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From Ritual to Reason and Back Again:
OSHA and the Evolution of Infection
Control
William M. Valenti, MD

The Problem: OSHA’s (Occupational Safety and Health
Administration) recommendations aimed at protecting
health care workers (HCWs) from acquiring blood-borne
diseases in the workplace.

OSHA’S Solution: a recommendation to establish “stan-
dard operating procedures” and to classify all hospital
-jobs into three categories based on degree of exposure to
blood, body fluids, or tissues.’ Although this is only a
recommendation, the agency plans to enforce it through
existing laws that “require safe and healthful working
conditions,” according to a recent publication.” Hospitals
can be cited and fined up to $10,000 if they fail to comply.

Comment: OSHA, in effect, is setting minimum stan-
dards for infection control practice. The concept of han-
dling all blood and body fluids the same way (“as though
they were infectious”) is not a new idea. The concern about

 human immunodeficiency virus/acquired immunodefi-
ciency syndrome (HIV/AIDS) is new, but the idea of
elevating our infection control practices to a higher level is
not. The HIV epidemic merely magnifies the problems
inherent in our current infection control practice. Until
the AIDS problem, most health care workers adopted a
somewhat laissez-faire attitude about disease transmission
in the workplace.

Consider the sluggish response of health care workers
to hepatitis B vaccine after its introduction in 1982. Unfor-
tunately, the plasma-derived vaccine was introduced at
about the time the first cases of AIDS were described.
Later, when it had been shown that the vaccine manufac-
turing process inactivated the HIV, the response to the
vaccine remained sluggish because HCWs either did not
perceive themselves to be at risk of hepatitis B or did not
get the message about vaccine safety, or both. Later still,
the introduction of recombinant hepatitis B vaccine did
little to change health care workers’ apparent lack of
interest in vaccination.
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A common argument for this attitude is that hepatitis B
is different than AIDS. The infection control profes-
sional’s response to this argument will be that hepatitis B
virus is more contagious than HIV. We all know that a
needlestick from a patient with hepatitis B will transmit
hepatitis virus 25%30% of the time. The risk of transmit-
ting HIV via needlestick appears to be less than 1%).
However, differential transmissibility is not foremost in
the minds of many health care workers. The average
HCW will tell you that people do not die of hepatitis B at
the rate they die of AIDS. We can point out that people do
indeed die of hepatitis B; however, that response may not
satisfy concerned HCWs who may also be under- pressure
from family and friends not to place themselves at unnec-
essary risk in the workplace.

One obvious conclusion from this attitude is that we
tend to become cavalier about diseases that are manage-
able by vaccination or chemotherapy. It’s the incurable
ones on which we focus our anxiety and dread, at least in
the current health care climate. Look at cytomegalovirus
(CMV) as another example of how emotion overshadows
science in infection control. The issue of nosocomial
transmission of CMV has been well studied.:{  The con-
clusion from our own mother-discipline of epidemiol-
ogy tells us that there is no increased risk of CMV infec-
tion in HCWs having patient contact compared with per-
sons without this contact.

Why then are some people willing to take risks with
hepatitis B and not be vaccinated, yet the same unvacci-
nated HCW may express concern about working with
patients with HIV or CMV? CMV causes congenital mal-
formations in babies; everyone knows that. This help-
lessness and fear of the unknown, recently described by
Friedland, stands in the way of their getting the mes-
sage. The real message is that we all need to elevate our
infection control practices to a higher level. We have
enough science and common sense available to us at this
point to tell us how to protect ourselves from acquiring
infections in the workplace. Consider again the problem
of the pregnant health care worker and restriction from
caring for patients with CMV or HIV. Universal precau-
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tions (UP)5 or body substance isolation (BSI)6 are better
compromises in these situations and accommodate both
the science of infection transmission and the common
sense required to prevent it. Very simply, a program of
restriction for pregnant HCWs is not the best way to
prevent nosocomial HIV or CMV. Nor is it necessary to
restrict patients with HIV/AIDS from health care as an
infection control measure.

