December 22, 2014

Dr. David Michaels

Assistant Secretary for Occupational Safety and Heath
U. S. Department of Labor

200 Constitution Avenue, NW

Washington, DC 20210

Dear Dr. Michads:

The Small Business Advocacy Review Panel (Panel), established in accordance
with the Small Business Regulatory Enforcement Fairness Act of 1996 (SBREFA), is
transmitting to you this report on the Occupational Safety and Health Administration’s
(OSHA’s) draft regulatory framework for Occupationa Exposure to Infectious Diseases
in Healthcare and Other Related Work Settings.

The Panel consisted of representatives of OSHA, the Department of Labor’s
Office of the Solicitor (SOL), the Office of Information and Regulatory Affairs (OIRA)
of the Office of Management and Budget, and the Office of Advocacy (Advocacy) within
the U.S. Small Business Administration (SBA). The Panel was chaired by Robert Burt,
director of the OSHA'’ s Office of Regulatory Analysis - Safety. Staff from the Agencies
and SOL who participated in development of the Panel’ s report include: Charles Maresca
(Advocacy), Bruce Lundegren (Advocacy), Jonathan Porat (Advocacy), Cortney Higgins
(OMB/OIRA), Andrew Levinson (OSHA Directorate of Standards and Guidance (DSG)),
Val Schaeffer (DSG), Tom Nerad (DSG), Margy Lambert (DSG), Sharon Carr (DSG),
Lauren Goodman (SOL), Lee Grabel (SOL), Anne Ryder (SOL), Jessica Stone (ORA),
Charles McCormick (ORA), Bryan Lincoln (ORA), Robert Stone (ORA), and Laluane
Paige (OSHA/DSG/SBREFA Coordinator).

On October 14, 2014, the Panel was officially convened by OSHA. On November
12, 13, 14 and 20, 2014, the Panel members, along with the Small Entity Representatives
(SERs), participated in four conference calls providing the opportunity for an open
discussion regarding the draft regul atory framework. In addition to the conference cals,
the SERs provided the Panel with their written comments.

The Panel Report is attached, which includes the Panel’s mgjor findings and
recommendations. Also included as appendices to that report are alisting of participating
SERSs, the SERS' written comments, and the basic documents provided to the SERs (the
SER Background document and the draft regulatory framework). SBREFA requires that
this Panel Report and its attachments become part of the rulemaking record, which Mr.
Burt will arrange by posting the report in the docket at http://www.regulations.gov, the
Federal eRulemaking portal.

The Panel wishes again to thank the SERs for their participation in the early
stages of the rulemaking process. The Panel particularly appreciates the time that the


http:http://www.regulations.gov

SERs took from their busy schedules ta read the considerable SBREFA materials sent to
them and provide comments to the Panel,
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Report of the Small Business Advocacy Review Panel on a Possible OSHA Rule on
Occupational Exposure to Infectious Diseases in Healthcare and Other Related
Work Settings

1. Introduction

This report has been developed by the Small Business Advocacy Review Panel (the
Panel) for the Occupational Safety and Health Administration’s (OSHA’s) potential rule
on Occupational Exposure to Infectious Diseases in Healthcare and Other Related Work
Settings. The Panel included representatives of OSHA, the Office of the Solicitor of the
Department of Labor, the Office of Advocacy within the U.S. Small Business
Administration, and the Office of Information and Regulatory Affairs of the Office of
Management and Budget. On October 8, 2014, the Panel Chairperson, Robert Burt of
OSHA, convened the Panel under Section 609(b) of the Regulatory Flexibility Act (RFA)
as amended by the Small Business Regulatory Enforcement Fairness Act of 1996
(SBREFA) (5 U.S.C. 601 et seq.). A list of the Panel members and staff representatives
is included in Appendix A. The Panel chose small entity representatives (SERs) from
potentially regulated industries where workers perform tasks that may expose them to
infectious diseases. The SERs reviewed the regulatory framework for an Infectious
Diseases rule and offered their advice and recommendations to the Panel. The Panel is
deeply indebted to the SERs for taking the time to assist the Panel in examining this
potential rule.

This report consists of four parts: Part 1 is this introduction; Part 2 provides reasons why
action is being considered by the Agency; Part 3 summarizes the oral and written
comments received from the SERs; and Part 4 presents the Panel’s findings and
recommendations. A list of the SERs is included in Appendix B of this report, and a
complete copy of all of the written comments submitted by the SERs is included as
Appendix C. In addition, the principal documents sent to the SERs are included as
Appendix D to this document.

2. Reasons Why Action by the Agency is Being Considered

Infectious agents can cause occupationally-acquired infections in healthcare workers
(HCWs) and workers involved in certain tasks ancillary to direct patient care. Some of
these infections are very serious (e.g., Methicillin-resistant Staphylococcus aureus
(MRSA) bacteremia, Norovirus Gastroenteritis) and some can be fatal (e.g.,
Tuberculosis, Bacterial Meningitis).

Infectious agents can also cause healthcare-associated infections (HAIS) in patients.

HAIs are recognized as a serious and costly problem in the U.S. healthcare system.
According to the Centers for Disease Control and Prevention (CDC), there are 1.7 million
HAIs leading to approximately 99,000 patient deaths and $20 billion in additional
healthcare costs in the U.S. system each year. OSHA currently lacks data on the exact



number of HCWs and other ancillary workers that contract infectious diseases at work
because there are no centralized surveillance systems that specifically track all
occupationally acquired infections; however, OSHA plans to develop and model this data
to inform its rulemaking. Preventing the spread of infectious diseases in healthcare and
related settings benefits both workers and patients. Patient safety and healthcare worker
safety are inherently linked. Integration of patient and worker safety initiatives has been
shown to improve both patient outcomes and worker protection.

Infectious agents pose a unique occupational hazard because, unlike chemical hazards: 1)
each infectious agent replicates within infected workers (increasing risk to the infected
individual); and 2) infected workers can transmit the agent to other individuals
(increasing risk to others). Transmission of infectious agents from infected individuals to
other individuals (e.g., workers, patients, and the public) has the potential to result in an
ever-widening circle of infection that can lead to an infectious disease outbreak.

OSHA does not have a standard that addresses occupational exposure to infectious agents
transmitted by contact, droplet and airborne routes. OSHA’s Bloodborne Pathogens
standard (29 CFR 1910.1030) covers occupational exposure to infectious agents
transmitted by the bloodborne route. Precautions used for bloodborne pathogens (termed
universal precautions) are not sufficient in some sectors to protect workers from
infectious agents transmitted by the contact, droplet, and airborne routes. Protection of
workers from exposure to agents transmitted by these other routes requires
implementation of transmission-based precautions (i.e., contact, droplet and airborne
precautions) in addition to universal precautions (universal precautions is also referred to
as standard precautions in healthcare settings). The Agency is concerned about
occupational exposure to infectious diseases not addressed by the Agency’s Bloodborne
Pathogens standard.

This concern is shared by stakeholders who support an OSHA standard that addresses
occupational exposure to infectious diseases. In 2005, the American Federation of State,
County & Municipal Employees (AFSCME) petitioned OSHA for a rule addressing
pandemic influenza. And in 2009, AFSCME petitioned OSHA for a rule addressing
occupational exposure to infectious diseases. More recently, the American Industrial
Hygiene Association urged OSHA to quickly move forward with an Infectious Diseases
rule. In addition, a December 2014 report issued by the Federal Experts Security
Advisory Panel (FESAP) on laboratory biosafety and biosecurity in the U.S.
recommended that the development and implementation of an OSHA Infectious Diseases
standard be supported and made a high priority.

OSHA evaluated many peer-reviewed journal articles relating to occupational exposure
to infectious agents. The evidence thus far examined shows that there is a sustained
prevalence of work-related infectious diseases in healthcare, laboratory, and associated
work settings, and that these infectious diseases are caused by agents that are
transmissible to humans by different routes, including the contact, droplet and airborne
routes. The peer-reviewed literature also suggests that HCWSs and workers involved in
certain tasks ancillary to direct patient care (e.g., laboratorians) are especially susceptible



to occupational exposures to emerging infectious diseases (e.g., SARS, Ebola virus
disease) and that healthcare facilities and associated settings are not always prepared to
rapidly develop and implement contingency plans that address these unexpected
exposures.

OSHA maintains that because HCWSs and workers involved in ancillary tasks are exposed
to infectious diseases in a variety of settings, it is important for employers in all such
settings to implement infection control practices. Good infection control practices are
laid out in a number of non-mandatory guidelines (e.g., CDC/Healthcare Infection
Control Practices Advisory Committee (HICPAC) guidelines) and are recognized and
generally accepted by the industry. When these practices are consistently and rigorously
followed, they have proven effective at preventing the spread of infections. OSHA
believes that the evidence shows, however, that many employers do not consistently
adopt or rigorously enforce these guidelines, leaving both workers and patients at risk of
contracting infectious diseases. OSHA believes that a rule as outlined in the regulatory
framework would reduce risk to workers who would be covered by the rule. In addition,
the Agency believes that effective enforcement by OSHA would result in more consistent
and rigorous adherence to recognized and generally accepted good infection control
practices, which would, in turn, result in safer environments for both workers and
patients.

3. Summary of SER Comments

The Panel hosted four conference calls for the SERs, on November 12, 13, 14 and 20,
2014, to obtain their input on OSHA’s draft regulatory framework for an Infectious
Disease rule. A number of SERs also submitted written comments to the Panel (See
Appendix C). The following is a summary of the key issues raised during the course of
the conference calls and in the written comments.

Need for a Rule and Alternatives, Risk, and Scope

Need for a Rule and Alternatives

Many SERs felt that this rule would overlap with and/or duplicate other relevant
guidelines and regulations, including, for example, materials issued by the Centers for
Medicare and Medicaid Services (CMS), the Joint Commission and other voluntary
accrediting organizations, and state accrediting boards. One SER told the Panel that it
was time consuming to coordinate between all of the various guidelines and

requirements. Most SERs felt that they were already heavily regulated, and some were
concerned that additional rules would not improve infection control or worker safety.
One SER pointed out to the Panel that, while CDC infection control recommendations are
not mandatory, other regulatory bodies, such as CMS’s Clinical Laboratory Improvement
Amendments (CLIA) and state agencies, do have mandatory requirements that rely on the
CDC recommendations. Similarly, another SER said that if facilities are following CMS
guidelines in order to receive Medicare funding, they are following CDC guidelines. One
SER stated that “[w]hile the CDC guidelines are not literally regulations they function as



such in the healthcare workplace environment. . . . Additional oversight agencies such as
The Joint Commission and DNV require adoption and implementation of CDC and other
nationally recognized health agency guidelines.” Two SERs representing funeral homes
said in their written comments that their industry, “while not subject to third party
accreditation, is subject to existing federal and state OSHA standards, as well as random
inspections by state health departments, regarding minimal levels of sanitation and
procedures designed to effectively protect the general public and funeral home
employees.” One SER was concerned with a potential conflict with the Patient Safety
and Quality Improvement Act. He stated in his written comments that:

many of the exposure reporting conditions in the framework also conflict
with the “Patient Safety and Quality Improvement Act”. Patient safety
events are protected under that act from regulatory scrutiny if an
organization is a partner with a federally certified Patient Safety
Organization [(PSO)] and has an approved Patient Safety Evaluation
System in place and is reporting patient safety events and incidents to the
PSO.

One SER told the Panel that he believed that market forces will do a better job of
reducing hospital-acquired infections than more regulations would. In his written
comments, this SER elaborated, as follows:

CMS and other payors are increasingly insisting on transparency of quality
data, including data relating to infectious complications. Consumers are
increasingly able to access such data and use it to decide where they will
go to receive their health care. This is true in even small rural markets
where individuals may choose to drive long distances to receive health
care if they perceive a lack of quality or safety at their local hospital.

* * *

[V]arious financial and reputational factors . . . have led to considerable
improvement in health care associated infections over the last few years
and will continue to drive improvements in the foreseeable future. These
are what may be termed market forces and tend to have much more
influence on institutional behavior than mere regulatory or rule-based
approaches.

Another SER told the Panel that CMS can reduce funding if a facility has a higher-than-
average patient infection rate and said that a hospital cannot be successful keeping patient
infection rates down if the hospital does not have a good infection control program in
place. In his written comments, one SER explained that:

CMS and other payors have instituted various financial incentives to
motivate hospitals to improve care and avoid infectious complications.
The CMS Value Based Purchasing initiative track hospitals’ performance



on [catheter-associated urinary tract infections (CAUTI)], [central line-
associated bloodstream infections (CLABSISs)], Mortality, Core Measures,
etc. Hospitals can lose up to 2% of their total CMS reimbursement for
failure to improve and/or perform at very high compliance levels. The
CMS Hospital Acquired Condition Program monitors [National
Healthcare Safety Network (NHSN)] data on CAUTI, CLABSI and
Surgical Site Infections (SSIs) for colon surgeries and hysterectomies.
Next year they will add [MRSA] and [C. difficile]. Hospitals performing
in the lowest quartile on these measures can lose an additional 1% of total
CMS payments. A number of private insurers are refusing to pay for
“never events” such as central line infections or surgical site infections.

A SER who represented a specialized ambulatory care practice told the Panel that, in her
opinion, the interaction between the clinic practitioner and the patient can lead to the risk
of passage of communicable diseases.

Many SERs reported that they are already doing all or most of what this rule would
require and many reported being subject to regular inspections or audits as a condition of
their accreditation. Because of this, some questioned the need for the standard. One SER
stated that if the regulated community is already doing the things included in OSHA’s
regulatory framework, then a standard is unnecessary; another SER said in her written
comments that, “given the adequacy of current precautions, the burden of compliance
with a new standard, either alone or as [an] addendum/amendment to the existing
standard, outweighs any potential benefit;” a third SER said in his written comments that
“the framework appears to induce regulatory burden without significant change to
employee risk or outcome;” while a fourth SER wrote that she had “little confidence that
the suggested proposed rule would confer a noticeable benefit.”

One SER also disagreed with OSHA’s determination that accrediting surveys only look at
infection control from a patient safety standpoint, explaining that every year the
surveyors come out and look at infection control from the patient perspective, but they
also look at what workers are doing. One SER said that OSHA’s data on hand hygiene
compliance are dated, and estimated that hand hygiene compliance rates are ninety
percent in hospitals. This SER told the Panel that the Joint Commission is targeting hand
hygiene and that vendors have helped to boost hand hygiene compliance.

Some SERs informed the Panel that, contrary to OSHA’s analysis in the background
document, employees do have a mechanism for filing complaints with other federal
agencies and accrediting bodies, including CMS and the Joint Commission. In his
written comments, one SER reported that his hospital is monitored by CMS, the Joint
Commission, the state health department and a local Quality Improvement Organization
and that laboratories are subject to regular College of American Pathologist inspections.
This SER said that “all of these regulatory agencies have infection control and employee
health standards™ and that “each have provisions for anonymous complaints by patients,
families or employees, and the agencies actively follow up on such complaints.” This
SER'’s facility also has ““an internal compliance hotline available for anonymous



complaints by employees.” One SER stated that most complaints were filed by
disgruntled former employees.

Some SERs suggested non-regulatory approaches, including education and training
resources for small entities, additional funding for CMS, a focus on compliance
assistance rather than enforcement, and better leadership within facilities. In a written
comment, one SER suggested OSHA use an approach similar to the one used by the
SHARP program where “if a facility has problems, [they are] given ... the option of
working with OSHA consultants to improve and if they choose not to, then [OSHA
should] impose requirements as fitting to the problems.”

One SER suggested that the nomenclature be harmonized between OSHA, the World
Health Organization (WHOQO) and CDC and recommended OSHA develop tighter
definitions that line up with WHO and CDC. In her written comments, this SER stated
that:

the term infectious diseases must be specifically defined using recognized
standards such as those employe[d] by the WHO or CDC. The
nomenclature utilized in the document is far too broad to allow for any
reasonable compliance standard. For example, the common cold by
definition would be an infectious disease.

A few SERs suggested that OSHA combine rules on infection control or expand the
existing Bloodborne Pathogens rule (29 CFR 1910.1030) to cover additional routes of
transmission, and one SER urged OSHA to work to make the rule less duplicative with
other requirements. One SER disagreed, however, saying in her written comments that
this approach “would only add the burden of training to the compliance of both the new
language and its effect as amendment to existing language,” and that “a standard
codifying contact, droplet and airborne precautions may result in unwarranted
absenteeism and decreases in workplace productivity.”

One SER, who agreed that medical providers are heavily regulated, went on to say that
prevention was still cheaper than lawsuits and that having reasonable precautions in place
was important. Similarly, a very few SERs told the Panel that, in their opinion, the risk
to workers from airborne, droplet, and contact transmissible diseases was different
enough from the risk from bloodborne diseases that this standard was necessary. One
SER told the Panel that this rulemaking is an important effort, and that OSHA and
employers need to look at worker protection, but cautioned that OSHA and employers
must balance staying in business and mitigating the risk. A SER representing an
anesthesiology practice told the Panel that he thinks there should be more regulations, but
he recommended that OSHA tailor a standard to specific types of worksites and job
duties (a recommendation that was echoed by other SERs as well). This SER also
recommended that a rule be reevaluated over time.

One SER asked OSHA to do a crosswalk with other applicable regulations.



SERs representing funeral homes said that it would be helpful if a rule compelled
hospitals to inform them, when they receive a body, if the cause of death was an
infectious disease or to give them a material hazard warning.

Multiple SERs recommended that, if OSHA completes a rulemaking, the Agency provide
a strong support program for implementation, including non-punitive compliance visits
and better tools for supporting implementation. One SER requested compliance guidance
and stressed the importance of OSHA providing implementation assistance for this rule.
One SER recommended that OSHA coordinate this effort with state and local agencies,
and another said that public health departments should also be involved.

Risk

Many SERs asked OSHA to estimate the risks that would justify an Infectious Diseases
rule. Some SERs said that OSHA had not shown that there is a significant risk, and a few
SERs stated that there is not enough proof that infectious diseases are an issue that needs
to be regulated. One SER asked OSHA to perform a risk assessment. One SER indicated
that it would be useful to see new studies and more current statistical data on why a rule
is needed. A SER mentioned that the risks are not well-recognized in small medical
offices and that there was more uncertainty in those settings (as opposed to hospitals,
which are more studied). One SER said that there are no data to show that employees are
getting sick due to occupational exposure. In written comments one SER said that “there
is insufficient data that the scope of the problem justifies an additional layer of
government oversight and complexity,” while another SER urged OSHA to “utilize
results from government agency surveys that are already being done to determine if there
is a problem” and “use OSHA log-type reports to determine the true extent of the
infectious diseases before imposing another standard.” This SER anticipated this rule
would cost billions of dollars and offer no additional protection.

Some SERs stated that they believe there is no risk of infectious diseases being
transmitted to workers in their industries. Those SERs represented the following types of
industries: dentists’ offices, the funeral industry, waste handling, and commercial
laundries.

A SER representing a laundry facility, a SER representing a podiatrist’s office, a SER
representing a hospital, a SER representing a waste handling facility, and a SER
representing a hospice provider said that they did not know of any workers in their
facilities becoming ill from workplace exposures to infectious agents. In their joint
written comments, two SERS representing funeral homes said that, in the 85 and 94 years
their respective facilities have been in operation, neither “funeral home has ever had an
employee contract an infectious disease from patient/employee contact.” A SER
representing a commercial laundry stated that the laundry had safety programs and
meetings and OSHA collects data on reportable illnesses, but that the data are not robust
enough to allow for study-like results on the levels of risk.



