeks 27–36 of 
gestation.

A healthcare worker who refuses Tdap should be counseled on pertussis susceptibility and its transmission, not be 
engaged in direct or indirect patient care, and provide a declination statement. A healthcare worker who refuses Td should 
provide a declination statement and be counseled for post-exposure prophylaxis and wound management for tetanus.

Influenza

Healthcare workers should be vaccinated against influenza annually. Healthcare administrators may consider a policy 
that makes annual influenza vaccination mandatory (with medical exemptions) or offer alternatives to vaccination such as 
requiring the use of surgical masks for patient care by healthcare workers who refuse the vaccine.

Any age-appropriate inactivated influenza vaccine (IIV [several brands]), recombinant influenza vaccine (RIV [Flublok]), 
or live attenuated influenza vaccine (LAIV [FluMist]) may be used*. Healthcare workers who care for severely 
immunocompromised patients should not receive LAIV. If LAIV is received, the healthcare worker should avoid contact 
with severely immunocompromised patients for seven days after receiving LAIV.

*A list of current influenza vaccines is available at www.cdc.gov/flu/protect/vaccine/vaccines.htm.

Meningococcal

Healthcare workers, i.e., microbiologists, who are routinely exposed to isolates of Neisseria meningitides should be 
vaccinated with one dose of serogroups A, C, W, and Y meningococcal vaccine (MenACWY [Menactra, Menveo]) and 
revaccinate every five years if the risk remains, and two or three doses of serogroup B meningococcal vaccine (MenB 
[Bexsero, Trumenba]), depending on the vaccine*.
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*Two doses MenB-4C (Bexsero) at least one month apart or three doses MenB-FHbp (Trumenba) at zero, one to two, and 
six months. 

Other vaccines routinely recommended for adults based on age, medical conditions, or other indications which may not 
be available through Employee/Occupational Health include zoster (RZV or ZVL), human papillomavirus, pneumococcal 
(PCV13 and PPSV23), hepatitis A, and Haemophilus influenzae type b vaccines.

Remind employees to consult with their own healthcare providers if these vaccinations are not offered through Employee/
Occupational Health. 

AOHP is committed to promoting recommended immunizations for healthcare workers and the Standards for Adult 
Immunization Practice in healthcare organizations represented by AOHP members.
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THE CRITICAL ROLE OF OCCUPATIONAL HEALTH IN HEALTHCARE

Occupational health (also referred to as employee health) in healthcare is a very specialized field involving the care and 
safety of individuals who work in one of America’s most hazardous working environments according to OSHA. The 
health and safety of both paid and unpaid employees is the foundation for providing a safe environment for the patients 
and communities that healthcare facilities serve. All institutions embracing a culture of safety should not overlook the 
importance of the occupational health staff, who are trained and qualified to oversee the health and safety of workers. 
These experienced professionals perform a wide variety of vital roles that positively impact healthcare personnel. These 
various roles may include but are not limited to the responsibilities addressed below.

Occupational health providers evaluate individuals prior to hire and throughout their years of employment. During this 
process, healthcare workers are assessed and immunized to prevent the spread of communicable diseases to patients 
and staff. The evaluation of communicable illness, immunizations, and administration of vaccines requires a working 
knowledge of the requirements, laboratory testing, vaccines, and contraindications. This includes knowledge of 
communicable illnesses that are vaccine and non-vaccine preventable, as well as skills in providing guidance on fitness for 
duty with or without restrictions in the work environment.

Their role also requires working knowledge of continually changing state and national regulatory standards and 
guidelines, including, but not limited to, The Occupational Safety and Health Administration (OSHA), The Joint 
Commission, The Americans with Disabilities Act Amendments Act (ADAAA), Family and Medical Leave Act (FMLA), 
Department of Labor (DOL), Department of Transportation (DOT), etc. Healthcare as an industry has one of the highest 
OSHA recordable rates and requires a comprehensive prevention program that includes hazard identification, prevention, 
and education. Occupational health professionals have leadership responsibility in the development, implementation, 
and ongoing management of these programs. They must also consider OSHA standards that particularly target healthcare 
facilities, in addition to their use of the General Duty Clause.  
 