The problems of HIV/AIDS present a unique chal-
lenge for the infection control professional. The HIV
epidemic will be the true test of our abilities as decision
makers and problem solvers. We should also remember
that we have the attention of our administrators and
employees in a way that we have never had before. Now
that we have their attention, how should we proceed? Not
with paper dishes, environmental culturing, and restric-
tion of pregnant health care workers, I hope. We were
evolving away from those rituals before AIDS. Now that
we are confronting a new epidemic, it is important not to
regress or let history repeat itself.

The OSHA recommendations theoretically could pro-
vide some of the consistency we need in our infection
control practice to deal effectively with HIV. The recom-
mendations attempt to bring us all up to the same level of
practice. At first glance, the OSHA recommendations
appear inflexible; we all follow the same menu by cate-
gorizing jobs and developing standard operating pro-
cedures. Maybe we should have been categorizing jobs all
along; many of us have been, although in a much less
formal way.

However, as we review our professional responses to
HIV and the OSHA recommendations, there is a trap. A
new set of rituals and myths are emerging from the “glove
mania” of the UP/BSI approach to infection control. Did
anyone ever worry about the difference between latex or
vinyl gloves before AIDS? Rituals seem to grow out of
misinformation, fear of disease, ignorance, or some com-
bination of these factors. New infection control rituals are
emerging rapidly, as aptly pointed out by Sue Crow
recently.7 The OSHA regulations can add to the growing
list of emerging rituals if we are not careful to prevent
them.

The OSHA recommendations are an attempt to focus
on what must be done in response to the HIV/AIDS
problem. We have identified a problem that needs to be
corrected. The problem is that we have become lax in our
approach to infection control. The solution is that better
infection control practices will ensure a higher level of
protection for health care workers. We will need to pro-
vide a clear, consistent message to our health care workers
not only about what they can do to protect themselves, but
also what the health care industry is doing to protect them
from infectious agents in the workplace. In doing so, we
can help facilitate and improve medical care for a group of
patients who will need to access the health care system in
the years to come.

The process by which we respond to HIV/AIDS may
need more review. Since it will be at least a year before the
recommendations are out in final form, there will be
opportunities for the infection control community to
respond to them. The OSHA regulations merely point

out the enormous scope of the problem and the complex-
ity of the solution. In some ways, the OSHA regulations
may not go far enough because they deal only with protec-
tion from blood-borne diseases. The body substance iso-
lation (BSI) system is a common sense approach to infec-
tion control. BSI is a bit broader in scope than UP because
it recognizes that certain aesthetic issues as well as com-
mon sense must be considered in our practice. A compro-
mise incorporating the best of both systems might be
helpful here.

In broader terms, the OSHA recommendations are a
response at the federal level to the HIV epidemic. Many
people have turned to government to help control the
HIV epidemic and OSHAS recommendations are a
response from one level of government. The final report
of the Presidential Commission on the HIV Epidemic
contains a much broader agenda for the federal response
to AIDS. On the other hand, OSHA’s first attempt could
be seen as a way of facilitating high-quality medical care
for patients with HIV-related disorders. With certain
minimum standards to ensure the safety of all health care
workers, maybe more hospitals and physicians will evolve
toward providing medical services for people with HIV
infection/AIDS.

This could be an opportunity to have a major impact on
improving patient care for all patients. We should be
careful not to be victimized by irrational fears of con-
tagion. Otherwise, we will only evolve a new set of rituals.
We will have false starts as we try to find the best response
to HIV. Initially, many will try to legislate it, burn it,
sterilize it, throw it away, or double-glove it. Or we can
make a difference for patients and health care workers by
trying to lend some order to the health care response to
HIV/AIDS. In many cases the infection control message
should help break down some of the barriers to medical
care for patients with HIV infection/AIDS.

The challenge to us is to stay on track by implementing
better infection control strategies without becoming ritu-
alistic. All of this needs to be done within the context of
the science that is available to help us make the right
decisions. Granted, the recommendations are awkward
and add work to an already overburdened system. A good
infection control response to AIDS and to OSHA’s recom-
mendations should ultimately result in infection control
strategies that really do improve patient care, both now
and in the future.
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