One SER stated that there is no risk of infectious disease transmission (including
bloodborne transmitted diseases) to dental employees. A few SERs representing dental
offices said that universal precautions for bloodborne pathogens combined with common
sense and not examining patients who are sick is adequate to protect workers in the dental
industry. Likewise, some SERs representing funeral homes felt that bloodborne
pathogens precautions were adequate to protect against the risks faced by the death care
industry and reported that they do not feel that this rule would offer any additional benefit
or protection to funeral industry employees.

Some SERs in healthcare facilities stated that there had been disease outbreaks among
patients, and a few mentioned cases of occupational exposure among their employees.
One SER said that, in his observation, some employees in clinic settings were getting sick
from work, but mainly with colds and the flu. This SER stated that workers in hospitals
are clearly getting sick from workplace exposure. One SER told the Panel that some
types of healthcare workers are at greater risk of exposure to infectious diseases than the
general public, but that other types of healthcare workers are not. This SER speculated
that it would be difficult to find enough data to determine the significance of risk since
the populations are small and there is only anecdotal evidence. He reported that he has
yet to see a case of an infectious disease transmitted to a healthcare worker, but believes
that it does happen. This SER did know of a case of meningitis being transmitted to a
worker in a laboratory.

Two SERs stated that there is no risk of airborne transmission in the funeral industry and
reported that their facilities do not perform any procedures that would result in materials
being aerosolized. In their joint written comments, these SERs said that the risk of
airborne transmission “does not exist in a funeral home, either in the transferring of the
deceased from the place of death or in the preparation of the deceased” and that that the
regulatory framework “does not address the actual situation in a funeral home or any
potential exposure to infectious disease by funeral home employees, whether in the
transfer of the decedent from the place of death or in the preparation process.” These
SERs said that they believe OSHA:

is under the misconception that an autopsy suite, in a hospital, and a
preparation room, in a funeral home, create the same hazard to employees
working in these locations. Nothing can be further from the truth. The
autopsy process is invasive, using saws and other implements that are
never used in funeral service, and employs procedures that can and will
result in an [aerosolization] of infectious microorganisms. A funeral
preparation, in a funeral home, both in the instruments used and the
procedures that are followed, is not similarly invasive and does not
produce aerosolization.

However, these SERs stated that it was standard practice in many funeral homes to mask
decedents during pick-up. A SER from a hospital stated that she would assume that a
dead body was capable of transmitting an airborne infectious disease. Another SER
representing a different funeral home reported that she perceived a clear risk of exposure



to infectious diseases to workers who pick up decedents for transport to the funeral home,
and said that workers are instructed to take precautions, like putting a mask or sheet over
a decedent’s face, in order to protect themselves from airborne infectious agents that
could be expelled from the decedent’s lungs.

SERs also expressed interest in seeing a cost-benefit analysis.

Scope

Many SERS saw a fundamental difference between employers who do not routinely see
persons with infectious diseases (and normally reschedule infectious patients rather than
seeing them) and those who by their nature must treat persons with infectious diseases
(such as hospitals, emergency medical services, and nursing homes). The former have
less frequent exposures to infectious diseases and may need fewer precautions, while the
latter are more likely to be regulated and inspected by other agencies.

Multiple SERs suggested that if there is to be a rule at all, the rule should not exempt
very small establishments. Those SERs felt that if a rule was determined to be necessary,
it should apply to all employers, even those with fewer than 20 workers. One SER,
however, in her written comments recommended “at a minimum... that small entities and
small employers be exempted from any ... potential standard.”

One SER, a long-term care provider, stated that her facility only sees a few common
diseases, like influenza or Clostridium difficile (C. diff), and that residents with any other
type of illness are sent to the hospital for treatment, and suggested a “carve out” for
facilities that only see or treat specific diseases. This SER suggested alternative or
limited standard operating procedures (SOPs) for these types of facilities. Another SER
said that portions of the rule seemed over-zealous for certain settings.

A number of SERSs stated that workers other than healthcare workers have occupational
exposure to infectious diseases. One SER indicated that flight attendants are at as great a
risk as healthcare workers, and questioned why flight attendants were excluded from the
scope of the regulatory framework. Another SER said that there is a risk to flight
attendants, prison guards, and chiropractors and that they should be included in the scope
of the rule, while another SER said there is a risk in homeless shelters, prisons, and drug
treatment centers. One SER suggested that teachers are exposed to infectious illnesses
but did not think that precautions other than hand hygiene and glove use are necessary in
these settings. One SER felt the regulatory framework focused too much on clinical staff
and that workers such as laundry and food service workers are also exposed to infectious
diseases in the workplace.

One SER felt that ambulatory surgical centers should be outside of the scope of the rule
because they do not treat patients with infectious diseases. Another SER agreed that
specialty providers should not be included in the scope of the rule and suggested limiting
the scope to hospitals and family practice or similar providers. Two SERS representing
funeral homes felt that death care services should not be included in the rule. One SER



questioned whether certain medical offices, such as offices of chiropractors, opticians,
acupuncturists and physical therapists, who do not treat patients for infectious diseases,
should be included in the scope.

A SER representing a podiatrist’s office said that universal precautions are used in his
office and airborne precautions are not necessary in his setting. Another SER told the
Panel that in small offices the relative risk is different, and that in his opinion, nothing
beyond the precautions used to comply with the Bloodborne Pathogens standard (29 CFR
1910.1030) is needed. This SER said that small offices are more likely to encounter
diseases like MRSA or influenza than to encounter tuberculosis (TB), severe acute
respiratory syndrome (SARS), and Ebola.

One SER interpreted the regulatory framework as excluding emergency medical
technicians (EMTSs) and other first responders. Another SER responded that he
understood the rule to include EMTSs.

Scope Limitation — Possibility of a simplified rule where healthcare providers are able to
reschedule sick patients

One SER stated that it is already practice at her facility to reschedule patients who are
sick — for the patient’s comfort as well as to protect the staff. If a patient has an
emergency and treatment cannot be delayed, her staff would use universal precautions,
perform extra cleaning, and disinfect the office.

Another SER, representing an audiology clinic (which does not treat patients for
infectious diseases), objected to any exemption that would allow for patients who are
seeking care to be turned away when they have an infectious disease. She reported that
in her practice, a patient would have to have his or her overall health at a certain level for
an accurate evaluation to be done but said that if there was ongoing chronic pathology, it
would be different and she may have to treat the patient when he or she is at less than full
health in those cases.

General Impacts of a Rule!

One SER said that the regulatory framework was “point on” as far as the way standards
are written and understood, and another SER said that the materials read easily but found
it hard to get through the logic of contact, droplet, and airborne precautions.

A SER who worked as an occupational medicine doctor said that, in his opinion, OSHA
will have good support from occupational medicine doctors since they see that workers
are exposed to infectious diseases. This SER pointed out to the Panel that California
already has an aerosol transmissible disease rule that California medical providers are
already following, and felt that OSHA’s regulatory framework is not much different.

! Comments on the costs of specific provisions of the regulatory framework will be addressed in the next
section.
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One SER, representing a dental office, told the Panel that, in his interpretation, the only
safe way to comply with a rule as described in the regulatory framework would be to stop
seeing patients.

One SER asked OSHA to clarify which infectious diseases would be covered by a rule,
and another SER asked OSHA to provide a clear, concise list — possibly in bullet points —
of the requirements of such a rule.

SERs were largely in agreement that a provision requiring medical removal protection
(MRP) would be costly and burdensome. One SER, representing a nursing home, said
that his facility would not be able to implement MRP because the facility must maintain a
minimum level of staffing in order to care for patients. Another SER said that MRP is
too expensive and would result in some medical offices closing down because they
cannot afford to provide MRP. Another SER referred to the burden of MRP as large and
“potentially business-killing.” SERs were particularly concerned about the potential
economic impact of MRP on very small firms.

One SER anticipated that an MRP provision would require additional training on how to
do medical surveillance, on different aspects regarding a worker’s own health, and on
when a worker would need to see a physician or other licensed health care professional
(PLHCP) for possible work-related illness.

A number of SERs did not anticipate that it would cost much to incorporate a rule based
on OSHA’s regulatory framework into their regular practices. A number of SERs felt
that there would be some initial administrative costs, including costs to become familiar
with the rule and evaluate how to comply, and to conduct review and training, but some
of these SERs told the Panel that once the implementation period had passed, they
anticipated few additional costs in day-to-day operations. Some SERs reported to the
Panel that they were not too concerned with the regulatory framework or felt that they
could implement a rule easily. However, most of these SERs thought that expenses,
though small, would add little to existing protections.

A SER representing a waste handling company said that, in his opinion, most firms in his
industry would have to hire a consultant or spend a significant amount of time doing
research, which could be fairly expensive. This SER reported mixed feelings about the
regulatory framework. He anticipated that a rule would help improve practices in the
waste handling industry as a whole, but he also expressed concern that it would cost his
company money to comply. A few other SERs reported using consultants to help with
their infection control programs.

A few SERs were concerned that the added complexity of a new rule and potential
conflicts with recommendations from other bodies would make compliance with an
Infectious Diseases rule difficult, divert resources from patient care, and increase the cost
of healthcare when costs are passed through to payers. One SER told the Panel that new
research is constantly coming out about better ways to do things and that CDC and WHO
guidelines sometimes conflict, which causes medical providers to have to look at even
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more research and recommendations in an effort to determine the best way to operate.
This SER was concerned that as more agencies get involved, the more likely it is that the
agencies will be out of sync with one another. Another SER reported having to
continually look at competing guidelines and said that an OSHA rule would make things
even more complex. She advocated for a standardized process for setting
recommendations and requirements.

Many SERs felt that a rule based on the regulatory framework would create additional
paperwork or “paper trails” that would be burdensome without necessarily improving
compliance or safety. One SER was concerned that this would be a paperwork exercise
that would sit on a shelf and not result in any real, day-to-day changes.

One SER was concerned with how employers could deal with workers who don’t follow
the rules. Another SER echoed that concern, asserting that a number of the SARS cases
in healthcare workers were the result of workers failing to follow protocols.

A SER representing funeral homes said that, in his estimate, it would cost in excess of
$50,000 to $75,000 immediately in order to bring his facilities up to compliance with an
infectious diseases standard. In his interpretation, the rule would require funeral homes
to have ventilation systems and everything else related to clean rooms, operating room,
and hospital room environments.

A number of SERs reported that the vaccination requirements in the regulatory
framework would result in compliance costs for their facilities, and many told the Panel
that OSHA had underestimated the costs of vaccines.

Multiple SERs reported that OSHA underestimated costs for personal protective
equipment (PPE) and underestimated the amount of PPE that would need to be used to
comply with an infectious diseases standard.

Some SERs asked OSHA to clarify whether this rule would change the way infectious
waste or healthcare laundry are handled or the way instruments are sterilized. A SER
representing a funeral home said that waste would need to be segregated for infectious
decedents and that this would be difficult given the small size of the room where remains
are handled.

A few SERs were concerned with the potential requirement in the regulatory framework
for employers to retain medical records for thirty years. These SERs felt that thirty years
was excessive and that it would be difficult and costly to retain records for that length of
time. One SER said in his written comments that the requirement that “records be
maintained for 30 years does not make sense medically and would place an undue burden
and expense on employers.”

A SER representing a home healthcare provider urged OSHA to consider the uniqueness

of the home healthcare industry and the difficulties involved in working in an
environment where the employer lacks control. Those working in emergency medicine
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expressed similar concerns with one such SER saying, in his written comments, that “the
regulatory framework would require essentially a maximum contact precaution PPE for
every call” to which EMT workers responded.

Provisions of the Requlatory Framework

During the conference calls, the Panel asked the SERs a series of questions about the
potential requirements in the regulatory framework. Below is a summary of their
responses, both during the conference calls and in any subsequent written comments.

Written Worker Infection Control Plan (WICP) and Standard Operating Procedures
(SOPs)

Many SERs reported having a WICP available online for workers to review. In some
cases, the employer requires that workers review the written policies. Some SERs were
concerned that they would have to rewrite plans that are already in place.

Multiple SERs felt that OSHA had underestimated the time necessary to prepare these
documents. One SER reported that forty hours, which OSHA had estimated was the time
a hospital would need to prepare a WICP, was reasonable, but that an additional forty
hours would be necessary to prepare the written SOPs. Another SER stated that forty
hours to develop the WICP is a low estimate. This SER reported that it probably takes his
facility eighty hours to develop a WICP and SOPs, and thirty-two hours a year to do an
annual updates. This SER told the Panel that in his facility, updates undergo a review
process, which involves taking additional time to relay draft updates to the front-line
staff, which also takes time. A third SER suggested that it would likely take twice as
long as the Agency had estimated for employers to develop the WICP and SOPs initially,
but noted that the time ultimately spent on developing and updating WICPs and SOPs
would depend on the amount of OSHA compliance support offered to small entities.
Multiple SERs representing long-term care facilities asserted that the development and
updating of SOPs would be burdensome. For example, one such SER stated in written
comments that:

for small employers in the long term care industry, the development and
ongoing updating of SOP’s will be extremely burdensome. Most small
employers do not have in-house resources readily available to continually
track CDC or other guidance from the public health community. OSHA’s
use of a process safety management (“PSM”) approach to this rule will
place a heavy burden on small employers. Aside from the burden
associated with this, small employers will have difficulty — without
specific guidance from OSHA — knowing which practices need to be
examined and updated.

Many SERs believed that their WICPs and SOPs already cover what a rule based on

OSHA'’s regulatory framework would require, as well as what CDC recommends. One
SER felt that OSHA’s potential requirements were already covered by the provisions of
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most accrediting bodies and that these provisions of OSHA’s regulatory framework
seemed redundant.

One SER reported that WICP templates are available from trade associations. Another
SER said that templates or guidance from OSHA on preparing SOPs would be helpful to
small employers.

One SER reported that its written documents are updated every three years as opposed to
every year, as potentially required under the regulatory framework. In his written
comments, this SER stated that the “proposal to require that the infection control plans be
reviewed and updated yearly is not realistic and would add unnecessary expense in terms
of time and administrative expense.”

Vendors and Contractors

Some SERs asked that OSHA clarify what an employer’s duty is regarding contractors
and vendors that enter their facilities. One SER asked how an employer would monitor
vendors and contractors given that they are not employees. Another SER said that it
would be a challenge to comply with these provisions of the regulatory framework
because it’s very difficult to track compliance by vendors and contractors.

In written comments, multiple SERs representing long-term care facilities reported on the
difficulties of monitoring vendors and contractors in the long-term care sector. One such
SER stated that:

it is a real challenge in the long term care environment to ensure that
contractors are adhering to facilities’ (or even their own) infectious disease
procedures. In the long term care industry, often contractors are
specifically selected by the residents — particularly in the case of
independent healthcare practitioners. It is very difficult to establish control
over these individuals.

Another SER went on to say that “it is almost impossible to monitor and ensure that all
Licensed Health Practitioners have received the [influenza] vaccine as required.”

A SER representing a waste handling facility asked OSHA to clarify what his
establishment’s duty would be for inspectors who enter the facility while the facility’s

operations are shut down.

Isolation Rooms or Areas

A few SERs were concerned about the provision in the regulatory framework that would
require patients to be isolated. One SER said that isolating patients is doable in a large
facility or a hospital, but questioned how that might work in a small office. Another SER
expressed concern that it would be very costly to add a negative pressure room to an
older hospital facility and noted that the only alternative for a rural hospital might be to
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transfer a patient needing a negative pressure room to the nearest facility with an
available negative pressure room, but that this alternative might result in a long ride for
the patient.

A SER representing a small local government that included both hospitals and prisons
said that jails generally don’t have airborne infection isolation rooms (AlIRs) and
isolation usually means putting a patient in a separate cell. She reported that the biggest
issue in prisons has been TB and the need to remove TB patients to a unit with negative
pressure and air filtration. She said that if a prison issues an isolation order and has
someone guard the prisoner, this raises legal issues as well. This SER was also
concerned about overpopulation and scarcity of community resources for the hospitals
she represents: if sites that do not have available AIIRS transfer patients with suspected
airborne transmissible illnesses to hospitals that have available AlIRs, this could quickly
make hospitals overpopulated or make community resources scarce.

One SER felt that an Infectious Diseases rule would require all patients to be treated in an
AlIR given that patients do not always disclose their symptoms. This SER also said that
OSHA'’s estimates for setting up an AIIR were “extraordinarily low” and expressed
concern that medical supply companies would not be able to meet demand if every
medical office has to install an AlIR.

Personal Protective Equipment (PPE) & Respiratory Protection

Some SERs told the Panel that the Agency’s cost estimates for PPE were too low and that
OSHA had underestimated the number of items that would need to be used. In her
written comments, one SER said that OSHA’s estimate of “one surgical mask [used] per
employee per shift is extremely low;” she reported that, at her facility the “nursing
assistants care for [an] average of 8 residents and would not be able to use just one mask
per shift.” Another SER asked OSHA to clarify how much additional PPE would need to
be made available to workers. One SER suggested that, rather than changing gloves once
per patient, dentists typically change gloves four to six times per patient, while another
SER said in her written comments that “dental personnel change gloves at least twice per
patient,” and that “depending on the length and extent of a procedure, a practice could go
through up to four or five pairs of gloves per patient.” In her written comments, one SER
representing a residential care facility said that “for one patient/resident there could be up
to 4-6 glove changes with morning cares, 2 glove changes with each incontinent episode,
2-3 glove changes with a routine wound dressing change and then it’s time for bedtime
care[] and another 4-6 changes.”

One SER representing a hospital said that her facility has powered air-purifying
respirators (PAPRS) and self-contained breathing apparatuses (SCBASs) available. The
policy at her hospital is to defer to the highest level of protection if there is conflicting
information about what type of PPE to use. Workers at her facility use N95 respirators
when treating patients with TB and other airborne infections.
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Some SERs told the Panel that it is up to the employee to determine the correct PPE to
use. In these cases, the workers are trained on correct PPE selection and use, and in some
settings, workers are working off-site (e.g., EMS and home care) and are not under the
supervision of the employer while performing their job duties.

Multiple SERs reported that during flu season, patients with flu-like symptoms are given
masks if they are able to wear them and that the staff also wear masks; one SER specified
that workers are given N95 respirators and are told to wear them if they judge it to be
appropriate. One SER representing a home care provider reported that they ask staff to
wear masks during flu season since many of their patients are elderly and often cannot
comfortably wear masks.

SERs, including representatives from two hospitals, one long term care provider, an EMS
provider, and a funeral home, reported that they have workers who wear N95 respirators
and that they are provided with fit-testing annually. A few SERs reported that they did fit
testing in-house using a PortaCount machine. One SER representing a hospital said her
employer prefers to use masks and that PAPRs and N95 respirators are also available as
needed. A SER representing a hospital reported that about 20 percent of employees at his
establishment are in the SER’s respiratory protection program, and a SER representing a
long term care provider said that there is at least one worker per shift who is trained and
fit-tested for N95 use.

One SER representing an EMS provider told the Panel that workers at his establishment
wear eye protection 100 percent of the time, use gloves, masks, and eye protection if they
are performing an aerosol-generating procedure, such as giving a nebulizer, and have
isolation gowns and N95s available at all times. This SER said that this basic PPE is
available to workers, but speculated that it may not be sufficient to protect against every
disease. In his written comments, a SER representing an EMS provider wrote that the
cost for additional PPE is “a cost that cannot be borne by the current reimbursement
systems for EMS enacted by CMS and the national ambulance fee schedule” and that
“EMS has no way currently to recoup the increased regulatory cost.”