Compliance with the Bloodborne Pathogens Standard is one key example of the requirement that occupational health 
professionals manage, including the provision of counseling and follow-up to individuals who experience a potential 
blood/body fluid exposure. This potentially life-changing event requires the availability of face-to-face interactions 
with a trained professional who can provide a caring environment in which to deliver the most up-to-date and accurate 
information available. In addition, each incident needs to be evaluated as to any changes which should be made in 
equipment, process, or education to prevent these events from occurring in the future.  

Two areas that fall under the General Duty Clause that are of particular importance for occupational health are safe patient 
handling and workplace violence. Many healthcare workers sustain injuries while positioning and transferring patients, 
and these professionals are responsible to coordinate care after an injury, to facilitate programs and equipment purchases 
to reduce the number of injuries, and to promote musculoskeletal wellness among employees.  

Workplace violence, which has been under-reported for many years, has finally gained national attention. Education on 
what workplace violence is, the need to report these events, and how to report them to occupational health is essential. 
These professionals are tasked to create and monitor systems that make it easy for individuals to report an incident, even 
if they do not sustain a physical injury.  Counseling and access to Employee Assistance Programs, in addition to medical 
care, are directed by occupational health practitioners who must be well trained and educated on resources and policies to 
assist the victims of violence.  

Other programs that are mandated by OSHA, such as the Respiratory Protection Standard and respiratory fitness, involve 
these practitioners in another essential role: personalized protective equipment (PPE) for prevention of airborne infections 
and health effects from exposure to other noxious agents in the work environment. Respirators require education, OSHA 
respiratory evaluation, clearance by a trained clinician, and annual fit testing by either the qualitative or quantitative 
method. The training, testing, and follow-up regarding annual fit testing and training is typically managed by occupational 
health. 
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Advances in technology have increased concerns related to computer ergonomics and evaluation of work areas to prevent 
injuries. Consequently, managing the needs of individuals who are concerned about these health risks has increased. This 
requires heightened knowledge of safer equipment and the need for additional education for staff. Prevention and wellness 
should be a focus for employees working with computers, as well as those working in all different areas of a healthcare 
facility. This field of ergonomics has also become an area of responsibility for occupational health. 

Occupational health professionals must be skilled in triaging, providing care to, and assisting injured employees 
through every phase of an injury. This process includes not only care of the injured employee, but also managing 
workers’ compensation requirements, OSHA recordkeeping and reporting, and investigation of the incident. Root 
cause analysis is very important in developing safety changes to reduce the likelihood of the injury recurring. Effective 
workers’ compensation management requires detailed knowledge of state laws, assisting with claims management, case 
management of the individuals, and working with insurance companies or third-party administrators and attorneys.  

Assessing employees for fitness for duty regarding prescribed medications, as well as those which are not prescribed, is 
another area of involvement for occupational health. This requires knowledge of medications and illicit drugs, evaluation 
of employees, testing and referrals to programs for treatment, as well as developing a collaborative working relationship 
with human resources. Maintaining a drug free workplace is a priority to provide safety for staff and patients.  

To further assist with the safety of employees and patients, these professionals serve on many committees, act as resources 
for others in the facility, and trend, evaluate, and provide action plans from injury and compliance data. The occupational 
health professional is involved in these areas, plus many more. They serve as a resource for employees who have physical, 
emotional, or mental concerns and promote wellness for work. 

Occupational health professionals are involved in a wide variety of complex and dynamic processes that go far beyond 
core activities or tasks. The direct impact of this work is to improve the health of employees, which improves the health 
of patients and communities. Their role includes the requirement to constantly learn new skills, adapt current practices 
to meet evolving needs, and develop innovative approaches to solving problems. The role of the occupational health 
professional is not static, but constantly moving forward to improve core areas of knowledge and competency. It is 
imperative the healthcare facilities provide adequate, skilled, and trained individuals to serve in this role.  
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AOHP Standards of Practice

Introduction

These standards are intended to be the foundation to guide the occupational health professional (OHP) in practice or 
oversight of an OHP practice within healthcare. The standards are intentionally broad to better guide those in various roles 
within and across organizations.

Standard #1 – Professional Development

The OHP in healthcare takes advantage of evidence-based educational and professional growth and research opportunities 
not only to meet legal and professional licensure obligations, but to advance knowledge to provide excellence to the 
profession. AOHP encourages self-direction to seek educational opportunities.

Rationale: Expertise in current evidence-based occupational health (OH) practices is necessary to demonstrate 
competency as an OHP.

