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Each year, HCPs are estimated to experience 

as many as 600,000-800,000
potentially infectious exposures to blood through1,2:

Non–blood-containing specimens in  
the healthcare environment can also be sources 
of infection, including:

HEALTHCARE PROFESSIONALS (HCPS) WORK 
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EXPOSURE TO INFECTIOUS DISEASE 
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PRIORITIZING EFFICIENT PROTECTION IN A VACCINE STRATEGY CAN  
HELP ADDRESS HCP SAFETY AND RISK MANAGEMENT CONCERNS

Many HCPs in danger of imminent exposure remain at risk for HBV infection for 6 months or longer 

•  3-dose HBV vaccines require 6 months to complete a series, followed by 1-2 months for post-vaccination testing13

•  With standard 3-dose HBV vaccines, many adults do not achieve seroprotection after the first or second doses, leaving 
them vulnerable until completing the third dose at 6 months21

Even among those who do complete a 3-dose vaccine series, protection may be delayed further due 
to failure to achieve immunity 

•  Up to 21% of HCPs fail to develop immunity following completion of a 3-dose HBV vaccine series over 6 months23

•  HCPs who have not developed immunity may receive up to 3 additional doses of the vaccine followed by repeat testing13

Costs of delayed infection control among HCP employees include

• Administration and time away from work for initial vaccination, revaccination in the case of nonresponse, testing of blood titers, 
and additional hours to cover absent employees

•  Emotional costs of fear of blood contact and exposure to pathogens prior to series completion or attainment of immunity

— Following needlestick injury, 41.8% of HCPs reported experiencing anxiety, depression, or stress24

There is a compelling need to implement a vaccine strategy that prioritizes  
employee health and ensures efficient protection in the healthcare environment

ACCORDING TO OSHA AND THE CDC

THE 3 MOST IMPORTANT BLOOD-BORNE PATHOGENS 
THAT POSE A RISK TO HCPS ARE HEPATITIS B, HEPATITIS C, 
AND HIV; ONLY HEPATITIS B IS VACCINE PREVENTABLE16,17

The high rate of exposure places HCPs  
at elevated risk for developing infectious 
diseases such as hepatitis B, hepatitis C, HIV, 
and others13,16

The average risk of infection after a needlestick or cut 
exposure to infected blood:

HBV

62%
up  
to

HCV

~1.8%

HIV

0.3%

HBV infection rates are on the rise— 
increasing the risk of acquiring HBV  
as a result of occupational exposure13,16,18

•   1 in 20 
Americans has been 
infected with  
the hepatitis B virus  
(N=12 million)19

• 114% increase 
in HBV infections from 
2009 to 2013 in some 
states affected by the 
opioid and heroin 
epidemics20

There is no cure for hepatitis B. Effective 
vaccination is critical to reducing the spread 
of the disease.21

Compliance challenges to traditional 
vaccines leave many HCPs at risk

Only 64.7% of HCPs in the US complete 
a full 3 doses of HBV vaccine22

HBV remains
infectious
outside of  
the body for  
up to 7 days10

NEEDLESTICKS SPLASHES

64.7%



CDC=Centers for Disease Control and Prevention; OSHA=Occupational Safety and Health Administration.

Despite high 
rates and risk of 
infections, HCP 
exposures often 
go unreported  

31% of HCPs who experience an exposure 
do not report it12

•  39% of registered nurses had experienced a
splash in the last 3 months—more than a quarter 
of these incidents had gone unreported 

•  54% of percutaneous exposures among
interns, fellows, and residents are not reported to 
occupational health13

Most infected HCPs could not recall any exposure13

Even with safety policies in place, 
gaps in protection persist 

•  Despite OSHA and CDC guidelines, many risky,
splash-creating activities are conducted without
the proper personal protective equipment due to
perception of low risk14

•  Many HCPs are non-compliant in their practice
of wearing gloves (17%), and do not always
appropriately dispose of contaminated materials
(79%) or needles (87%)15
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