One SER told the Panel that workers at her home care agency use PPE if they suspect a
patient has a drug-resistant form of a disease.

A SER representing a waste handling firm said that, while his company provided
appropriate PPE, some waste handling firms do not provide their workers with disposable
gloves or other PPE.

A SER representing a funeral home told the Panel that the only PPE drivers who pick up
decedents regularly wear is gloves even though she thinks they have a clear risk of
exposure to infectious diseases. This SER also reported that decedents are sometimes
masked or have their mouths covered to reduce the risk of air escaping the lungs, and that
workers are also trained to wrap a sheet around the decedent’s mouth and to stay away
from bodily fluids during pick-up of bodies. Two SERs representing other funeral homes
submitted joint written comments, where they reported that, in their states, transport
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vehicles are required to be equipped with gloves, masks, gowns, head and shoe covering,
goggles, antibacterial soap and disinfectant spray, and reported that they “are unaware of
any funeral homes that do NOT practice Universal Precautions” when transporting
human remains.

One SER also said that when workers come in contact with a decedent while in the
funeral home that she represents, they wear full PPE including booties, gloves, a gown, a
faceshield, and a mask. Additionally, the SER stated that N95 respirators are available to
embalmers, but that the embalmers rarely use them. This SER was aware of some
mortuaries where embalmers’ PPE is limited to gloves.

Patient Screening

SERs asked for clarification on how patient screening would work. Some SERs were
concerned because some infectious diseases have no visible symptoms and because
patients are not always truthful or forthcoming about their symptoms.

Many SERs told the Panel that they do not have any mechanism to formally screen
patients for infectious diseases before or when they arrive at the office. A few reported
asking about whether a patient is sick, but that is mostly for patients going under
anesthesia.

Some SERs reported that they may screen patients on the phone during reminder calls, or
do cursory evaluations when patients arrive and, if a patient appears to be sick, they may
be asked to reschedule. However, a few SERs said that patients may not inform the
intake personnel or the doctor of a possible infectious disease either because that person
does not want to reschedule their appointment or because the person is being treated for a
condition unrelated to the infectious disease (e.g., EMS responding to a person with chest
pain indicative of a heart ailment may not be informed that the person is also being
treated for TB). Some SERs reported that if a patient appears to be sick, the staff might
use additional PPE, including masks or ventilation, and may perform additional cleaning
of surfaces. One SER representing an ambulatory surgical center said in her written
comments that:

[a]n extensive medical history, including a patient’s infectious disease
status, is performed before the patient is admitted to the facility. Our
facilities do not accept patients with known infectious diseases. If a patient
does arrive at the center with an infectious disease, center personnel will
isolate the patient utilizing the appropriate personal protective equipment
(PPE) and transfer to a higher level of care, which would cause minimal
exposure to ASC personnel.

One SER representing a hospital said that patient screening is done as part of intake
procedures. She reported that training is in place so workers are aware of symptoms that
may require droplet or contact precautions, and, in such cases, the proper CDC
precautions are implemented. However, this SER reported that the largest risk of
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exposure occurs during the time it takes for a determination of what precautions to take.
One SER representing a hospital said that patients who are screened as they arrive are
given a mask if they appear to be sick and that information about the apparent condition
of patients is relayed to the healthcare provider. Another SER representing a hospital
said that if it is known that a patient with an infectious disease is coming to the hospital,
staff might meet that patient outside the building and escort the patient to an isolated area.

One SER said that the hospital he represented has signs up requesting that visitors do not
enter the facility if they have a cough or a fever.

Two SERs representing residential care facilities said that when a resident shows
symptoms of an illness, the resident is isolated in his or her room, if appropriate (e.g. for
gastrointestinal (GI) symptoms or flu-like symptoms), and that staff use universal
precautions. Signage on the resident’s door is used to alert staff of the need to use
precautions, and once a diagnosis is made, workers use appropriate PPE based on that
diagnosis. One of the two SERS noted that they do not have the ability to use airborne
precautions and residents needing airborne isolation must be transferred to a hospital.

Two SERs representing home care providers said that patients are asked about symptoms
(especially GI and fever) and screened for Ebola before workers enter the home. One of
these SERs also echoed a previous concern that patients are not always truthful in
disclosing potential symptoms.

A SER representing an EMS said that patient screening “goes out the window” in
ambulance services. This SER reported that his workers use PPE that is more protective
than what is recommended to protect themselves from infectious patients. This SER told
the Panel that some dispatch systems have the ability to screen patients. With these
systems, the dispatcher asks the caller screening questions and relays that information to
the EMS responders. However, not all dispatch systems have this capability.

Some SERs stated that, because of privacy concerns, their workers are not always made
aware of a patient’s infectious status. A SER representing an ambulance service said that
workers at his establishment are not always informed if a patient is infectious if that
infection is unrelated to the reason the patient is being transported (for example, a patient
who is colonized with MRSA could be transported from a nursing home for care of a hip
problem and the EMT may not be informed of the MRSA colonization). In addition, all
representatives from funeral homes reported to the Panel that they are rarely informed of
the cause of death, including whether the person died from an infectious disease that
could put the workers who handle the decedent at risk. In their joint written comments,
two SERs representing funeral homes reported that a:

death certificate, which can be written a significant time after a death and
... after human remains are transferred to a funeral home and the
embalming process is started ... may not indicate the presence of an
infectious disease that may have existed in the remains prior to death, if
that disease was not the cause of death. There is, therefore, no way for a
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funeral director to make an independent medical determination of the
existence of an infectious disease, whether airborne or bloodborne, prior to
transfer or embalming.

Vaccinations

The majority of the SERSs reported providing flu vaccines and the Hepatitis B vaccine as
required by OSHA’s Bloodborne Pathogens standard (29 CFR 1910.1030). A few
workplaces (including most hospitals, a home healthcare provider, and a funeral home)
offer the full complement of vaccines recommended for healthcare workers by CDC’s
Advisory Committee on Immunization Practices (CDC/ACIP). A SER representing a
hospital estimated that 80 to 90 percent of hospital employees are currently vaccinated
and that about two percent of employees would need antibody tests. One SER wondered
about how to improve employee participation in vaccination programs and how to
increase the number of employees accepting vaccines. SERs were not aware of any
situations where employers did not provide vaccinations when employees ask for them,
and one SER said that there is a great likelihood that employers already provide any
vaccine workers anticipate needing.

SERs asked whether providing health insurance that covers vaccines would be adequate
to comply with the rule.

A number of SERs felt that the additional vaccines they would need to provide as a result
of this provision were not necessary for their workers based on their risk. The SERs who
reported feeling this way included representatives from a laundry facility, a home
healthcare provider, and a long-term care facility. One SER believed that vaccines
should be given as appropriate (taking contraindications into account), that care should be
taken to determine if the vaccines are appropriate, and that not all vaccinations are
necessary in every setting.

SERs that do not provide the full complement of CDC/ACIP recommended vaccines
expressed concern about the potential costs of doing so, especially if they are required to
provide those vaccines on-site. One SER was concerned with the cost of storing and
potentially wasting vaccines if it would have to administer the vaccines on-site, although
a different SER, representing a dentist’s office, reported providing all vaccines on-site
and free of charge and considered the cost negligible. This SER said that his office does
not keep vaccines in stock, but is able to obtain them when needed. One SER estimated
that it would cost between $125 and $200 per worker to provide the vaccines the
establishment does not currently provide. In a written comment, one SER was concerned
about the time it would take to complete the additional vaccinations for workers at her
facility. She said that “it takes time to get the records of our employees to be able to
determine where they are in the vaccine process, (i.e. have they had any of the 3 doses
required, and if so, how many?)” and that there is additional time needed “once the
process of actually giving the vaccine is complete, [and workers] say they want the lab.”
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Many SERs reported that workers are required to either accept a seasonal flu shot or to
wear a mask at all times on the job during flu season. In some cases, SERs reported that
this is a requirement of state or local health departments.

One SER reported that although her state makes seasonal flu shots mandatory or requires
workers to wear a mask during flu season, she did not think this requirement impacted the
number of flu cases she saw in the nursing home she represented. She reported that
workers were not contracting the flu before the mandatory vaccine policy and that
vaccines did not make a difference. Another SER, representing a hospital, disagreed with
this assertion. He reported that his establishment has seen a drop in the number of flu
cases after enacting a similar policy. He also said that his facility had seen a similar
effect from the pertussis vaccine, but noted that vaccines are not one hundred percent
effective.

SERs also had questions about how this requirement might interact with the MRP
provision, wondering what the employer’s liability would be if a worker refuses a
vaccine. Some SERs questioned whether the employer would still be required to provide
full MRP if a worker refuses a vaccine (as allowed under the regulatory framework) and
becomes ill.

One SER said that the goal of an infection control program is to protect employees from
being exposed to infectious diseases in the first place, and suggested that employers be
allowed to limit the work area of a worker that declines a vaccination. The SER also
stated that if declination makes it difficult for a worker to perform his or her work duties,
that should be legitimate grounds for termination. Another SER was concerned about the
interaction between OSHA’s vaccine requirements and the Americans With Disabilities
Act (ADA) requirements and wondered how things would work when workers decline
vaccines for health reasons. This SER recommended specific guidance on navigating this
issue, as well as on the interplay between health issues and religious beliefs.

Some SERs reported that the estimated vaccine costs provided in the SER background
document were too low and others suggested that OSHA has not fully considered the
costs for vaccines. A few SERs said that many workers have already received the
vaccines recommended by CDC/ACIP because those vaccines are commonly given
during childhood.

Medical Surveillance

SERs were concerned that employers might not be able to determine if a worker acquired
an infectious disease in the workplace (i.e., whether it is “work-related”), particularly if
there is an outbreak in the community. A SER representing an occupational medicine
clinic responded that when the determination is not clear, both OSHA and workers’
compensation insurers would defer to the PLHCP, who determines work-relatedness on a
case-by-case basis. According to this SER, through questioning, analysis and sometimes
testing, which can be done to determine which strain of the infectious agent caused the
illness, it may be possible to differentiate a workplace from a community strain (e.g.
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MRSA, C. difficile) and an occupational medicine doctor can make a professional
judgment call.

SERs reported being concerned with determining the work-relatedness of flu, C. difficile,
MRSA, and norovirus.

One SER said that in her facility, when workers are exposed to a patient who is later
determined to require droplet or airborne precautions, a risk assessment or evaluation is
completed on any workers who had unprotected exposure to that patient. Another SER
representing a hospital said that his facility has procedures for tracking workers who are
exposed to infectious patients.

Most SERs reported performing annual TB testing, but one SER said that TB testing is
only done once, upon hire.

Medical Removal Protection (MRP)

Many of the SERs expressed concern about the MRP provision. Some SERSs questioned
how work-relatedness would be determined. They stated that many of the infectious
ilinesses that their workers contract are present in the community as well as in the
workplace, and that it would be difficult to determine whether a worker became ill as a
result of an exposure to a disease in the workplace or as a result of an exposure
somewhere else. In his written comments, one SER elaborated:

because an employee’s exposure ... can occur virtually anywhere, his or
her exposure at work cannot be definitively proven. If exposure is not
definitive, then the employer should not be responsible for compensation
while the employee is out of work, other than honoring established paid
time off policies.

One SER noted that some workers work multiple jobs, further complicating the matter of
determining where an infectious disease was acquired. Another SER felt that requiring
healthcare employers to provide MRP for diseases that are endemic in the community
penalizes the medical profession. One SER pointed out that the risk of acquiring a
bloodborne disease from the community is minimal, but, with infectious diseases
transmitted by other routes, there seems to be an elevated or equal risk from the
community. One SER wondered whether an OSHA rule would set up a “presumption of
causation,” meaning that an illness in a worker is automatically presumed to be
occupationally acquired. That SER urged the Panel to assure that this was not the case.
One SER suggested that it would be easier to monitor workers and prove work-
relatedness if MRP was limited to diseases that are more likely to be acquired in the
workplace (e.g., TB) than in the community (e.g., flu). A SER who works in
occupational medicine told the Panel that work-relatedness determinations are not as
difficult as they sound. This SER stated that such determinations are regularly made by
occupational medicine doctors and that they must be approached on a case-by-case basis.
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A SER representing an EMS establishment said that MRP-like coverage was common in
EMS, and another SER, representing a funeral home, said that, while her facility provides
generous medical benefits, including paid medical examinations and leave, most funeral
home facilities do not.

Some SERs were concerned that MRP would create perverse incentives. They were
concerned that workers that could get paid time off by claiming they are ill with a
workplace-acquired infectious disease might take advantage of such a system and claim
to be infected with a workplace-acquired infectious disease when they were not sick.
OSHA clarified that, according to the draft regulatory framework, an employer must do
an evaluation and consult with a PLHCP before MRP is provided. The PLHCP would
make the determination regarding MRP, and workers would not be able to arbitrarily
invoke it. In response to this, one SER said that this process would be very disruptive to
a small employer. In written comments, one SER expressed concern “that some
employees could take advantage of MRP, leaving [the] facility either short-handed or
forced to carry more employees than [the facility] had budgeted for.” Another SER said
that an MRP provision “will result in increased cost for health evaluations and
compensation and makes for an adversarial employer-employee relationship where there
does not need to be one” and expressed concern that “every time an employee falls ill, the
employee may try to take advantage of the employer for wages and benefits and the
employer will feel obligated to try to prove the illness is not work-related.”

Similarly, some SERs were concerned that employers would be reluctant to provide
benefits if workers could get MRP for illnesses. A SER told the Panel that adding
another program on top of workers’ compensation was a bad idea. This SER said that
workers’ compensation is set up to avoid a legal fight over whether or not an illness or
injury occurred in the workplace, and an MRP provision could introduce lawsuits. This
SER felt that MRP would be extraordinarily difficult to implement and would set up legal
battles. One SER wondered what an employer’s liability would be when a worker
becomes ill as a result of not following the employer’s procedures. Another SER
wondered what an employer’s liability would be when a worker refuses a vaccine and
then became ill.

The SERs also questioned how MRP would interact with other forms of compensation
available to sick workers, such as employer-provided sick leave or other paid time off,
workers’ compensation, and unpaid leave allowed under the Family Medical Leave Act
(FMLA). In written comments, one SER said:

the interplay between the [Consolidated Omnibus Budget Reconciliation
Act (COBRA)] health benefit extension, medical leave of absence rules
under [the Family Medical Leave Act (FMLA), [Affordable Care Act
(ACA)] open enrollment rules for changing benefits, and [Employee
Retirement Income Security Act (ERISA)] exempt plans all impact
whether an employer would even be able to comply with the proposed
framework as it relates to continuing health benefits without violating
existing federal statute and rules.
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Many SERs suggested that OSHA consider whether an employer-provided combination
of medical insurance and paid leave is an adequate substitute for MRP, with one SER
suggesting that employers only be required to provide MRP if they do not provide health
insurance or paid time off. One SER interpreted the regulatory framework to say that
paid time off would not be able to be used because that would be taking away
compensation and the regulatory framework does not allow that. One SER recommended
that the employer only be responsible for what workers’ compensation does not cover
(i.e., the difference between what workers’ compensation pays and a worker’s normal
earnings). One SER from Missouri told the Panel that Missouri’s Workers’
Compensation program does not allow an employer to pay the gap between what
workers’ compensation pays and the worker’s total normal earnings. Therefore, in order
to fulfill OSHA requirements, this SER’s establishment would not be able to use
workers’ compensation and would bear the full burden of paying a worker’s full wages.
A SER from Arkansas informed the Panel that Arkansas workers’ compensation does not
cover infectious diseases except HIV and hepatitis, and another SER concurred that
workers’ compensation does not always cover illnesses and definitely would not cover
workers who need to be excluded from the workplace for precautionary reasons
following an exposure event. Multiple SERs representing long-term care facilities were
concerned about the costs of MRP when worker’s compensation did not apply. One such
SER stated that “from informal conversations with certain workers compensation
insurers, [it was found] that many OSHA-covered infectious diseases will not be
supported by workers compensation, causing the full costs to be borne by the employers.”
Another SER was concerned that workers would file more workers’ compensation claims
as a result of this provision, which would cause the employer’s workers’ compensation
insurance rate to increase. Some SERs said that, in most cases, workers’ compensation
does not kick in for a number of days (usually seven to ten) and many illnesses would be
resolved before the end of that period. One SER felt that it might make sense to have
MRP coverage only until workers’ compensation coverage commenced, and another
suggested that an employer only be responsible for providing MRP when the employer is
shown to be negligent. Multiple SERs reported that part-time workers in their
establishments do not have access to paid sick leave, and a few SERs wondered whether
other OSHA rules include MRP provisions.

The SERs felt that the cost to pay a worker who is unable to work would be very
burdensome to small and very small employers. A few SERs told the Panel that having
to provide MRP on top of other benefits and hiring replacement staff (possibly for up to
eighteen months) would bankrupt them or put them out of business. Multiple SERs
mentioned that in addition to paying a worker who was unable to work, they would need
to pay a worker to cover the shifts that the sick worker would miss (sometimes because of
an operational requirement from the state). This would represent an additional burden on
top of the cost of paying the salary and benefits of the out-of-work worker. Conversely,
one SER mentioned that she did not think providing MRP for an illness with a short
duration would be difficult, but that if a worker is out for six months to a year, the
establishment would need to hire another employee and that would be a problem for
small entities. One SER pointed out that the burden of providing MRP would not be
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equal across all providers, and the SERs encouraged OSHA to look at different types of
providers with respect to their employees’ risk of exposure and to consider the size of
affected employers when evaluating the impact of this provision. Other SERs mentioned
that, in the case of a worker in a highly-compensated occupation, the worker’s normal
total earnings would far exceed the limit on workers’ compensation payments. One SER
wrote in his written comments that the MRP “requirement is both cost-prohibitive and
punitive to healthcare employers.”

One SER was concerned about the potential for a significant amount of testing that would
be needed to identify the cause or source of an illness because a lot of symptoms are non-
specific to particular diseases. This SER stressed that the regulated community would
need very good guidance on how to conduct these investigations and to identify the
sources of illnesses. Another SER was concerned that this provision might force workers
to visit a doctor more often to determine if an illness is work-related, and if the worker is
diagnosed with influenza (which is not covered by MRP for most workplaces), the cost of
the doctor’s visit would need to be paid by the worker since the employer would not be
required to cover the costs in this case. One SER stated that there might be some benefit
to having workers who have a fever be seen by a PLHCP in order to rule out serious
conditions. This SER felt that the MRP provision would provide workers incentive and
compensation for being screened by a PLHCP, where no incentive or compensation
currently exists, and felt that there might be some benefit to that. Another SER wondered
if OSHA had considered the case where a worker’s preexisting health conditions result in
a slower than expected recovery from an infectious disease and asked about the cost
implications in such a case.

One SER told the Panel that it was important to encourage workers to stay home when
they are sick so that they do not expose other workers or patients to infectious diseases.
This SER suggested that OSHA not look at a worker with an infectious disease as only
either able to work or totally disabled, and that the Agency should consider the worker’s
ability to work remotely. This SER believes it is important to encourage people to stay
active and that even if a worker is not able to be at the physical location of his or her
employer, the worker should be allowed to work remotely or be reassigned to other duties
if feasible. Another SER informed the Panel that his establishment had been able to
reassign workers who had been exposed to pertussis in the workplace to non-patient care
duties.

Medical Removal Protection - Quarantine

The Panel asked some SERs what issues they would anticipate if the MRP provision
included a quarantine requirement when quarantine is determined to be medically
necessary (as in the case of Ebola).