Objectives:
• Participate in programs that enhance professional development. 
• Participate in annual national conference.
• Seek out scholarship opportunities for research and education.
• Seek educational opportunities appropriate to level of practice.
• Foster collaboration through professional networking and resources.
• Pursue certifications appropriate to practice such as occupational health nursing, safety, case management, and 

infection control to establish expertise in the field. 
• Participate in research activities consistent with level of practice. 

Standard #2 – Legal and Ethical Issues

The OHP has a legal and ethical obligation to protect the rights of the employee, to assist in protecting the employer 
from litigation and regulatory penalties, and to practice with honesty and integrity in fulfilling professional, legal, 
and regulatory duties and requirements. The OHP also acts as an advocate for the employee to ensure equal access to 
occupational health services. The OHP follows industry standards of practice and regulatory guidance in his or her 
clinician role. The OHP also serves as an adviser to leadership in providing a safe and healthy work environment for 
healthcare workers. AOHP supports open communication and an open-door, non-punitive reporting process when conflicts 
arise.

Rationale: Ethics-driven practice protects the best interest of both the employees and the organization served by the OHP.

Objectives:
• Observe high standards of ethics in conducting business and personal duties and responsibilities.
• Safeguard confidential information in accordance with the law.
• Accept societal obligations as a professional and community member.
• Maintain individual competence in OH.
• Accept responsibility for individual judgments and actions.
• Identify and resolve ethical dilemmas, seeking counsel when needed.
• Pursue educational growth and development related to legal, regulatory, and ethical issues.
• Provide uniform healthcare services based on workplace hazard assessments in the work environment for all 

healthcare workers. 
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• Promote collaboration with professionals within the OH discipline and within the community.
• Avoid/reveal conflict of interest situations when collaborating within and outside the workplace.

Standard #3 – Management/Administration

The OHP in healthcare effectively assumes a responsible role for monitoring and influencing the OH of workers. The OHP 
takes a leadership role in serving as a resource and adviser to management as needed to assist in protecting and promoting 
the health, safety, and well-being of the workers within the organization.

Rationale: The OHP develops a practice consistent with the culture, mission, and business goals – as well as the related 
health and safety needs – of the healthcare organization.
 
Objectives:

• Acknowledge that OHPs are leaders in their respective workplace and communities regardless of title.
• Contribute to the overall health, safety, and well-being of the workforce. 
• Recognize and address diversity needs of the workforce.
• Initiate goal development and program planning.
• Collaborate with management on implementation of goals and programs. 
• Implement comprehensive programs and systems supporting the OH, safety, and well-being of healthcare 

workers.
• Implement policy and procedure protocols.
• Implement and maintain quality improvement and cost containment programs.
• Develop and maintain regulatory compliance documents.
• Educate management and employees regarding safety, health, and well-being.
• Collect, analyze, and summarize OH data (local/globally) to determine value of services provided for individual 

locations for which he or she is responsible, as well as the overall healthcare organization. 
• Articulate to management the implications of the data collected and the value of the service provided.
• Evaluate achievement of goals and objectives.

Standard #4 – Clinical Practice

The OHP provides assessment and diagnosis, and develops plans of care consistent with level of practice and the practice 
setting according to nationally recognized evidenced-based OH principals. Clinical practice scope and responsibility 
depend on the size and type of organization and the OHP role within that organization. 

Rationale: The OHP provides clinical expertise appropriate to the scope of practice and setting and according to 
evidenced-based OH principals.

Objectives:
• Utilize nationally accepted evidenced-based medicine treatment guidelines as a basis for practice.
• Develop internal evidence-based clinical practice guidelines.
• Emphasize prevention and early intervention.
• Develop and provide self-care coaching and motivational interviewing.
• Incorporate changes in accepted evidenced-based medicine treatment guidelines into clinical practices when they 

occur.

Standard #5 – Occupational Case Management and Collaboration

The OHP collaborates at all levels within the healthcare organization to ensure the safety, well-being, and fitness for duty 
of the workforce. The type and degree of responsibility is dependent on the size and type of organization and the OHP 
role within that organization. The OHP helps to assure the employee receives the right care, at the right time, and at a 
reasonable cost. 
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Rationale: The OHP provides monitoring and follow-up of health problems, and sets standards to evaluate and improve 
the services provided.