One SER pointed out that the connection to the workplace would need to be clear. For

example, would an employer need to pay a quarantined doctor who travelled to Africa as
a volunteer on his or her own time and contracted the disease there?
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SERs reiterated concerns about determining work-relatedness and how a MRP for
quarantine requirement would interact with paid leave, workers’ compensation, and
health insurance. One SER reiterated a call to allow workers who are able to work
remotely to do so and others restated their concerns about the cost burden for smaller
establishments.

Some SERs wondered about the scope of a potential requirement. For example, would a
convenience store owner be required to provide paid quarantine to a worker at that store
who was exposed to Ebola in the workplace? In addition, SERs wondered whether
janitors or other cleaners would be eligible for paid quarantine.

One SER pointed out that the costs would vary based on where a worker is quarantined.
He reminded the Panel that scenarios involving the worker staying in a facility, scenarios
involving the worker staying home, and scenarios involving the removal of a person from
all public contact would have different issues and encouraged OSHA to address the costs
of these different scenarios.

Training

SERs were concerned about the provision in the regulatory framework requiring that
workers be able to ask questions and have those questions answered as part of the
required training. One SER reported using computer-based training and said that an
instructor is not present while workers complete the training and that the program her
establishment uses does not have the capacity for workers to submit questions through
the program. Other SERs reported that the training they provide is done with a live
instructor or facilitator (sometimes an infection control specialist, a human resources
representative, or an education coordinator) and that the training may make use of videos,
online modules, and competency testing. One SER urged OSHA to not allow computer-
based training, stating that it is too generic and that the training needs to be job-specific
in order to be effective.

Most SERs reported providing training upon hire and annually. Frequently, the training
on infection prevention was combined with other topics such as bloodborne pathogens,
hazard communication, compliance with the Health Insurance Portability and
Accountability Act (HIPAA), or respiratory protection. The training programs described
by SERS vary in duration (one hour to a full (eight-hour) day). In his written comments,
one SER reported that all employees at his facility “undergo thorough training in
infection control at the time of initial hire with yearly updates also required.” He said
that the “training covers all of the elements listed in the proposed regulatory framework,”
that additional training is provided “as needed, as required by new infectious threats such
as Ebola,” and that training records are tracked electronically.

One SER was concerned about what it would cost to provide a copy of the WICP. She
reported that the document is long and that workers frequently just throw it out. Another
SER said that his facility makes the plan available to workers online but does not provide
a paper copy.

25



SERs stated that they believe that the costs that OSHA has estimated for training are too
low. One SER asked in her written comments whether OSHA had considered “the cost
to pay the employees to attend these mandatory in-service (training) sessions, as well as
pay extra staff to cover the units while the other staff is attending their training.”

4. Panel Findings and Recommendations

Based on the input from the SERs and its own consideration of the issues, the Panel
offers the following findings and recommendations to OSHA.

Need for a Rule and Alternatives, Risk, and Scope

Risk

SERs were generally concerned that significant risk or significant occupational exposures
may not be present in all of the industries a standard might cover. Most SERs reported
that they had never had a case of an occupationally-acquired infectious disease in their
workplace. However, some mentioned workers’ compensation claims, others said it was
impossible to determine if an illness was workplace acquired, and some SERs mentioned
outbreaks that occurred in their facilities.

The panel recommends that OSHA not proceed with issuing a proposed rule until it
assesses available data on risk to address the need for the rule for each potentially
covered task and work setting.

Scope

In general, SERSs representing specialized ambulatory care facilities that do not treat
patients for infectious diseases, commercial laundries, medical waste handlers, and
funeral homes, felt that the precautions required under OSHA’s Bloodborne Pathogens
(BBP) standard (29 CFR 1910.1030) sufficiently protect workers in their industries.

The Panel recommends that OSHA consider excluding from the scope of an
Infectious Disease rule certain work settings and job tasks where it has determined
that the BBP standard is adequate to provide protection for workers in those work
settings and performing those job tasks.

If OSHA determines that in certain work settings and for certain job tasks; there
would be relatively few additional procedures needed to adequately protect workers
beyond what is required by the BBP standard, the Panel recommends that OSHA
modify the BBP standard rather than issuing a new rule for those work settings and
job tasks.
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The Panel recommends that OSHA also consider tailoring requirements by setting
and task. For example, OSHA should consider differentiating between facilities
where healthcare workers routinely provide direct patient care to persons with
infectious diseases and facilities where healthcare workers do not routinely provide
direct patient care to persons with infectious diseases (e.g., ambulatory care facilities
that do not routinely treat patients with infectious diseases). As another example,
the Panel recommends that OSHA consider differentiating between facilities where
healthcare workers routinely provide direct patient care to persons with infectious
diseases and facilities that perform other covered tasks only (such as laundry
facilities, medical waste handlers, and funeral homes).

Need for a Rule and Alternatives to the Regulatory Framework

This section covers alternative approaches to rulemaking as a whole. Alternatives
addressing potential modifications to the scope and dropping or modifying specific
provisions of OSHA’s preferred alternative (i.e., the regulatory framework) are covered
in separate sections of the Panel Findings and Recommendations.

Most SERs questioned the need for a rule, especially given current regulations,
guidelines, and oversight related to accreditations and certifications. Most SERS reported
having some form of accreditation or certification, although in many cases this does not
include an on-site inspection of infection control practices. Some SERs also told the
Panel that their accrediting bodies have a mechanism for filing and investigating worker
complaints. SERs regulated by CMS pointed out that they are already inspected and
already have performance targets for preventing infections in their patient populations.
Some SERs representing hospitals also mentioned that they are subject to monetary
penalties if the targets are not met. Many SERs expressed a concern that additional
regulation would not improve compliance and that adding an additional regulation to the
healthcare sector would increase the complexity of infection control plans and potentially
lead to negative patient outcomes. Most SERs believed that coming into compliance with
a new OSHA rule would not be a good use of the limited resources they have available
for infection control.

Almost all SERs said they are in compliance with CDC or other applicable guidelines.
They therefore anticipated that compliance with a new OSHA rule would result in few or
minimal substantive risk-reducing changes in behavior. They did, however, anticipate
that they would incur significant costs under a new OSHA rule because they would need
to familiarize themselves with, and review their infection control programs to ensure
compliance with, the OSHA standard. They believe that following CDC or other
applicable guidelines is sufficient.

Many SERS saw a fundamental difference between employers who do not see infectious
persons routinely (and normally reschedule infectious patients) and those who by the
nature of their settings and job tasks must treat persons with infectious diseases (such as
hospitals, emergency medical services, and nursing homes). According to these SERs the
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former have less frequent exposures and may need fewer precautions, while the latter are
more likely to be regulated and inspected by other agencies.

The Panel recommends that OSHA carefully review existing regulations and
guidance on infection control in determining the need for a rule (e.g., CDC guidance
and conditions of participation for Medicare and Medicaid), and consider whether a
new OSHA rule is necessary to improve worker health and safety in light of existing
regulations and guidance.

The Panel recommends that, if OSHA finds a rule is needed, OSHA consider
including in the rule a statement that OSHA will deem employers following
applicable guidelines, such as those issued by the CDC, to be in compliance with the
OSHA rule.

The Panel recommends that OSHA review the evidence concerning risk in settings
that do not routinely provide care to infectious patients (in other words, settings
where exposures are less frequent) and that OSHA consider excluding these settings
from a rule.

The Panel recommends that if OSHA finds such settings in need of some form of
regulation, OSHA consider requiring such settings to develop and implement only
procedures for intake screening of infectious patients (i.e., under this alternative,
these settings would not be required to adhere to any other provisions contained in
OSHA'’s preferred alternative (the regulatory framework)).

Several SERs pointed out that, in some circumstances, OSHA could use its enforcement
powers under the general duty clause even in the absence of a regulation. Most SERs
requested that OSHA consider non-regulatory or less burdensome approaches to
addressing the risk of workers being exposed to infectious diseases in the workplace.
The suggested approaches included, among other ideas, additional education, training,
and compliance assistance including non-punitive inspections.

The Panel recommends that OSHA consider a rule that would be focused solely on
training. Such a rule would be designed to assure that all employees remain up-to-
date on the most current and relevant CDC or other applicable guidelines for
infection control.

To address the concern by SERs that coming into compliance with a new OSHA
rule on infectious diseases would not be a good use of the limited resources SERs
have available for infection control, the Panel recommends that OSHA carefully
consider whether a non-regulatory approach could be devised that would both a) be
a reasonable alternative to a rule and b) meet OSHA’s requirement to protect
workers. Such a non-regulatory approach might include guidance materials (e.g.,
Safety and Health Topics web pages, pamphlets, fact sheets, quick cards, checklists)
and compliance assistance aimed at helping employers follow CDC and other
applicable guidelines.

28



The Panel recommends that, should a rule be proposed, OSHA develop
education/outreach materials throughout the rulemaking process. The Panel also
recommends that OSHA include task- or setting-specific guidance within the
preamble of the proposed rule.

The Panel also recommends that OSHA consider developing task- or setting-specific
education/outreach materials as part of compliance assistance for employers
implementing the rule.

General Impacts of a Rule

Cost estimates

A number of SERSs told the Panel that OSHA’s unit cost estimates for PPE use and
vaccines were too low. They also said that OSHA had underestimated the amount of PPE
that would be used. Most SERs anticipated that they would incur costs related to MRP,
vaccinations, initial program review, familiarization with the rule, and training if a rule is
promulgated as described in the regulatory framework. With the exception of MRP, most
SERs did not anticipate significant costs for most small entities. A few SERs thought
that some of the requirements would result in significant costs.

The Panel recommends that OSHA review unit cost estimates and estimated use
frequencies. For example, some SERSs reported that they routinely replaced PPE
much more quickly than OSHA estimated.

The Panel recommends that, in determining whether the regulatory framework
requirements with which most employers already comply are justified, OSHA
carefully examine the additional costs associated with administrative activities, such
as the costs associated with an employer familiarizing itself with a new OSHA
standard and reviewing its programs to assess compliance.

Baseline Compliance

Most SERs told the Panel that they are already following CDC guidelines and most
described infection control programs that largely match what CDC requires. This means
that, with the exception of MRP, most SERs believe they are largely complying with
OSHA'’s regulatory framework.

The Panel recommends that OSHA reassess its estimates of baseline compliance in
light of SER comments.

The Panel recommends that OSHA fully assess baseline compliance rates and apply

its estimates of baseline compliance when estimating the illnesses that would be
prevented by a new OSHA standard and the expected benefits of such a standard.
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The Panel recommends that the provisions of any proposed rule match the CDC or
other applicable guidelines for infection control as closely as feasible.

Provisions of the requlatory framework

Medical Removal Protection

Most SERs were concerned about the medical removal protection provision included in
the regulatory framework. The SERs were in agreement that this provision could
severely impact smaller establishments and were unclear about how this provision would
interact with other forms of compensation like employer-provided health insurance, paid
sick leave or time off, the employee’s own insurance, and workers’ compensation. SERs
also agreed that it would be difficult to determine whether a worker’s illness was due to a
workplace exposure or to exposure in the community. SERs also felt it would be unfair
to require an employer to pay for MRP in cases where a worker declines a vaccination
and later becomes ill with a vaccine-preventable illness or in cases where a worker
becomes ill as a result of failing to follow the employer’s procedures. SERs questioned
why OSHA would want to change the existing system.

Many SERs suggested that OSHA consider whether a combination of employer-provided
health insurance, paid sick leave, workers’ compensation, the employee’s own insurance
and/or disability coverage could be substituted for MRP. SERs told the Panel that, while
most workers have access to benefits, some do not, including part-time employees. Some
SERs also expressed concern about the extent of workers’ compensation coverage. The
SERs told the Panel that workers’ compensation in some states does not cover all types of
infectious diseases and that employers may not be legally allowed to pay the difference
between what workers’ compensation pays and a worker’s total normal earnings. The
SERs also reported that, even when workers’ compensation is available, there are issues
such as waiting periods, caps on the amount that can be paid to a worker, and other
considerations that limit the coverage of workers’ compensation.

The Panel recommends that OSHA carefully analyze whether a rule that does not
include medical removal protection could meet OSHA’s goal of protecting workers
from exposure to infectious diseases and that OSHA consider dropping the
provision if possible.

The Panel recommends that OSHA further analyze the impacts of the medical
removal protection provision on small and very small firms. The Panel also
recommends that OSHA analyze the impacts such a provision would have on firms
of all sizes in the event of a large-scale outbreak or pandemic.

The Panel recommends that OSHA limit any requirement for employers to provide

MRP to situations where workers do not have access to other forms of coverage
such as sick leave, health insurance, disability insurance, or workers’ compensation.
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The Panel recommends that OSHA explicitly define how the Agency would expect
employers to determine whether a worker’s illness was acquired through a
workplace exposure. If the rule includes any presumptions regarding the source of
exposure in situations where it is unclear, that is, if the source is presumed to be
work-related in unclear cases, the Panel recommends that OSHA clearly justify the
basis for such a presumption.

If there is an MRP requirement, the Panel recommends that OSHA more carefully
outline how that requirement would interact with other sources of compensation for
illnesses.

Coverage of Quarantine

SERs raised the same objections to MRP for quarantine as they did to MRP in general.
Some SERs also brought up the issue that MRP for quarantine might have additional
costs depending on exactly where and how quarantine has to be conducted.

The Panel recommends that OSHA consider all of the recommendations with
respect to MRP for illnesses in deciding whether and how to extend MRP to cover
guarantines.

The Panel recommends that OSHA analyze the costs associated with the conditions
of specific quarantine scenarios in deciding whether and how to extend MRP to
cover quarantines.

Vaccinations

Most SERs whose facilities are covered by CMS reported to the Panel that their facilities
provide all of the ACIP/CDC recommended vaccinations. Most SERs who represented
settings that were not covered by CMS almost never provide all of the ACIP/CDC
recommended vaccinations, but instead limit the provided vaccinations to the seasonal flu
vaccine and those vaccinations required by OSHA’s Bloodborne Pathogens standard (29
CFR 1910.1030). Many SERs who reported to the Panel that their facility currently
follows the CDC guidelines on infection control do not provide all of the ACIP/CDC
recommended vaccinations. Some SERs do not offer all of the ACIP/CDC recommended
vaccinations because they claim that workers in their industries are not exposed to the
diseases the ACIP/CDC vaccines prevent.

The Panel recommends that OSHA examine the basis for the ACIP/CDC
recommendations and whether those recommendations are applicable to all settings
within the scope of the regulatory framework.

SERs voiced concerns about interactions between the regulatory framework provision
that would require employers to offer, but allow workers to decline, vaccines and

employer- or state-mandated requirements that workers be vaccinated or that workers
wear facemasks if they decline vaccinations. SERs also wondered whether MRP and
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payment for medical treatment should be mandated where a worker becomes ill with a
vaccine-preventable disease after declining an employer-provided vaccine.

The Panel recommends that OSHA carefully analyze whether, and how, the
regulatory framework provisions that would require employers to offer, but allow
workers to decline, vaccines would interact with employer- or state-mandated
requirements that workers be vaccinated or that workers wear facemasks if they
decline vaccinations.

The Panel also recommends that OSHA consider adding appropriate exemptions to
the requirements for MRP and payment for medical treatment, for example, for
situations in which a worker becomes ill with a vaccine preventable disease after
declining an employer-provided vaccine.

Some SERs felt it was unclear whether employers would need to provide vaccinations to
their workers on-site and have all vaccines available on-demand, or whether employer-
provided health insurance that covers the full cost of the vaccinations would be adequate
to comply with this provision.

The Panel recommends that OSHA consider allowing any mechanism of payment
for vaccines so long as the recommended vaccinations are provided at no out of
pocket cost to the worker.

Airborne Infection Isolation Rooms (AlIR) and Engineering Controls

Some SERs interpreted the regulatory framework to say that facilities that do not
currently have engineering controls, such as AlIRs or autopsy suites, would need to
install such controls in order to be in compliance with the regulatory framework’s goal of
protecting workers. Other SERs were concerned that, in rural areas, where the
availability of AlIRs is limited, they would need to install AlIRs to avoid having to send
patients on long trips to hospitals or other more fully-equipped facilities.

The Panel recommends that OSHA clarify when engineering controls are needed.
The Panel further recommends that OSHA examine whether additional AlIRs are
needed in hospitals or other settings.

Medical Surveillance and Exposure Incidents

SERs questioned how medical surveillance is to be done and what constitutes an
exposure incident. SERs also wondered whether this could be paid for through
employer-provided health insurance.

The Panel recommends that OSHA clarify the definition of an exposure incident.

The Panel further recommends that OSHA allow employer-provided health
insurance to pay for medical surveillance.
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Definitions
One SER suggested that OSHA develop tighter definitions so that the language used is
consistent with language used by WHO and CDC.

The Panel recommends that OSHA evaluate the terminology and definitions used in
relevant CDC and WHO publications and incorporate the terminology and
definitions from those publications wherever possible.

Medical records
Some SERs questioned the need for employers to maintain exposure incident and other
records for thirty years and felt that doing so would be difficult and burdensome.

The Panel recommends that OSHA reconsider the need for employers to retain
records for thirty years and examine whether it could adopt much shorter retention
periods, such as three years. OSHA should further evaluate the potential costs
associated with maintaining records for different periods of time.
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December 5, 2014

TO: Mr. Robert Burt, Chair
SBAR Panel on Infectious Diseases
Occupational Safety and Health Administration
U.S. Department of Labor
200 Constitution Avenue, NW
Washington, DC 20210

From: Barbara Ball, RN, MSN
Inservice Educator
Good Shepherd Nursing Home
159 Edgington Lane
Wheeling, WV 26003

RE: Written Comments on the proposed OSHA Infectious Diseases Regulations
Dear Mr. Burt,

I am writing today as the representative from Good Shepherd Nursing Home, a 192-bed skilled and
intermediate care facility. We have dual Medicare/Medicaid Certification, undergoing rigorous annual
surveys by our regulating bodies, Centers for Medicare and Medicaid Services and the Office of Health
Facilities Licensure and Certification of the State of West Virginia.

We have been designated as a Five-Star facility since the inception of CMS’s Five Star Quality Rating
System. In addition, we qualified for OSHA’s SHARP Award beginning in 1999 and have had that award
renewed every two years since that time. | was very involved in implementing the Safety Program for
our Employees that resulted in this designation. This past year, | also assisted our Assisted Living facility
to achieve SHARP status. This is why our Administrator, Donald Kirsch, asked me to be involved in this
current process of reviewing the proposed Infectious Disease regulation.