Objectives:
• Collaborate with other healthcare professionals to identify and develop best practices.
• Emphasize comprehensive care and early intervention.
• Develop and provide wellness strategies and counseling.
• Implement written protocols in accordance with legal requirements.
• Implement procedures for monitoring goals and objectives and document evidence of fiscal responsibility.
• Develop motivational interviewing and other skills to influence changes in worker knowledge and attitudes 

regarding health.
• Manage work-related injuries with an emphasis on prevention.
• Maintain accurate healthcare records.
• Develop and evaluate goals, programs, systems, and outcomes that contribute to organizational efficiency. 

Standard #6 – Community Affiliation, Partnerships, and Collaboration

AOHP strongly advocates OHP participation in community groups and organizations that support the OHP. This support 
increases the effectiveness of OH for all healthcare workers. This may be done through a professional organization or on 
an individual basis. 

Rationale: Community involvement provides a basis for strong alliances for the care and support of the working public.

Objectives:
• Seek information/knowledge regarding community, environmental, governmental issues and trends that might 

impact OH.
• Support community health activities.
• Join community health organizations.
• Collaborate with environmental, emergency, and other public services.
• Initiate visits to government or community representatives.
• Advocate concerning legislation that may affect practice.
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Glossary of Acronyms

AAALAC Association for Assessment and Accreditation of Laboratory Animal Care International
AAIN  American Association of Industrial Nurses
AANA  American Association of Nurse Anesthetists
AAOHN American Association of Occupational Health Nurses
ABOHN American Board of Occupational Health Nurses
ABPM  American Board of Preventive Medicine
ABQAURP American Board of Quality Assurance and Utilization Review Physicians, Inc.
ACA  Affordable Care Act
ACET  Advisory Council on the Elimination of Tuberculosis
ACIP  Advisory Committee on Immunization Practices
ACOEM American College of Occupational and Environmental Medicine
ADA  Americans with Disabilities Act
ADAAA Americans with Disabilities Act Amendments Act
AFL-CIO American Federation of Labor and Congress of Industrial Organizations
Ag/Ab  antigen/antibody
AHEHP Association of Hospital Employee Health Professionals in Healthcare
AHRQ  Agency for Healthcare Research and Quality
AIHA  American Industrial Hygiene Association
ALARA as low as reasonably achievable
ANA  American Nurses Association
ANCC  American Nurses Credentialing Center
ANPRM advance notice of proposed rulemaking
ANSI  American National Standards Institute
AOHP  Association of Occupational Health Professionals in Healthcare
AORN  Association of periOperative Registered Nurses
APIC  Association for Professionals in Infection Control and Epidemiology
APL  adjustable pressure limiting
ASHP  American Society of Health-System Pharmacists
ASPHP  Association of Safe Patient Handling Professionals
ASSP  American Society of Safety Professionals
ATSDR  Agency for Toxic Substances and Disease Registry
BBF   blood and body fluid
BCG  Bacillus Calmette-Guérin
BLS  Bureau of Labor Statistics
CBIC  Certification Board of Infection Control and Epidemiology, Inc.
CCM  Certified Case Manager
CCMC  Commission for Case Manager Certification
CDC  Centers for Disease Control and Prevention
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CDL  commercial driver’s license
CDMSC Certification of Disability Management Specialists Commission
CFR  Code of Federal Regulations
CINAHL Cumulative Index to Nursing and Allied Health Literature
CM  case manager
CMS  Center for Medicare and Medicaid Services
CMV  commercial motor vehicle
COHN  Certified Occupational Health Nurse
COHN-S Certified Occupational Health Nurse Specialist 
CoP  conditions of participation
CPI  Crisis Prevention Institute
CPR  cardiopulmonary resuscitation
CRNA  Certified Registered Nurse Anesthetist
CV  curriculum vitae
DART  Days Away, Restricted, or Transferred
dB  decibel
DMAIC  define, measure, analyze, improve, and control
DNV  Det Norske Veritas
DO  Doctor of Osteopathy
DOE  Department of Energy
DOT  Department of Transportation
EAP  Employee Assistance Program
EBP  evidence-based practice
EEOC  Equal Employment Opportunity Commission
ENA  Emergency Nurses Association
EOC  environment of care
EP  emergency preparedness
EPA  Environmental Protection Agency
EPInet  Exposure Prevention Information Network
EtO  ethylene oxide