As a facility that employs approximately 240 persons, | echo the concerns of many of the other
participants in the teleconference regarding the costs that these regulations would cause.

e Medical Removal Protection: The cost and burden of administering this requirement is a major
concern. | agree with the concerns brought up in the teleconference and am sure many others
have addressed this area of concern at length, so | will only bring up the following concerns.

o The major question that | see as an issue is how can it be shown that the illness was
work-related vs. community acquired.

o Asa care facility for the elderly, we have a legal and ethical obligation to provide care
for our residents. | am concerned that some employees could take advantage of MRP,
leaving our facility either short-handed or forced to carry more employees than we had
budgeted for.

e PPE Requirements: These seem to be underestimated, considering the several times per day a
resident requires care from the staff. And the statement that one surgical mask per employee



per shift is extremely low...our nursing assistants care for average of 8 residents and would not
be able to use just one mask per shift.

e Administrative Controls: The increased vaccination expectation would be a major burden to
employers.

o We currently provide the Hepatitis B Vaccine and follow-up labwork (titer) at no cost to
our employees, as per the Bloodborne Pathogen Standard. As one of the nurses who has
been involved in this process, | can tell you it takes time to get the records of our
employees to be able to determine where they are in the vaccine process, i.e. have they
had any of the 3 doses required, and if so, how many, and then once the process of
actually giving the vaccine is complete, there is the follow-up issue when they say they
want the lab but then never actually go to have the blood drawn, which requires more
time.

o We also provide, at no cost to the employees, the annual influenza vaccine. (And in
2009, when the HIN1 flu was prevalent, we also provided our employees with that
vaccine at no charge.)The administration of this is not as difficult to complete, but it
does still take staff time to administer.

o To think that we would be required to provide MMR, Tdap, Varicella, and any other
vaccines that could be specified is, frankly, overwhelming in terms of recordkeeping and
administration. (As part of our Infection Control Inservice Education last year, we did
have the nurse from our local Health Department speak to our employees and she
included information to them about what immunizations are recommended for adults.
So you can see, we do see the value in educating our employees about their own health
as well as resident care related issues.)

e Training: As part of my current duties, | provide Orientation and Annual training to our staff. We
always include Infection Control as part of our topics. | address not only the required
bloodborne pathogen and tuberculosis training, but also training on topics such as Cdiff,
norovirus, multi-drug resistant organisms such as MRSA and VRE, influenza, and this year we
included ebola and the enterovirius D68. Review of our Inservice Training is covered as part of
our annual survey and | am sure if we had problems with infections, that we would do extra
training in those areas.

o Itis achallenge to include all the required topics each year to all employees and if we
are required to include all the points outlined about each and every type of infection
each year, it would certainly take 2-3 hours to prepare annually (remember, we are
teaching the same topic every year to the same people so | try to come up with a
different way to teach the required topics).

o |am not sure if | saw estimates for the cost to pay the employees to attend these
mandatory inservice sessions, as well as pay extra staff to cover the units while the
other staff is attending their training.

In summary, | would recommend OSHA take a hard look at the real life implications of this rule and the
burden it would place on small businesses. | would recommend an approach similar to the one that we
were involved in several years ago that led us to obtain SHARP status...that if a facility has problems,



give them the option of working with OSHA consultants to improve and if they choose not to, then
impose requirements as fitting to the problems. Utilize results from government agency surveys that are
already being done to determine if there is a problem. Use OSHA log-type reports to determine the true
extent of the infectious diseases before imposing another standard.

Thank you for this opportunity to be involved in this process,

Barbara Ball, RN, MSN



11-25-14

Mr. Robert Burt, Chair

SBAR Panel on Infectious Diseases
Occupational Safety and Health Administration
U.S. Department of Labor

200 Constitution Avenue, NW

Washington, DC 20210

Re:  Written Comments on QSHA’s Infectious Disease SBAR Panel
Dear Mr. Burt;

Thank you for convening and serving as Chair of OSHA’s SBAR Panel on Infectious
Diseases. We appreciate OSHA’s consideration of the comments received and the concerns
expressed by the Small Entity Representatives (“SERs”) throughout the process.

I am writing on behalf of Colorado Health Care Association and Center for Assisted
Living (CHCA/CCAL). CHCA/CCAL represents the majority of Colorado’s Nursing Homes and
many assisted living residences. We serve as a support group for providers and vendors that care
for the country’s most vulnerable population, the frail and the elderly.

At the outset, we would like to emphasize the unique nature of the nursing home and
assisted living environment (the “long term care industry”). The long term care industry must
navigate multiple regulatory schemes designed to protect the safety and health of employees and
the safety and health of residents. In the long term care industry, residents are guaranteed certain
rights, which can impact how a facility is able to implement workplace safety and health rules.
For residents, their rooms are their “homes” and facilities can be prohibited from taking certain’
actions which infringe upon how a resident is allowed to “live” in their homes. As OSHA
continues to examine this rule, it is important for the Agency to specifically review how the
requirements will be implemented in the long term care industry given the unique residents-
rights issues involved.

As with many of the other Small Entity Representatives (“SERs”) involved in the SBAR
Panel review, we have experience with OSHA’s bloodborne pathogens standard and recognize
that OSHA has borrowed some of the principles from that standard in this regulatory initiative.
We have concerns however, as to whether OSHA has justified the need for this action in the first
instance. Furthermore, several of the provisions we fear will be difficult and burdensome to
implement, We ask that OSHA review the need for the rule and many of its provisions before
proceeding with a proposal.

Worker Infection Control Plan

The lynchpin of OSHA’s approach in this rulemaking is the requirement that employers
develop a Worker Infection Control Plan (“WICP”). The WICP seems similar in design to a

225 E. 16th Avenue, #1100, Denver, CO 80203 ¢» Phone: 303-861-8228 ¢» Fax: 303-839-8068 ¢» www.cohca.org
An Affillate of American Health Care Assoclation/National Center for Assisted Living


http:www.cohca.org

bloodborne pathogen exposure control plan. According to the draft proposal, developing a
WICP will involve identifying the potential sources of infection at a facility and the employees
potentially exposed. It would need to be updated annually.

In addition to the WICP, there is a requirement for employers to implement a number of
Standard Operating Procedures (“SOPs”) that are consistent with recognized and generally
accepted good infection control practices. These SOPS would need to be updated as the Centers
for Disease Control (“CDC”) or other organizations implement or change guidance in the area of
infectious disease. OSHA has identified the need for numerous SOPs.

For small employers in the long term care industry, the development and ongoing
updating of SOPs will be extremely burdensome. Most small employers do not have in-house
resources readily available to continually track CDC or other guidance from the public health
community. OSHA’s use of a process safety management (“PSM”) approach to this rule will
place a heavy burden on small employers. Aside from the burden associated with this, small
employers will have difficulty — without specific guidance from OSHA — knowing which
practices need to be examined and updated.

Host-Contractor Provisions

We are also concerned about the proposed requirements for contractor safety. As set
forth in the SBREFA materials, OSHA is requiring host employers to ensure that contractors,
vendors, or independent healthcare practitioners, adhere to infectious control procedures at least
as effective as the host employer’s.

While we understand OSHA'’s overall concern with ensuring all employers at a facility
are following good hygiene practices and implementing appropriate protective measures, it is a
real challenge in the long term care environment to ensure that contractors are adhering to
facilities® (or even their own) infectious disease procedures. In the long term care industry, often
contractors are specifically selected by the residents — particularly in the case of independent
healthcare practitioners. It is very difficult to establish control over these individuals.

In addition, in the long term care industry, many families will hire “sitters” to come into
the facility to spend time with resident family members. These sitters are often not “employees”
under the Occupational Safety and Health Act of 1970 and it will be extremely difficult for small
employers to take action to ensure that these contractors are in full compliance with OSHA’s
proposed requirements.



Medical Screening and Medical Removal Protection

OSHA'’s proposed framework would require employers to provide certain vaccinations to
employees as provided by recognized and generally accepted good infection control practices. In
addition, medical screening and surveillance services would need to be provided to employees
post exposure. In addition, if it is determined that employees must remain outside of work due to
a medical condition related to workplace exposure to an infectious disease, employers must
ensure that these employees maintain full pay and benefits during this time.

We have concerns regarding how these costs will be handled by small employers in the
long term care industry and would encourage OSHA to examine very closely whether workers
compensation will cover certain infectious diseases. From informal conversations with certain
workers compensation insurers, we understand that many OSHA-covered infectious diseases will
not be supported by workers compensation, causing the full costs to be borne by employers.

When examining the costs of these provisions, we encourage OSHA to also consider the
practical impact of medical removal protection (“MRP”) on small employers. Many small
employers do not have large staffs to draw from to cover for work absences, particularly
extended work absences. In these situations, employers may need to hire from temporary
staffing agencies or make other arrangements. When determining the appropriateness of MRP,
we encourage the Agency to consider the full financial burden associated with hiring a second
employee, while maintaining full pay and benefits of the employee out of work on medical
removal (without any offset from workers compensation).

We also request that OSHA examine the purpose of MRP in this rule vis-g-vis prior
OSHA health standards that have required MRP. In those other standards, the Agency has
required MRP based on evidence that employees may be reluctant to report illnesses or
participate in medical surveillance for fear of losing pay and benefits. We ask OSHA to examine
specifically if there is such evidence in the area of infectious disease in the affected industries to
justify this burden before proceeding to include MRP in any proposed rule.

Cost Estimates

We appreciate OSHA’s efforts to estimate the costs of the proposal. However, our initial
review of the costs suggests that they are understated, particularly with respect to the provision
and use of personal protective equipment (*PPE”).

As a general matter, OSHA has estimated that much of the PPE can be used multiple
times throughout a shift (e.g., a facemask can be used until visibly soiled). We respectfully
suggest that OSHA - for cost estimate purposes — substantially increase the number of times per
shift that PPE must be changed. As a best practice, many employers have implemented single-
use practices and particularly with employees with direct patient care responsibilities. We also
anticipate that for certain disease outbreaks recognized and generally accepted infection control
practices could mandate single use for PPE. We respectfully request that OSHA consider this
when issuing any proposed rule.



Again, we appreciate OSHA conducting the SBAR Panel review and considering the
concerns of affected SERs. Should the Agency have any further questions related to the proposal
or its impacts on the long term care industry, we would be happy to assist.

Sincerely,

Doug Farmer
President & CEO, CHCA/CCAL
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November 26, 2014

Mr. Robert Burt, Chair

SBAR Panel on Infectious Diseases
Occupational Safety and Health Administration
U.S. Department of Labor

200 Constitution Avenue, NW

Washington, DC 20210

Dear Mr. Burt:

Thank you for the opportunity to participate on your conference call on November 13, 2014 and to
provide written comments on the proposed OSHA Infectious Diseases Rule. As the Associate Chief
Medical Officer for Intermountain Healthcare | have oversight responsibilities for Infection Control and
Employee Health, and | have also served as Medical Director for our Rural Region hospitals. Based in
Utah, Intermountain Healthcare is a vertically integrated health care system with 22 hospitals, 35,000
employees, 159 clinics and our own insurance product. Nine of our hospitals are small, rural facilities
and five of them are designated as Critical Access Hospitals.

The importance of strang Infection control practices to protect patients, families and health care
workers cannot be overstated. Spurred by the IOM reports on patient harm, our hospitals have worked
tirelessly over the last 15 years to reduce patient harms of all varieties, including nosocomial infections.
We are also committed to protecting our employees from harms and injuries of all sorts, including
infections. Our motivation for providing strong infection control is consistent with our mission of
helping people live the healthiest lives possible, Most of our employees are insured by our internal
health plan giving us additional motivation to prevent infections for our employees. As will be discussed
in further detail below, there are also reputational and financial incentives to protect our patients and
employees from infectious complications.

From both the perspective of small hospitals and of a larger healthcare system, Intermountain has
serious reservations about the proposed Infectious Diseases Rule, We already comply with most of the
proposed measures (the ones consistent with Center for Disease Contro| (CDC) guidelines) and for OSHA
to add another layer of regulatory oversight would be overlapping, duplicative, and would add extra
expense at a time when hospitals are under great pressure to provide high quality health care in a more
cost effective manner, )

Intermountain hospitals, and | suspect all hospitals, already follow CDC and Healthcare Infection Control
Practices Advisory Committee (HICPAC) guidelines on infection control. All of our hosplitals have written
infection control plans. We perform a thorough review and update of each plan every three years, but
often update them more frequently, as during our current Ebola preparedness work, Our plans include
the elements outlined in your Regulatory Framework proposal and are available online to all employees.
Vendors, contractors and Licensed Independent Practitioners are required to comply with the infection
control practices outlined in the plans. The OSHA proposal to require that the infection control plans be
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reviewed and updated yearly is not realistic and would add unnecessary expense in terms of time and
administrative expense.

All of our hospitals have written procedures and policies which guide our approach to infectious agent
hazard evaluations, hand hygiene {with > 90% compliance), PPE use and availability, decontamination,
handling of potentially infectious materials, medical surge procedures, etc. To rework these policies and
procedures into whatever Standard Operating Procedure (SOP) format Is required by OSHA would be an
additional and unnecessary burden of time and administrative expense.

Intermountain Healthcare employees are well cared for in terms of medical screening, surveillance and
vaccinations. We provide at no cost or require proof of immunity for Influenza, Measles, Mumps,
Rubella, Tetanus, Diphtheria, Pertussis, Varicella and Hepatitis B. Vaccinations are a mandatory
condition of employment, though health care workers can receive a medical or religious exemption,
Our annual influenza vaccination rate is above 99%. To allow an employee to decline recommended
vaccinations on the basis of personal preference is unwise and puts patients and employees at risk of
preventable infections.

When one of our employees at Intermountain is exposed to infection at work {e.g. needle stick injury),
we provide prompt evaluation and follow up at no cost to the employee. If treatment and/or
medication is required we provide that to the employee at no cost. As per our HR policies, if an
employee is required to miss work because of an infection or an exposure, we pay that employee their
usual wages and benefits. We keep records of all infection exposure incidents. Your proposed
requirement that such records be maintained for 30 years does not make sense medically and would
place an undue burden and expense on employers.

All new employees at Intermountain undergo thorough training in infection control at the time of initial
hire with yearly updates also required. The training covers all of the elements listed in the proposed
regulatory framework. We provide additional training as needed, as required by new infectious threats
such as Ebola. Training records are tracked electronically.

Although Intermountain complies with most of the elements outlined in the proposed regulatory
framework, we still believe that adding this layer of regulatory oversight is unnecessary and duplicative.
Our hospitals are already closely monitored by a variety of regulatory bodies including the Centers for
Medicare & Medicaid Services (CMS), the Joint Commission, the state health department and our local
Quality Improvement Organization (QIO). Our labs are subject to regular CAP inspections. It is very
important for all hospitals to receive and maintain CMS certification. Compliance with CMS Conditlons
of Participation, and with Joint Commission standards is a major focus for us. All of these regulatory
agencies have infection control and employee health standards with which we must comply. Each have
provisions for anonymous complaints by patients, families or employees, and the agencies actively
follow up on such complaints. We also have an internal compliance hotline available for anonymous
complaints by employees.

CMS and other payors have instituted various financial incentives to motivate hospitals to improve care
and avoid infectious complications. The CMS Value Based Purchasing initiative tracks hospitals’
performance on CAUTIs, CLABSIs, Mortality, Core Measures, etc. Hospltals can lose up to 2% of their
total CMS reimbursement for failure to improve and/or perform at very high compliance levels. The
CMS Hospital Acquired Condition Program monitors NHSN data on CAUTI, CLABSI and Surgical Site
Infections (SSIs) for colon surgeries and hysterectomies. Next year they will add Methicillin-resistant



staphylococcus aureus (MRSA) and Clostridium difficile colitis (C. diff) infections. Hospitals performing in
the lowest quartile on these measures can lose an additional 1% of total CMS payments. A number of
private insurers are refusing to pay for “never events” such as central line Infections or surgical site
infections.

The above initiatives are weighted towards preventing infectious complications and have substantial
financial implications for both large and small hospitals. This Is particularly true for small not for profit
facilities which operate on very narrow margins. Just as important as the financial incentives, however,
are the associated reputational implications of these programs. CMS and other payors are increasingly
insisting on transparency of quality data, including data relating to infectious complications. Consumers
are increasingly able to access such data and use it to decide where they will go to receive their health
care. This is true in even small rural markets where individuals may choose to drive long distances to
receive health care if they percelve a lack of quality or safety at their local hospital,

The various financlal and reputational factors discussed above have led to considerable improvement in
health care associated infections over the last few years and will continue to drive improvement in the
foreseeable future. These are what may be termed market forces and tend to have much more
influence on institutional behavior than mere regulatory or rule-based approaches. In our experience,
excessive regulation adds expense to industry and actually impedes real progress towards quality
improvement as organizations devote time and effort towards regulatory compliance rather than
focusing on improving quality.

Let me emphasize that the same measures taken to improve patient safety and prevent hospital
associated Infections have a direct influence on employee safety. Vaccinations, isolation procedures,
hand hygiene, appropriate use of PPE, safe handling of infectious waste and multiple other interventions
serve to protect both patients AND employees. Simply put, you cannot do one without the other,

In summary, Intermountain Healthcare believes there is insufficient data that the scope of the problem
justifies an additional layer of government oversight and complexity. Much of the data cited in the
representative materials is badly out of date (e.g. hand hygiene data from 2008). Estimates provided by
OSHA for the time needed to prepare and update required documents are probably half of what would
actually be required. Current regulatory oversight by CMS and accrediting bodies along with market
forces and reputational considerations are sufficient to influence ongoing improvement by hospitals to
prevent infectious complications in our patients and employees.

Thank you once again for the opportunity to participate on the SBREFA panel and to provide written
comments. Please feel free to contact me with any questions or concerns.

Respectfully submitted,

Ta. ) Pl

Douglas L. Smith, MD, FACP
Associate Chief Medical Officer
Intermountain Healthcare
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From: Georgine Snyder <SnyderG@diakon.org>

Sent: Tuesday, November 25, 2014 9:17 AM

To: Paige, Lajuane M. - OSHA CTR

Subject: OSHA's small business Advocacy Review Panel on Occupational Exposure to Infections
Disease

Good Afternoon,

Mr. Robert Burt, Chair

SBAR Panel on Infectious Diseases
Occupational Safety and Health Administration
U.S. Department of Labor

200 Constitution Avenue, NW

Washington, DC 20210

| participated in the conference call on this topic on November 12, 2014 and would summarize my comments as follows:

Significant concern over the medical removal program
including wages and benefit accrual etc.

After decades of business in longterm care no employee cases have
surfaced from exposure to ill residents.

l:> All vaccinations mentioned would not necessarily help our
employee population who are not exposed to children with diseases
such as Measles, mumps and rubella while adding cost for titers and
immunizations. Td is provided as needed when an injury is sustained.
Influenza and Hep B are already offerred. Th testing is already being
done.

|:> More specific explanation is needed as to how the medical
removal program would interface
with Family Medical Leave.

|:> Somehow it seems that Workers Compensation providers
would have to cover the employee
who became ill in and out of the course of their work. In our
case , we are self insured so we pay
from the first dollar anyway.

|:> Longterm Care is already required to have Infection Control
Policies so | believe this component

is redundant.
Thank You for the opportunity to participate in the meaningful discussion.

Health & Safety is the Way!
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November 28, 2014

Mr. Robert Burt, Chair

SBAR Panel on Infectious Diseases
Occupational Safety and Health Administration
U. S. Department of Labor

200 Constitution Avenue, NW

Washington, DC 20210

Re: Written Comments on OSHA'’s Infectious Disease SBAR Panel
Dear Mr. Burt:

Thank you for convening and serving as Chair of OSHA’s SBAR Panel on Infectious Diseases.
We appreciate OSHA’s consideration of the comments received and the concerns expressed by
the Small Entity Representatives (“SERs”) throughout the process.

I am writing on behalf of Holly Heights Nursing Home, a 133 bed long term care facility in
Denver, CO.

At the outset, we would like to emphasize the unique nature of the nursing home and assisted
living environment (the “long term care industry™). The long term care industry must navigate
multiple regulatory schemes designed to protect the safety and health of employees and the safety
and health of residents. In the long term care industry, residents are guaranteed certain rights
which can impact how a facility is able to implement workplace safety and health rules. For
residents, their rooms are their “homes” and facilities can be prohibited from taking certain
actions which infringe upon how a resident is allowed to “live” in their homes. As OSHA
continues to examine this rule, it is important for the Agency to specifically review how the
requirements will be implemented in the long term care industry given the unique residents-rights
issues involved.

As with many of the other small Entity Representatives (“SERs”) involved in the SBAR Panel
review, we have experience with OSHA’s bloodborne pathogens standard and recognize that
OSHA has borrowed some of the principles from that standard in this regulatory initiative. We
have concerns however, as to whether OSHA has justified the need for this action in the first
instance. Furthermore, several of the provisions we fear will be difficult and burdensome to
implement. We ask that OSHA review the need for the rule and many of its provisions before
proceeding with a proposal.

6000 East Iliff Avenue ¢ Denver, Colorado 80222 * Phone: 303.757.5441 * Fax: 303.757.8862
www.hollyheightsnce.com
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Worker Infection Control Plan

The lynchpin of QSHA's approach in this rulemaking is the requirement that employers develop
a Worker Infection Control Plan (“WICP”). The WICP seems similar in design to a bloodborne
pathogen exposure control plan. According to the draft proposal, developing a WICP will involve
identifying the potential sources of infection at a facility and the employees potentially exposed.
It would need to be updated annually.

In addition to the WICP, there is a requirement for employers to implement a number of
Standard Operating Procedures (“SOPS”) that are consistent with recognized and generally
accepted good infection control practices. These SOPS would need to be updated as the
Centers for Disease Control (“CDC”) or other organizations implement or change guidance in the
area of infectious diseases. OSHA has identifies the need for numerous SOP’s.

For small employers in the long term care industry, the development and ongoing updating of
SOP’s will be extremely burdensome. Most small employers do not have in-house resources
readily available to continually track CDC or other guidance from the public health community.
OSHA'’s use of a process safety management (“PSM") approach to this rule will place a heavy
burden on small employers. Aside from the burden associated with this, small employers will
have difficulty — without specific guidance from OSHA — knowing which practices need to be
examined and updated.

Host-Contractor Provisions

We are also concerned about the proposed requirements for contractor safety. As set forth in
the SBREFA materials, OSHA requiring host employers to ensure that contractors, vendors, or
independent healthcare practitioners, adhere to infections control procedures at least as
effective as the host employer’s.

While we understand OSHA's overall concern with ensuring all employers at a facility are
following good hygiene practices and implementing appropriate protective measures, it is a real
challenge in the long term care environment to ensure that contractors are adhering to
facilities” (or even their own) infectious disease procedures. In the long term care industry,
often contractors are specifically selected by the residents - particularly in the case of
independent healthcare practitioners. It is very difficult to establish control over these
individuals. As | stated in the conference call meeting, in Colorado it is almost impossible to
monitor and ensure that all Licensed Health Practitioners have received the influence vaccine as
required.

In addition, in the long term care industry, many families will hire “sitters” to come into the
facility to spend time with resident family members. These sitters are often not “employees”
Under the Occupational Safety and Health Act of 1970 and it will be extremely difficult for small
employers to take action to ensure that these contractors are in full compliance with OSHA's
proposed requirement.



Medical Screening and Medical Removal Protection

OSHA’s proposed framework would require employers to provide certain vaccinations to
employees as provided by recognized and generally accepted good infection control practices.
In addition, medical screening and surveillance services would need to be provided to
employees post exposure. In addition, it is determined that employees must remain outside of
work due to a medical condition related to workplace exposure to an infectious disease,
employers must ensure that these employees maintain full pay and benefits during this time.

We have concerns regarding how these cost will be handled by small employers in the long term
care industry and would encourage OSHA to examine very closely whether workers
compensation will cover certain infectious diseases. From informal conversations with certain
workers compensation insurers, we understand that many OSHA-covered infectious diseases
will not be supported by workers compensation, causing the full costs to be borne by the
employers. We also ask that you evaluate the increased cost to the employers through
increased Worker’s Compensation insurance programs, as well as employer cost not covered by
the insurance.

When examining the cost of these provisions, we encourage OSHA to also consider the practical
impact of medical removal protection (“MRP”) on small employers. Many small employers do
not have large staffs to draw from to cover for work absences, particularly extended work
absences. In these situations, employers may need to hire from temporary staffing agencies or
make other arrangements. When determining the appropriateness of MRP, we encourage the
Agency to consider the full financial burden associated with hiring a second employee, while
maintaining full pay and benefits of the employee out of work on medical removal (without any
offset from workers compensation).

We also request that OSHA examine the purpose of MRP in this rule vis-a-vis prior OSHA health
standards that have required MRP. In those other standards, the Agency has required MRP
based on evidence that employees may be reluctant to report ilinesses or participate in medical
surveillance for fear of losing pay and benefits. We ask OSHA to examine specifically if there is
such evidence in the area of infectious disease in the affected industries to justify this burden
before proceeding to include MRP in any proposed rule.

Cost Estimates

We appreciate OSHA's efforts to estimate the costs of the proposal. However, our initial review
of the costs suggests that they are understated, particularly with respect to the provision and
use of personal protective equipment (“PPE”)

As a general matter, OSHA has estimated that much of the PPE can be used multiple times
throughout a shift (e.g., a facemask can be used until visibly soiled). We respectfully suggest
that OSHA — cost estimate purposes — substantially increase the number of times per shift that
PPE must be changed. As a best practice, many employers have implemented single-use
practices and particularly with employees with doing direct patient care responsibilities. We
also anticipate that for certain disease outbreaks recognized and generally accepted infection
control practices could mandate single use for PPE. We respectfully request that OSHA consider
this when issuing any proposed rule.



Again, we appreciate OSHA conducting the SBAR Panel review and considering the concerns of
affected SER’s. Should the Agency have any further questions related to the proposal or its
impacts on the long term care industry, we would be happy to assist,

Sincerely,

JodT Enipo

Janet Snipes
Administrator



December 3, 2014

TO: Mr. Robert Burt, Chair
SBAR Panel on Infectious Diseases
Occupational Safety and Health Administration
U.S. Department of Labor
200 Constitution Avenue, NW
Washington, DC 20210

From: Janice K. Pliszczak, DDS, MS, MBA, MAGD
4525 West Seneca Turnpike
Syracuse, NY 13215-9785
(315) 469-3229 (0)
janicep@tweny.rr.com

RE:  Written Comments on the proposed OSHA Infectious Diseases Regulations
Dear Mr. Burt,

I recommend strongly that the Occupational Safety and Health Administration (OSHA) refrain
from development of a new standard to address the protection of healthcare workers from
infectious diseases not already covered by the Bloodborne Pathogens (BPP) standard.

OSHA has not demonstrated that there is “a significant risk of material impairment of employee
health”

Unlike tracking of HIV by the Centers for Disease Control (CDC), and tracking of bloodborne
pathogens that find significant risk, OSHA has not yet provided sufficient data to provide
significant risk of material impairment to employee health. While I believe strongly in being
proactive in efforts to contain the spread of disease before it begins, I would also caution against
rushing to a quantitative response to recent news stories, for example, about Ebola. That is,
rather than develop more standards that might cause a lengthier educational curve for
compliance, it is more timely and critical to enforce compliance with current standards and
response protocols.

A new standard may decrease common sense precautions

Establishment of any standard carries with it the risk that the parties required to comply will do
just enough to comply, and nothing more. Based upon the Infectious Diseases SBAR Panel Issues
Document (“Issues Document”), some of the requirements in consideration as part of the
potential new standard set the bar lower than what is currently practiced.

For example, page 15 of the Issues Document suggests wearing a facemask until visibly soiled.
In my experience, most dentists change masks after each patient since there are aerosols flying
onto the mask.
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The Issues Document also estimates a requirement of on pair of gloves per patient. In practice,
dental personnel change gloves at least twice per patient. Depending on the length and extent of
a procedure, a practice could go through up to four or five pairs of gloves per patient: one pair of
gloves to anesthetize the patient before giving them time to numb; changing gloves if one has to
leave the room to do a hygiene exam; for the assistant, changing gloves if he or she has to
retrieve an additional instrument or material; etc.

These practices are dictated by common sense. Practicing to the minimal requirement of a new
standard would forego common sense for a compliance mindset, which has the risk of resulting
in Jesser precautions and greater disease risk.

Given the adequacy of current precautions, the burden of compliance with a new standard,
either alone or as addendum/amendment to the existing standard, outweighs any potential
benefit

I work in an office of four people including myself. My office is typical of the vast majority of
dental practices. The proposed rule would be unduly burdensome for the small dental practice in
terms of time and expense; as an example of expense, OSHA estimates a flu shot at $11, when I
in fact pay $35-40 for the same. Maintaining my strong recommendation that the standard not be
developed, I would at a minimum recommend that small entities and small employers be
exempted from any such potential standard (Alternative 3 and 5 on page 30 of the Issues
Document).

OSHA also noted that the guidelines could be incorporated into existing guidelines; this would
only add the burden of training to the compliance of both the new language and its effect as
amendment to existing language. Moreover, a standard codifying contact, droplet and airborne
precautions may result in unwarranted absenteeism and decreases in workplace productivity.

Nonetheless, I believe a standard would be worth development if it truly conveys an
unduplicated benefit that fills a void. Unfortunately, the new standard in consideration for
development would not provide such a benefit. As OSHA noted, much of what is in
consideration for addressing contact, droplet, and airborne pathogens is already covered in the
BPP. The remainder is covered by common sense.

As a simple example from my practice, I had a patient's mother call to say that she was just
diagnosed with strep throat, and I simply rescheduled the appointment. If an infectious patient
has a toothache, I might prescribe an antibiotic and see them in a few days.

Broadly, to echo another task force member who voiced opposition on a task force call, OSHA
has not completed a sufficient cost-benefit analysis to pursue development of a new standard at
this time.

Sincerely,

Janice K. Pliszczak, DDS, MS, MBA, MAGD
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Written response to the SBAR Panel review of infectious diseases regulatory framework

We appreciated the opportunity to participate in the panel discussion of the infectious diseases
regulatory framework review. As our SHARP recognition and low incident rates indicate,
Cypress Glen promotes a culture of safety and takes the well-being of our employees seriously.

As a non-profit continuing care retirement community providing long term care, assisted living
and memory care services, the proposed regulation would apply to several departments, from
nursing staff to housekeeping to food service; covering approximately 200 employees.

Our chief concern regarding this standard is the application of medical removal protection. We
believe that the requirement is both cost-prohibitive and punitive to healthcare employers. The
most common infectious disease that we foresee affecting our workplace is norovirus. Dueto its
virulence, norovirus outbreaks are typically widespread through the city; occurring in the local
hospital, the local university and the school system. Because an employee’s exposure during
outbreaks can occur virtually anywhere, his or her exposure at work cannot be definitively
proven. If exposure is not definitive, then the employer should not be responsible for
compensation while the employee is out of work, other than honoring established paid time off
policies, These additional labor costs cannot be easily absorbed by a non-profit business, nor is
it just to require only healthcare employers to shoulder this burden when other workplaces
(schools, universities) pose the same exposure risks.

Thank you for taking our concerns into consideration when completing your review.

Jim Sakell
Director of Facility Services

“Managed bv United Methodist Retirement Homes. nc.” m@m é\-
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Paige, La'luane M. - OSHA CTR

From: John J Russell MD <jrussell@clas.net>

Sent: Wednesday, December 03, 2014 3:10 PM

To: Paige, Lajuane M. - OSHA CTR

Cc: Lundegren, Bruce E.; North, Tristan; Maria Bianchi

Subject: Re: Written Comments on the proposed OSHA Infectious Diseases Regulations
Attachments: SER Written Comments on OSHA ID Framework.docx

Ms Paige;

Please see the attached document to be forwarded to Mr Burt. Thank-you for allowing me to participate in this process,
it has been a learning experience.

John J. Russell MD

Cape County Private Ambulance Service, Inc.
1458 N. Kingshighway

Cape Girardeau MO 63701

573-335-2191

CONFIDENTIALITY NOTICE: This e-mail message, including any attachments, is for the sole use of the intended
recipient(s) and may contain confidential, proprietary, and/or privileged information protected by law. If you
are not the intended recipient, you may not use, copy, or distribute this e-mail message or its attachments. If
you believe you have received this e-mail message in error, please contact the sender by reply e-mail and
telephone immediately and destroy all copies of the original message.

From: Paige, Lajuane M. - OSHA CTR [mailto:Paige.Lajuane@dol.gov]

Sent: Monday, December 01, 2014 3:02 PM

To: Paige, Lajuane M. - OSHA CTR

Cc: Burt, Robert - OSHA; bruce.lundegren@sba.gov; McCormick, Charles - OSHA
Subject: Thank You!

Dear Small Entity Representative,

Thank you for your participation and help over the last several months. Your comments have been extremely helpful in
guiding OSHA's work on an Infectious Diseases Rule. OSHA, along with the Small Business Administration’s Office of
Advocacy and the Office of Management and Budget appreciate your hard work.

We would still like to receive written comments from you, up until the close of business on Wednesday, December

3. Please submit comments as your comments, and please do not represent them as comments of a trade association or
as representing a trade association. However, if your trade association has provide you with comments that you
endorse, you can send them to us as a separate attachment, and the Panel will consider them.

Thank you again.
Yours,

LaJuane Paige
SBREFA Coordinator
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John D. Slack, CFSP and David J. Weber, CFSP, CCO, have been asked by the SBA to serve as SER’s on this
panel for the proposed Infectious Disease Standard. We own and operate small privately owned funeral
homes in Maryland. Mr. Slack’s funeral home services approximately 175 families annually and is
located in Ellicott City, MD. David J. Weber has two small privately owned and operated funeral homes
in Baltimore. One is located near Catonsville, MD and the other is in the Fells Point area of Baltimore.
Combined, these two facilities service about 75 families per year.

Both of us recognize the need for such a standard in a hospital setting, as evidenced by the testimony
taken from a number of the presenters during the November 14, 2014 panel hearing. We do not
dispute that, in those health settings, there is a real possibility of exposure to airborne infectious
disease. This condition, however, does not exist in a funeral home, either in the transferring of the
deceased from the place of death or in the preparation of the deceased. Any actual or potential
exposure to infectious disease is met by the Bloodborne Pathogen Standard, which is scrupulously
followed by the funeral profession.

From some of the questions asked and the materials previously provided by OSHA, it is
clear that OSHA is under the misconception that an autopsy suite, in a hospital, and a
preparation room, in a funeral home, create the same hazard to employees working in these
locations. Nothing can be further from the truth. The autopsy process is invasive, using saws
and other implements that are never used in funeral service, and employs procedures that can
and will result in an aerosolation of infectious microorganisms. A funeral preparation, in a
funeral home, both in the instruments used and the procedures that are followed, is not
similarly invasive and does not produce aerosolization. The only constant between a hospital
autopsy suite and a funeral home preparation room, is the presence of dead human remains
and nothing else.

In a funeral preparation there is no significant risk of material impairment to employees,
providing direct patient care or performing their covered tasks, from aerosolized infectious
disease. Any potential hazard that does exist is contained by the OSHA Bloodborne Pathogen
Standard. The effect of the OSHA Bloodborne Pathogen Standard, and its ability, through
Universal Precautions, to address the type of infection that may occur in funeral service, as well
as its effectiveness in maintaining the safety and health of funeral service employees, is clearly
evidenced by OSHA’s own designation of funeral service as a low hazard industry.

Funeral service, unlike an acute care facility such as a hospital, also is not and will never
be privy to forehand knowledge regarding cause of death, conditions of death, or the presence
of significant airborne infectious disease that may have existed when the deceased
patient was still alive. A death certificate, which can be written a significant time after a death
and, often by necessity, after human remains are transferred to a funeral home and the
embalming process is started, also may not indicate the presence of an infectious disease that
may have existed in the remains prior to death, if that disease was not the cause of death.
There is, therefore, no way for a funeral director to make an independent medical
determination of the existence of an infectious disease, whether airborne or bloodborne, prior
to transfer or embalming. For this reason, Universal Precautions, under the Bloodborne
Pathogen Standard, are followed in every case.

Funeral Service, while not subject to third party accreditation, is subject to existing



federal and state OSHA standards, as well as random inspections by state health
departments, regarding minimal levels of sanitation and procedures designed to effectively
protect the general public and funeral home employees.

The OSHA materials provided have not demonstrated that there is a significant risk of
material impairment of employee health to employees providing direct patient
care or performing their covered tasks in the practice of funeral service. The proposed
Infectious Disease Standard does not address the actual situation in a funeral home or any
potential exposure to infectious disease by funeral home employees, whether in the transfer of
the decedent from the place of death or in the preparation process. The proposed regulation
will not further reduce the risk of infection to funeral service employees. The inclusion of
funeral service in the proposed Infectious Disease Standard is unnecessary, duplicative and
onerous.

It is our position that funeral service should be exempted from the proposed
Infectious Disease Standard, given the fact that any actual hazard is fully covered by employers’
compliance with the existing OSHA Bloodborne Pathogen Standard, including Universal
Precautions, and funeral service’s classification by OSHA as a low hazard industry which
evidences the effectiveness of the OSHA Bloodborne Pathogen Standard to control work
related infectious disease.

Furthermore, it has come to our attention that a concern has been raised regarding the
potential exposure when moving a deceased remains and the possible lack of utilization of
Personal Protective Equipment by funeral home staff for these tasks.

We are unaware of any funeral homes that do NOT practice Universal Precautions for
this task. At the very least, funeral home staff are wearing gloves and masks during the transfer
of the deceased. Many funeral homes take the added precaution of placing a mask on the
deceased. In Maryland, it is also required that our transport vehicles be equipped with gloves,
masks, gowns, head and shoe covering, goggles, antibacterial soap and disinfectant spray.

The Slack Funeral Home, P.A. and David J. Weber Funeral Homes, P.A., have been providing
funeral services for 85 years and 94 years respectfully. Six employees are employed at the Slack Funeral
Home and eight employees are currently employed at the David J. Weber Funeral Homes. Neither
funeral home has ever had an employee contract an infectious disease from patient/employee contact.

We thank you for granting us the opportunity to comment on the proposed
Infectious Disease Standard.

Very truly yours,
David J. Weber, CFSP, CCO
David J. Weber Funeral Homes, P.A.

John D. Slack, CFSP
Slack Funeral Home, P.A.



November 25, 2014

Mr. Robert Burt, Chair

SBAR Panel on Infectious Diseases
Occupational Safety and Health Administration
U.S. Department of Labor

200 Constitution Avenue, NW

Washington, DC 20210

Re: Written Comments on OSHA’s
Infectious Disease SBAR Panel

Dear Mr. Burt:

Thank you for convening and serving as Chair of OSHA’s SBAR Panel on Infectious Diseases.
We appreciate OSHA’s consideration of the comments received and the concerns expressed by the
Small Entity Representatives (“SERs”) throughout the process.

I am writing on behalf of Louisiana Nursing Home Association and its 260 member nursing
facilities and assisted living facilities, and the 30,000 Louisianans employed by them.

At the outset, we would like to emphasize the unique nature of the nursing facility and assisted
living environment (the “long term care profession”). The long term care profession must navigate
multiple regulatory schemes designed to protect safety and health of employees and the safety and
health of residents. In the long term care profession, residents are guaranteed certain rights, which
can impact how a facility is able to implement workplace safety and health rules. For residents,
their rooms are their “homes” and facilities can be prohibited from taking certain actions which
infringe upon how a resident is allowed to “live” in their homes. As OSHA continues to examine
this rule, it is important for the Agency to specifically review how the requirements will be
implemented in the long term care profession given the unique residents’ rights issues involved.