EVD  Ebola Virus Disease
EXPO-S.T.O.P.  Exposure Survey of Trends in Occupational Practice
FDA  Food and Drug Administration
FEF  forced expiratory flow
FEV(1)  forced expiratory volume in one second
FMCSA Federal Motor Carrier Safety Association
FMEA  failure modes and effects analysis
FMLA  Family and Medical Leave Act
FTE  full-time equivalent
FVC    forced vital capacity
GHS  Globally Harmonized System of Classification and Labeling of Chemicals
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GINA  Genetic Information Nondiscrimination Act
HBIG  hepatitis B immune globulin
HBV  hepatitis B virus
HCP  healthcare personnel
HCQM  healthcare quality and management
HCV  hepatitis C virus
HD  hazardous drugs
HHE  health hazard evaluation
HHS  Health and Human Services
HICPAC Healthcare Infection Control Practices Advisory Committee
HICS  Hospital Incident Command System
HIPAA  Health Insurance Portability and Accountability Act of 1996
HITECH Health Information Technology for Economic and Clinical Health Act
HIV  human immunodeficiency virus
HQCC  Healthcare Quality Certification Commission
HR  human resources
HRO  high reliability organization
HVAC  heating, ventilation, and air conditioning
Hz  hertz
IAC  Immunization Action Coalition
IACUC  Institutional Animal Care and Use Committee
IAHSS  International Association for Healthcare Security and Safety
IAQ  indoor air quality
ICES  information collection and evaluation system
ICN  International Council of Nurses
IH  industrial hygiene
IHI  Institute for Healthcare Improvement
IME  independent medical evaluation
IPC  infection prevention and control
ISO  International Organization for Standardization
IT  information technology
JAN  Job Accommodation Network
JICSA  Japan Infection Control Support Association
LARA  Licensing and Regulatory Affairs
LTBI  latent tuberculosis infection
MD  Doctor of Medicine
MERS  Middle Eastern Respiratory Syndrome
MHS  Marine Hospital Service
ml  milliliter
MMR  measles, mumps, rubella
MMWR Morbidity and Mortality Weekly Report
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mrem  millirem
MRO  medical review officer
MSD  musculoskeletal disorder
NAHQ  National Association for Healthcare Quality
NASA  National Aeronautics and Space Administration
NASP  National Association of Safety Professionals
NIH  National Institutes of Health
NIOSH  National Institute for Occupational Safety and Health
NORA  National Occupational Research Agenda
NP   nurse practitioner
NPPTL  National Personal Protective Technology Laboratory
NPRM  notice of proposed rulemaking
NRC  Nuclear Regulatory Commission
NRR  noise reduction ratio
NSC  National Safety Council
NTCA  National Tuberculosis Controllers Association
OCR  Office for Civil Rights
OH  occupational health
OHN   occupational health nurse
OHP  occupational health professional
OHSP  occupational health and safety program
ONS  Oncology Nursing Society
OPIM  other potentially infectious material
OR  operating room
OSHA  Occupational Safety and Health Administration
OSP  OSHA strategic partnerships
OTI  OSHA Training Institute
PA  physician assistant
PAPR  powered air purifying respirator
PDA  Pregnancy Discrimination Act
PDSA  plan. do. study. act.
PEL  permissible exposure limit
PEP  post-exposure prophylaxis
PFT  pulmonary function test 
PDH  public health department
PHI  protected health information
PLHCP  physician or other licensed healthcare professional
PPE  personal protective equipment
ppm  parts per million
QI  quality improvement
RCA  root cause analysis
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RFI  request for information
RN  registered nurse
RNA  ribonucleic acid
ROI  return on investment
RPI  robust process improvement
RSS  Really Simple Syndication
SAMHSA Substance Abuse and Mental Health Services Association
SARS  Severe Acute Respiratory Syndrome
SDS  Safety Data Sheets
SEIU  Service Employees International Union 
SHARP  Safety and Health Recognition Program
SHEA  Society for Healthcare Epidemiology of America
SPHM  safe patient handling and mobility
STF  slips, trips, and falls
STS  standard threshold shift
SWOT  strengths, weaknesses, opportunities, and threats
TB  tuberculosis
TJC  The Joint Commission
TLV  threshold limit value
TPA  third party administrator
TST  tuberculin skin test
TWA  time weighted average
TWH  Total Worker Health
um  micrometer
USP  United States Pharmacopeia
UV  ultraviolet light
VAERS  Vaccine Adverse Event Reporting System
VIS  vaccine information statement
VPP  Voluntary Protection Program
WC  workers’ compensation
WHO  World Health Organization
WPV  workplace violence
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