As with many of the other Small Entity Representatives (“SERs”) involved in the SBAR Panel
review, we have experience with OSHA’s bloodborne pathogens standard and recognize that
OSHA has borrowed some of the principles from that standard in this regulatory initiative. We
have concerns, however, as to whether OSHA has justified the need for this action in the first
instance. Furthermore, several of the provisions, we fear, will be difficult and burdensome to
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implement. We ask that OSHA review the need for the rule and many of its provisions before
proceeding with a proposal.

Worker Infection Control Plan

The lynchpin of OSHA'’s approach in this rulemaking is the requirement that employers develop
a Worker Infection Control Plan (“WICP”). The WICP seems similar in design to a bloodborne
pathogen exposure control plan. According to the draft proposal, developing a WICP will involve
identifying the potential sources of infection at a facility and the employees potentially exposed.
It would need to be updated annually.

In addition to the WICP, there is a requirement for employers to implement a number of Standards
Operating Procedures (“SOPs”) that are consistent with recognized and generally accepted good
infection control practices. These SOPs would need to be updated as the Centers for Disease
Control (“CDC”) or other organizations implement or change guidance in the area of infectious
disease. OSHA has identified the need for numerous SOPs.

For small employers in the long term care profession, the development and ongoing updating on
SOPs will be extremely burdensome. Most small employers do not have in-house resources
readily available to continually track CDC or other guidance from the public health community.
OSHA'’s use of a process safety management (“PSM”) approach to this rule will place a heavy
burden on small employers. Aside from the burden associated with this, small employers will have
difficulty — without specific guidance from OSHA —knowing which practices need to be examined
and updated.

Host-Contractor Provisions

We are also concerned about the proposed requirements for contractor safety. As set forth in the
SBREFA materials, OSHA is requiring host employers to ensure that contractors, vendors, or
independent healthcare practitioners, adhere to infectious control procedures as effective as the
host employer’s procedures.

While we understand OSHA’s overall concern with ensuring all employees at a facility are
following good hygiene practices and implementing appropriate protective measures, it is a real
challenge in the long term care environment to ensure that contractors are adhering to facilities’
(or even their own) infectious disease procedures. In the long term care profession, often
contractors are specifically selected by residents — particularly in the case of independent
healthcare practitioners. It is very difficult to establish control over these individuals.

In addition, in the long term care profession, many families will hire “sitters” to come into the
facility to spend time with resident family members. These sitters are not “employees” under the
Occupational Safety and Health Act of 1970 and it will be extremely difficult for small employers
to take action to ensure that these contractors are in full compliance with OSHA’s proposed
requirements.



Medical Screening and Medical Removal Protection

OSHA’s proposed framework would require employers to provide certain vaccinations to
employees as provided by recognized and generally accepted good infection control practices. In
addition, medical screening and surveillance services would need to be provided to employees post
exposure. In addition, if it is determined that employees must remain outside of work because of
amedical condition related to workplace exposure to an infectious disease, employers must ensure
that these employees maintain full pay and benefits during this time.

We have concerns regarding how these costs will be handled by small employers in the long term
care profession and would encourage OSHA to examine very closely whether workers
compensation will cover certain infectious diseases. From informal conversations with certain
workers compensation insurers, we understand that many OSHA-covered infectious diseases will
not be supported by workers compensation, causing the full costs to be borne by employers.

When examining the costs of these provisions, we encourage OSHA to also consider the practical
impact of medical removal protection (“MRP”) on small employers. Many small employers do
not have large staffs to draw from cover to cover for work absences, particularly extended work
absences. In these situations, employers may need to hire from temporary staffing agencies or
make other arrangements. When determining the appropriateness of MRP, we encourage the
Agency to consider the full financial burden associated with hiring a second employee, while
maintaining full pay and benefits of the employee out of work on medical removal (without any
offset from workers compensation).

We also request that OSHA examine the purpose of MRP in this rule vis-a ’-vis prior OSHA health
standards that have required MRP. In those other standards, the Agency has required MRP based
on evidence that employees may be reluctant to report illnesses or participate in medical
surveillance for fear of losing pay and benefits. We ask OSHA to examine specifically if there is
such evidence in the area of infectious disease in the affected industries to justify this burden before
proceeding to include MRP in any proposed rule.

Cost Estimates

We appreciate OSHA'’s efforts to estimate the costs of the proposal. However, our initial review
of the costs suggests that they are understated, particularly with respect to the provision and use of
personal protective equipment (“PPE”).

As a general matter, OSHA has estimated that much of the PPE can be used multiple times
throughout a shift (e.g., a facemask can be used until visibly soiled). We respectfully suggest that
OSHA - for cost estimate purposes — substantially increase the number of times per shift that PPE
must be changed. As a best practice, many employers have implemented single-use practices and
particularly with employees with direct patient care responsibilities. We, also, anticipate that for
certain disease outbreaks, recognized and generally accepted infection control practices could
mandate single use for PPE. We respectfully request that OSHA consider this when issuing any
proposed rule,



Again, we appreciate OSHA conducting the SBAR Panel review and considering the concerns of
affected SERs. Should the Agency have any further questlons related to the proposal or its impacts
on the long term care profession, we would be happy to assist.

Sincerely yours,

%

oseph A, Donchess
Executive Director

JAD:jb
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From: Judy Dahl <jdahl@jmhsmn.org>

Sent: Tuesday, December 02, 2014 10:06 AM
To: Paige, Lajuane M. - OSHA CTR

Cc: Lundegren, Bruce E.

Subject: infectious disease panel

Thank you for allowing me to participate in this panel. It has been an interesting experience. My comments are as
follows.

(1).1 believe, we in health care, are doing most of what you are proposing by following the Blood Borne Pathogen
guideline and that further rules/regulations would be redundant. We are also held to the CDC standard, MPCA, DOT and
of course the MN Dept. of Health which covers a most of the proposed rules.

(2). 'm concerned with how it would be decided if an iliness is work related or is community acquired. This would
include such ilnesses as influenza and Norwalk virus. These illnesses are usually brought into the facility from the
outside by employees and visitors.

(3). We already have a very pro-employee workman’s comp. program in MN. Workman’s comp is a huge expense
already, so you need to define this much better.

(4). Your estimate of glove use is WAY below what is the current practice in healthcare. For one patient/resident there
could be up to 4-6 glove changes with morning cares, 2 glove changes with each incontinent episode, 2-3 glove changes
with a routine wound dressing change and then it’s time for bedtime cares and another 4-6 changes.

(5). Our care center is an old building. If we had to put in an airborne isolation room it would be very expensive. Also,
how many rooms would we need because airborne infections usually effects more than one person how would we
decide who goes where? The care center is also the resident’s home and it is important it be treated as such.

(6). What if we have done all the required training and the employee does not follow the training and guidelines, and
because of their own choice, gets sick, is the employer still responsible?

(7). I believe Alternative 2, which is to rely on enforcement under the general duty clause, is the best approach.

Again, thank you for the opportunity to participate, Judy Dahl RNBC, ADON
This message contains confidential information and is intended only for the individual
named. If you are not the named addressee you should not disseminate, distribute or copy
this e-mail. Please notify the sender immediately by e-mail if you have received this e-
mail by mistake and delete this e-mail from your system. E-mail transmission cannot be
guaranteed to be secured or error-free as information could be intercepted, corrupted,
lost, deleted, arrive late or incomplete, or contain viruses. The sender therefore does
not accept responsibility for any errors or omissions in the contents of this message,
which arise as a result of e-mail transmission.
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December 3, 2014

TO:  Mr. Robert Burt, Chair
SBAR Panel on Infectious Diseases
Occupational Safety and Health Administration
U.S. Department of Labor
200 Constitution Avenue, NW
Washington, DC 20210

From: Leslie Marsh, CEO
Lexington Regional Health Center
P.O. Box 980
Lexington, NE 68850

RE:  Written Comments on the proposed OSHA Infectious Diseases Regulations
Dear Mr. Burt,

I'd like to offer the following comments as a fcllow up to the telephone conversation held on
November 14, 2014. My comments are based upon my experiences at Lexington Regional
Health Center (LRHC) where | served as the Chief Nursing Officer from 1998 to 2010 and as
the CEO since May of 2010. Prior to moving to LRHC | was the Employee Health Nurse at
Good Samaritan Hospital in Kearney, Nebraska. LRHC is a 25 bed Critical Access Hospital
serving approximately 25,000 people in south central Nebraska. Good Samaritan Hospital is a
270-bed PPS hospital that is the major referral center for south central Nebraska.

One common element at my small Critical Access Hospital and at the much larger regional
referral hospital is that both are operating in an environment that is heavily regulated. In fact, all
hospitals that receive federal funding, such as through the Medicare program, are heavily
regulated. Best practices require that we follow all applicable CDC guidelines. While the CDC
guidelines are not literally regulations they function as such in the healthcare workplace
environment. Conditions of participation reference CDC guidelines are strictly adhered to.
Additional oversight agencies such as The Joint Commission and DNV require adoption and
implementation of CDC and other nationally recognized health agency guidelines.

The emergence of HIV/AIDS created an extreme awareness of the workplace dangers inherent
in health care settings. Facilities were required to create extensive Exposure Control Plans and
adopt Standard or Universal Precautions. The adoption of these new practices changed the
mindset of healthcare workers because the new default position was an assumption that the
patient was infectious. Over time, this precautionary paradigm led to respiratory hygiene
programs where masks are now required in many specified sltuations. Many organizations,
although not mandated, require all employees that choose not to receive a flu shot are required
to wear a mask when there is any possible risk of exposure. This protects both patients and
healthcare workers.

P.O.Box 980 | 1201 N. Erie | Lexington, Nebraska 68850 | Phone: (308) 324-5651 | Fax: (308) 324-8359
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Through professional conferences, formal and informal networking, accreditation, and various
levels of external oversight our hospitals are continually involved in creating policies designed to
reduce the likelihood of transmission of infections. With this existing environment the central
question is what is the benefit of the proposed OSHA regulatory framework relative to its cost.

According to recent reports generated by OSHA (i.e. Facts About Hospital Worker Safety),
musculoskeletal injuries, sternming from falls and lifts, comprise the vast majority of injury or
illness occurring in the health care. lliness only accounted for 7 percent of events, which
resulted in days away from work. Reviewing LRHC records relating to employee illnesses over
a five year period shows that we had zero occurrences.

Rural hospitals are under increasing financial stress, with 43 hospitals closing since 2010. As a
responsible executive then, | have to be very efficient in how | use scarce resources.
Implementing the OSHA proposal would inflict a new set of costs on my hospital. If | had
confidence that these new costs would have substantial benefits, | would find a way to make the
resources available for implementation with or without formal regulations. Under the current
circumstances though, | have little confidence that the suggested proposed rule would confer a
noticeable benefit. It's been several years since | had an economics course, but | well
remember the notion of opportunity cost. Any money | spend on the proposed rule takes money
from other endeavors. There is a considerable laundry list of costs that would stem from this
new regulation: record keeping and storage (for 30 years beyond employment); training that is
fundamentally redundant relative to our existing training; the initial implementation costs (writing,
managing, signage, monitoring and evaluating) and supply costs. The costs as defined in the
current proposed rule are not representative of our actual experience. Operating in an
increasingly cost conscious environment, my hospital cannot magically generate free resources
to address a largely redundant exercise.

As a healthcare manager | understand that my skilled workforce is critical to the success of our
community hospital. Whether it is a response to emerging challenges like Ebola, MERs or
SARs or continual refinement of protocols for influenza, meningitis and tuberculosis, | am
already committed to providing the safest possible work environment. Agencies like the CDC
and professional organizations like the AHA and AMA are continually providing up-to-date
guidance relating to infection control. Given the recognized expertise of the existing resources |
see minimal benefit from the proposed regulation. | understand the national cost-benefit
analysis has not been completed. | have confidence that at my facility the costs of the proposed
regulations far outweigh the benefits.

| appreciate the work that OSHA has done to create safer environments for workers. | also
appreciate OSHA's willingness to hear the concerns of small businesses. While the proposed
rule was drafted to further protect workers, the costs imposed on small businesses would be
onerous. Thank you for considering these comments.

Sincerely,

P

| eslie Marsh

Imarsh@lexrhc.org

308-324-8303
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AMERICAN HEALTH CARE ASSOCIATION NATIONAL CENTER FOR ASSISTED LIVING

December 2, 2014

Mr. Robert Burt, Chair

SBAR Panel on Infectious Diseases
Occupational Safety and Health Administration
U.S. Department of Labor

200 Constitution Avenue, NW

Washington, DC 20210

Re:  Written Comments on OSHA’s Infectious Disease SBAR Panel

Dear Mr. Burt:

Thank you for convening and serving as Chair of OSHA’s SBAR Panel on Infectious
Diseases. We appreciate OSHA’s consideration of the comments received and the concerns
expressed by the Small Entity Representatives (“SERs”) throughout the process.

I am writing on behalf of the American Health Care Association and the National Center
for Assisted Living. The American Health Care Association and National Center for Assisted
Living (AHCA/NCAL) represent more than 12,000 non-profit and proprietary skilled nursing
centers, assisted living communities, sub-acute centers and homes for individuals with
intellectual and developmental disabilities. By delivering solutions for quality care,
AHCA/NCAL aims to improve the lives of the millions of frail, elderly and individuals with
disabilities who receive long term or post-acute care in our member facilities each day.

At the outset, we would like to emphasize the unique nature of the nursing home and
assisted living environment (the “long term care industry”). The long term care industry must
navigate multiple regulatory schemes designed to protect the safety and health of employees and
the safety and health of residents. In the long term care industry, residents are guaranteed certain
rights, which can impact how a facility is able to implement workplace safety and health rules.
For residents, their rooms are their “homes” and facilities can be prohibited from taking certain
actions which infringe upon how a resident is allowed to “live” in their homes. As OSHA
continues to examine this rule, it is important for the Agency to specifically review how the
requirements will be implemented in the long term care industry given the unique residents-
rights issues involved.

As with many of the other Small Entity Representatives (“SERs”) involved in the SBAR Panel
review, we have experience with OSHA’s bloodbome pathogens standard and recognize that
OSHA has borrowed some of the principles from that standard in this regulatory initiative. We
have concerns however, as to whether OSHA has justified the need for this action in the first
instance. Furthermore, several of the provisions we fear will be difficult and burdensome to
implement. We ask that OSHA review the need for the rule and many of its provisions before
proceeding with a proposal.

The American Heallh Care Association and National Centor for Asslsted Living (AHCA/NCAL) represent more than 12,000 non-
profit and propriatary skilled nursing centers, assisted living communities, sub-acuta centers and homas for individuals with
ir 18l and davelor \al disabilities. By dallvering solutions for qualily cars, AHCA/NCAL alms 10 improve (he fives of the
millions of frall, elderly and individuale with disabiities whe receive long term or post-acute care in our member faciities each day.
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Worker Infection Control Plan

The Iynchpin of OSHA’s approach in this rulemaking is the requirement that employers
develop a Worker Infection Control Plan (“WICP”). The WICP seems similar in design to a
bloodborne pathogen exposure control plan. According to the draft proposal, developing a
WICP will involve identifying the potential sources of infection at a facility and the employees
potentially exposed. It would need to be updated annually.

In addition to the WICP, there is a requirement for employers to implement a number of
Standard Operating Procedures (“SOPs”) that are consistent with recognized and generally
accepted good infection control practices. These SOPS would need to be updated as the Centers
for Disease Control (“CDC”) or other organizations implement or change guidance in the area of
infectious disease. OSHA has identified the need for numerous SOPs,

For small employers in the long term care industry, the development and ongoing
updating of SOPs will be extremely burdensome. Most small employers do not have in-house
resources readily available to continually track CDC or other guidance from the public health
community. OSHA'’s use of a process safety management (“PSM?”) approach to this rule will
place a heavy burden on small employers. Aside from the burden associated with this, small
employers will have difficulty — without specific guidance from OSHA - knowing which
practices need to be examined and updated.

Host-Contractor Provisions

We are also concerned about the proposed requirements for contractor safety. As set
forth in the SBREFA materials, OSHA is requiring host employers to ensure that contractors,
vendors, or independent healthcare practitioners, adhere to infectious control procedures at least
as effective as the host employer’s.

While we understand OSHA’s overall concern with ensuring all employers at a facility
are following good hygiene practices and implementing appropriate protective measures, it is a
real challenge in the long term care environment to ensure that contractors are adhering to
facilities’ (or even their own) infectious disease procedures. In the long term care industry, often
confractors are specifically selected by the residents — particularly in the case of independent
healthcare practitioners. It is very difficult to establish control over these individuals.

In addition, in the long term care industry, many families will hire “sitters” to come into
the facility to spend time with resident family metnbers. These sitters are often not “employees™
under the Occupational Safety and Health Act of 1970 and it will be extremely difficult for small
employers to take action to ensure that these contractors are in full compliance with OSHA’s
proposed requirements.

Medical Screening and Medical Removal Protection

OSHA'’s proposed framework would require employers to provide certain vaccinations to
employees as provided by recognized and generally accepted good infection control practices. In



addition, medical screening and surveillance services would need to be provided to employees
post exposure. In addition, if it is determined that employees must remain outside of werk due to
a medical condition related to workplace exposure to an infectious disease, employers must
ensure that these employees maintain full pay and benefits during this time.

We have concerns regarding how these costs will be handled by small employers in the
long term care industry and would encourage OSHA to examine very closely whether workers
compensation will cover certain infectious diseases. From informal conversations with certain
workers compensation insurers, we understand that many OSHA-covered infectious diseases will
not be supported by workers compensation, causing the full costs to be borne by employers.

When examining the costs of these provisions, we encourage OSHA to also consider the
practical impact of medical removal protection (“MRP”) on small employers. Many small
employers do not have large staffs to draw from to cover for work absences, particularly
extended work absences. In these situations, employers may need to hire from temporary
staffing agencies or make other arrangements. When determining the appropriateness of MRP,
we encourage the Agency to consider the full financial burden associated with hiring a second
employee, while maintaining full pay and benefits of the employee out of work on medical
removal (without any offset from workers compensation).

We also request that OSHA examine the purpose of MRP in this rule vis-a-vis prior
OSHA health standards that have required MRP. In those other standards, the Agency has
required MRP based on evidence that employees may be reluctant to report illnesses or
participate in medical surveillance for fear of losing pay and benefits. We ask OSHA to examine
specifically if there is such evidence in the area of infectious disease in the affected industries to
justify this burden before proceeding to include MRP in any proposed rule.

Cost Estimates

We appreciate OSHA’s efforts to estimate the costs of the proposal. However, our initial
review of the costs suggests that they are understated, particularly with respect to the provision
and use of personal protective equipment (“PPE”).

As a general matter, OSHA has estimated that much of the PPE can be used multiple
times throughout a shift (e.g., a facemask can be used until visibly soiled). We respectfully
suggest that OSHA — for cost estimate purposes — substantially increase the number of times per
shift that PPE must be changed. As a best practice, many employers have implemented single-
use practices and particularly with employees with direct patient care responsibilities. We also
anticipate that for certain disease outbreaks recognized and generally accepted infection control
practices could mandate single use for PPE. We respectfully request that OSHA consider this
when issuing any proposed rule.



Again, we appreciate OSHA conducting the SBAR Panel review and considering the -
concerns of affected SERs. Should the Agency have any further questions related to the proposal
or its impacts on the long term care industry, we would be happy to assist.

Sincerely,

Sim

Lyn C. Bentley
Senior Director of Regulatory Services
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November 26, 2014

Mr. Robert Burt, Chair

SBAR Panel on Infectious Diseases
Occupational Safety and Health Administration
U.S. Department of Labor

200 Constitution Avenue, NW

Washington, DC 20210

Re;: Written Comments on OSHA’s Infectious Disease SBAR Panel
Dear Mr. Burt:

Thank you for convening and serving as Chair of OSHA’s SBAR Panel on Infectious
Diseases. We appreciate OSHA’s consideration of the comments received and the concerns
expressed by the Small Entity Representatives (“SERs”) throughout the process.

I am writing on behalf of Care Providers of Minnesota. Care Providers of Minnesota is a
non-profit membership association with the mission to Empower Members to Performance
Excellence. Our 850+ members across Minnesota represent non-profit and for-profit
organizations providing services along the full spectrum of care. We are the state affiliate for the
American Health Care Association/National Center for Assisted Living.

At the outset, we would like to emphasize the unique nature of the nursing home and
assisted living environment (the “long term care industry”). The long term care industry must
navigate multiple regulatory schemes designed to protect the safety and health of employees and
the safety and health of residents. In the long term care industry, residents are guaranteed certain
rights, which can impact how a facility is able to implement workplace safety and health rules.
For residents, their rooms are their “homes” and facilities can be prohibited from taking certain
actions which infringe upon how a resident is allowed to “live” in their homes. As OSHA
continues to examine this rule, it is important for the Agency to specifically review how the
requirements will be implemented in the long term care industry given the unique residents-
rights issues involved.

As with many of the other Small Entity Representatives (“SERs”) involved in the SBAR
Panel review, we have experience with OSHA’s bloodborne pathogens standard and recognize
that OSHA has borrowed some of the principles from that standard in this regulatory initiative.
We have concerns however, as to whether OSHA has justified the need for this action in the first
instance. Furthermore, several of the provisions we fear will be difficult and burdensome to
implement. We ask that OSHA review the need for the rule and many of its provisions before
proceeding with a proposal.



Host-Contractor Provisions

We are concerned about the proposed requirements for contractor safety. As set forth in
the SBREFA materials, OSHA is requiring host employers to ensure that contractors, vendors, or
independent healthcare practitioners, adhere to infectious control procedures at least as effective
as the host employer’s.

While we understand OSHA’s overall concern with ensuring all employers at a facility
are following good hygiene practices and implementing appropriate protective measures, it is a
real challenge in the long term care environment to ensure that contractors are adhering to
facilities’ (or even their own) infectious disease procedures. In the long term care industry, often
contractors are specifically selected by the residents — particularly in the case of independent
healthcare practitioners. It is very difficult to establish control over these individuals.

In addition, in the long term care industry, many families will hire “sitters” to come into
the facility to spend time with resident family members. These sitters are often not “employees”
under the Occupational Safety and Health Act of 1970 and it will be extremely difficult for small
employers to take action to ensure that these contractors are in full compliance with OSHA’s
proposed requirements.

Medical Screening and Medical Removal Protection

OSHA’s proposed framework would require employers to provide certain vaccinations to
employees as provided by recognized and generally accepted good infection control practices. In
addition, medical screening and surveillance services would need to be provided to employees
post exposure. In addition, if it is determined that employees must remain outside of work due to
a medical condition related to workplace exposure to an infectious disease, employers must
ensure that these employees maintain full pay and benefits during this time.

We have concerns regarding how these costs will be handled by small employers in the
long term care industry and would encourage OSHA to examine very closely whether workers
compensation will cover certain infectious diseases. From informal conversations with certain
workers compensation insurers, we understand that many OSHA-covered infectious diseases will
not be supported by workers compensation, causing the full costs to be borne by employers.

When examining the costs of these provisions, we encourage OSHA to also consider the
practical impact of medical removal protection (“MRP”) on small employers. Many small
employers do not have large staffs to draw from to cover for work absences, particularly
extended work absences. In these situations, employers may need to hire from temporary
staffing agencies or make other arrangements. When determining the appropriateness of MRP,
we encourage the Agency to consider the full financial burden associated with hiring a second
employee, while maintaining full pay and benefits of the employee out of work on medical
removal (without any offset from workers compensation).



We also request that OSHA examine the purpose of MRP in this rule vis-g-vis prior
OSHA health standards that have required MRP. In those other standards, the Agency has
required MRP based on evidence that employees may be reluctant to report illnesses or
participate in medical surveillance for fear of losing pay and benefits. We ask OSHA to examine
specifically if there is such evidence in the area of infectious disease in the affected industries to
justify this burden before proceeding to include MRP in any proposed rule.

Cost Estimates

We appreciate OSHA’s efforts to estimate the costs of the proposal. However, our initial
review of the costs suggests that they are understated, particularly with respect to the provision
and use of personal protective equipment (“PPE”).

As a general matter, OSHA has estimated that much of the PPE can be used multiple
times throughout a shift (e.g., a facemask can be used until visibly soiled). We respectfully
suggest that OSHA — for cost estimate purposes — substantially increase the number of times per
shift that PPE must be changed. As a best practice, many employers have implemented single-
use practices and particularly with employees with direct patient care responsibilities. We also
anticipate that for certain disease outbreaks recognized and generally accepted infection control
practices could mandate single use for PPE. We respectfully request that OSHA consider this
when issuing any proposed rule.

Again, we appreciate OSHA conducting the SBAR Panel review and considering the
concerns of affected SERs. Should the Agency have any further questions related to the proposal
or its impacts on the long term care industry, we would be happy to assist.

Sincerely,
/mﬂf abéa,__/

Patti Cullen, CAE
President/CEO
Care Providers of Minnesota

Cc:  Tom Pollock, Chair, Board of Directors
Doug Beardsley, Vice President of Member Services
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December 3, 2014

Mr. Robert Burt, Chair

SBAR Panel on Infectious Diseases
Occupational Safety and Health Administration
U.S. Department of Labor

200 Constitution Avenue, NW

Washington, DC 20210

Re:  Written Comments on OSHA'’s Infectious Disease SBAR Panel

Dear Mr. Burt:

Thank you for convening and serving as Chair of OSHA’s SBAR Panel on Infectious
Diseases. We appreciate OSHA’s consideration of the comments received and the concerns
expressed by the Small Entity Representatives (“SERs”) throughout the process.

I am writing on behalf of Arkansas Health Care Association and Arkansas Assisted
Living Association. Established in 1951, Arkansas Health Care Association (AHCA) is the
state’s largest organization of long term care providers, representing 93% of the licensed long
term care facilities in Arkansas. Its responsibilities are to educate, inform and represent members
and member facilities before government agencies, other trade associations and related
industries. The organization provides training, education and assistance to care facilities across
the state, promoting high-quality care for patients and strict professional standards for staff.
AHCA also strives to cooperate with the state legislature and state Office of Long Term Care to
improve the quality of life in licensed long term care facilities in Arkansas.

At the outset, we would like to emphasize the unique nature of the nursing home and
assisted living environment (the “long term care industry”). The long term care industry must
navigate multiple regulatory schemes designed to protect the safety and health of employees and
the safety and health of residents. In the long term care industry, residents are guaranteed certain
rights, which can impact how a facility is able to implement workplace safety and health rules.
For residents, their rooms are their “homes™ and facilities can be prohibited from taking certain
actions which infringe upon how a resident is allowed to “live” in their homes. As OSHA
continues to examine this rule, it is important for the Agency to specifically review how the
requirements will be implemented in the long term care industry given the unique residents-
rights issues involved.

As with many of the other Small Entity Representatives (“SERs”) involved in the SBAR
Panel review, we have experience with OSHA’s bloodbome pathogens standard and recognize
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that OSHA has borrowed some of the principles from that standard in this regulatory initiative.

We have concerns however, as to whether OSHA has justified the need for this action in the first
instance. Furthermore, several of the provisions we fear will be difficult and burdensome to

implement. We ask that OSHA review the need for the rule and many of its provisions before

proceeding with a proposal.

Worker Infection Control Plan

The lynchpin of OSHA’s approach in this rulemaking is the requirement that employers
develop a Worker Infection Control Plan (“WICP”). The WICP seems similar in design to a
bloodborne pathogen exposure control plan. According to the draft proposal, developing a
WICP will involve identifying the potential sources of infection at a facility and the employees
potentially exposed. It would need to be updated annually.

In addition to the WICP, there is a requirement for employers to implement a number of
Standard Operating Procedures (“SOPs”) that are consistent with recognized and generally
accepted good infection control practices. These SOPS would need to be updated as the Centers
for Disease Control (“CDC”) or other organizations implement or change guidance in the area of
infectious disease. OSHA has identified the need for numerous SOPs.

For small employers in the long term care industry, the development and ongoing
updating of SOPs will be extremely burdensome. Most small employers do not have in-house
resources readily available to continually track CDC or other guidance from the public health
community. OSHA’s use of a process safety management (“PSM™) approach to this rule will
place a heavy burden on small employers. Aside from the burden associated with this, small
employers will have difficulty — without specific guidance from OSHA - knowing which
practices need to be examined and updated.

Host-Contractor Provisions

We are also concerned about the proposed requirements for contractor safety. As set
forth in the SBREFA materials, OSHA is requiring host employers to ensure that contractors,
vendors, or independent healthcare practitioners, adhere to infectious control procedures at least
as effective as the host employer’s.

While we understand OSHA'’s overall concern with ensuring all employers at a facility
are following good hygiene practices and implementing appropriate protective measures, it is a
real challenge in the long term care environment to ensure that contractors are adhering to
facilities’ (or even their own) infectious disease procedures. In the long term care industry, often
contractors are specifically selected by the residents — particularly in the case of independent
healthcare practitioners. It is very difficult to establish control over these individuals.

In addition, in the long term care industry, many families will hire “sitters” to come into
the facility to spend time with resident family members. These sitters are often not “employees”
under the Occupational Safety and Health Act of 1970 and it will be extremely difficult for small



employers to take action to ensure that these contractors are in full compliance with OSHA’s
proposed requirements.

Medical Screening and Medical Removal Protection

OSHA'’s proposed framework would require employers to provide certain vaccinations to
employees as provided by recognized and generally accepted good infection control practices. In
addition, medical screening and surveillance services would need to be provided to employees
post exposure. In addition, if it is determined that employees must remain outside of work due to
a medical condition related to workplace exposure to an infectious disease, employers must
ensure that these employees maintain full pay and benefits during this time.

We have concerns regarding how these costs will be handled by small employers in the
long term care industry and would encourage OSHA to examine very closely whether workers
compensation will cover certain infectious diseases. From informal conversations with certain
workers compensation insurers, we understand that many OSHA-covered infectious diseases will
not be supported by workers compensation, causing the full costs to be borne by employers.

When examining the costs of these provisions, we encourage OSHA to also consider the
practical impact of medical removal protection (“MRP”) on small employers. Many small
employers do not have large staffs to draw from to cover for work absences, particularly
extended work absences. In these situations, employers may need to hire from temporary
staffing agencies or make other arrangements. When determining the appropriateness of MRP,
we encourage the Agency to consider the full financial burden associated with hiring a second
employee, while maintaining full pay and benefits of the employee out of work on medical
removal (without any offset from workers compensation).

We also request that OSHA examine the purpose of MRP in this rule vis-g-vis prior
OSHA health standards that have required MRP. In those other standards, the Agency has
required MRP based on evidence that employees may be reluctant to report illnesses or
participate in medical surveillance for fear of losing pay and benefits. We ask OSHA to examine
specifically if there is such evidence in the area of infectious disease in the affected industries to
justify this burden before proceeding to include MRP in any proposed rule.

Cost Estimates

We appreciate OSHAs efforts to estimate the costs of the proposal. However, our initial
review of the costs suggests that they are understated, particularly with respect to the provision
and use of personal protective equipment (“PPE”).

As a general matter, OSHA has estimated that much of the PPE can be used multiple
times throughout a shift (e.g., a facemask can be used until visibly soiled). We respectfully
suggest that OSHA — for cost estimate purposes — substantially increase the number of times per
shift that PPE must be changed. As a best practice, many employers have implemented single-
use practices and particularly with employees with direct patient care responsibilities. We also
anticipate that for certain disease outbreaks recognized and generally accepted infection control



practices could mandate single use for PPE. We respectfully request that OSHA consider this
when issuing any proposed rule.

Again, we appreciate OSHA conducting the SBAR Panel review and considering the
concerns of affected SERs. Should the Agency have any further questions related to the proposal
or its impacts on the long term care industry, we would be happy to assist.

Sincerely,

Rachel Davis

Executive Director
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From: Rick Kislia <rkislia@crescentlaundry.com>
Sent: Wednesday, December 03, 2014 2:04 PM
To: Paige, Lajuane M. - OSHA CTR

Subject: RE: Thank You!

Lajuane,

Here are my comments in the form of answers to the questions that were asked early in the process. Please let
me know if you need more information.

Thanks,
Rick Kislia

e Do you currently follow the CDC guidelines on infectious disease control?

We follow the CDC guidelines as they apply to hospital laundry operations. This includes universal precautions, PPE,
HBV vaccinations, initial hire training and recurrent training.

e Are you subject to third-party accreditation and how rigorous is that process?

We are certified as a Hygienically Clean Healthcare Laundry by TRSA and have accreditation by the Healthcare
Laundry Accreditation Council. Both organizations have standards that must be followed to achieve the
certification/accreditation. Both have plant inspections as part of the process. The TRSA Hygienically Clean
certification includes biological laboratory testing of textiles produced by the laundry.

e Have you had employees contract infectious disease at work?

We have not had any issues with our employees contracting infectious diseases.

e Has OSHA demonstrated (through the materials provided) that there is “a significant risk of material impairment
of employee health”?

| do not see a demonstration of “a significant risk of material impairment of employee health” in a laundry that is
currently following industry best practices as described by the certification/accreditation bodies.

¢ Have the OSHA materials allowed you to adequately assess the level of risk or to know how many employees
are contracting infectious diseases at work (besides antidotal evidence)?

I do not see any data that would support the ability to determine our level of risk.

e |s afederal OSHA mandate necessary or are current practices adequate?

Current practices are adequate.

e  Would an OSHA rule be overlapping, duplicative, or redundant?

Some of the OSHA rule would be overlapping, duplicative and redundant to current requirements for Bloodborne
Pathogens compliance as well as Workers Compensation remedies for employees who have workplace caused
illness or injury.

e Are there non-regulatory alternatives OSHA should consider, such as providing information, establishing a
national emphasis programs, using the General Duty Clause, or other approaches that OSHA should consider?

| do not believe the laundry industry needs anything more than the current requirements.

e Should OSHA include more or less employers under the standard than it currently envisions (i.e., should some
types of employers be exempted and other added)?

OSHA should limit the number of employers under the standard to those that have direct contact with patients.

From: Paige, Lajuane M. - OSHA CTR [mailto:Paige.Lajuane@dol.gov]
Sent: Monday, December 01, 2014 3:02 PM

To: Paige, Lajuane M. - OSHA CTR
Cc: Burt, Robert - OSHA; bruce.lundegren@sba.gov; McCormick, Charles - OSHA
Subject: Thank You!
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Liberty Place, Suite 700

325 Seventh Street, NW
/ Washington, DC 20004-2802

(202) 6368-1100 Phone

American Hospital wwW.aha.org
Association

August 4, 2010

David Michaels, Ph.D., MPH

Assistant Secretary of Labor for Occupational Safety and Health
OSHA Dockets Office

Docket No. OSHA-2010-0003

U.S. Department of Labor

Room N-2625

200 Constitution Avenue, N.W.

Washington, DC 20210

RE: Department of Labor; Occupational Safety and Health Administration; Docket No. OSHA-2010-
0003; Infectious Diseases, Request for Information; (Vol. 75, No. 87), May 6, 2010.

Dear Dr, Michaels:

On behalf of our more than 5,000 member hospitals, health systems and other health care organizations,
and our 40,000 individual members, the American Hospital Association (AHA) appreciates the
opportunity to comment on the Occupational Safety and Health Administration’s (OSHA) Request for
Information (RFI) on Infectious Diseases. We hope that our comments, and those of our members,
will assist OSHA in making an informed and balanced decision as to whether further action is
warranted.

America’s hospitals are dedicated to the health and safety of patients and health care personnel.
Protecting against and preventing the transmission of infectious diseases that result from
occupational exposures are top priorities. The AHA encouraged hospitals to respond to the RFI and
to share the steps they take to protect employees and patients against infectious diseases. While
many of OSHA’s questions require a hospital-specific response, we provide below responses to
those questions for which there is a general practice common among most hospitals or where the
question is more broadly directed to health care stakeholders.

The AHA believes that hospitals and health care systems have effective and comprehensive
programs in place that integrate the need to protect patients and health care personnel, and
that there is no need for an additional standard. The existing infection prevention and control
standards, including their assessment and enforcement by regulatory, accrediting and
certifying bodies, have proven to be functional and appropriate, and substantial resources are
dedicated to their regular maintenance and improvement.
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OVERARCHING COMMENTS

Health and safety of hospital personnel. The health and safety of patients and health care
professionals are equally important and inter-related. Infection prevention measures to control
transmission from infected patients to others are only successful if health care personnel also are
protected; one directly impacts the other. Hospitals realize that protecting patients and personnel
from exposures to infected individuals cannot wait for a diagnosis. Therefore, the cornerstone of
hospitals’ infection prevention and control (IPC) and employee health (EH) programs is education
and training of new employees, as well as periodic refresher training, on the routine use of Standard
Precautions.

Employee health programs. The EH program develops and implements systems for diagnosis,
treatment and prevention of infectious diseases in health care personnel. The IPC and the EH
programs typically work collaboratively to develop policies and procedures for health care
personnel, such as placement evaluations, health and safety education, evaluation of potentially
harmful infectious exposures and implementation of appropriate preventive measures, coordination
of plans for managing outbreaks among personnel, provision of care to personnel for work-related
illnesses or exposures, education on infection risks related to employment or special conditions,
development of guidelines for work restrictions when an employee has an infectious disease, and
maintenance of health records on all personnel.

EH programs also manage the OSHA occupational injury and illness reporting programs, including
maintaining OSHA logs, and other relevant agencies’ reportable disease processes. Another critical
component of the EH programs is immunization. Many of the communicable diseases common to
health care personnel are vaccine-preventable, and appropriate vaccine use protects both health care
workers and patients. Immunization programs also are highly cost-effective.

Enforcement and accountability. We believe that OSHA has mischaracterized IPC and EH
programs as “voluntary.” These programs are essential for patient and personnel safety, and are
mandated by the Centers for Medicare & Medicaid Services (CMS) and all accrediting agencies with
deemed status from CMS, such as The Joint Commission and Det Norske Veritas. That is, in order
to be considered participating providers and to receive reimbursement for services furnished to
Medicare beneficiaries, hospitals must comply with IPC conditions of participation that are required
and enforced by CMS, the accreditation organizations and state agencies involved in the survey and
certification of hospitals. In addition, hospitals that are participating providers in Medicare and
Medicaid but which do not comply with CMS standards, risk loss of their certification, or even their
license, if CMS determines the facility has unsafe conditions related to infection control standards or
life safety codes. CMS and other agencies’ enforcement actions affect both patients and health care
personnel. For example, CMS’ infection control standards and interpretative guidelines explicitly
address health care personnel health and safety.

We have attached a copy of CMS’ comprehensive infection control interpretive guidelines for
further examination. OSHA will see that the basis for CMS’ standards is evidence-based guidelines
from the Centers for Disease Control and Prevention (CDC), such as the Guideline for Infection
Control in Health Care Personnel and Isolation Precautions: Preventing Transmission of Infectious
Agents in Healthcare Settings. Other specific guidelines utilized by CMS, accrediting organizations
and state agencies address M. tuberculosis, hand hygiene, environmental infection control and many
other guidelines critical for the health and safety of health care personnel, such as the CDC’s
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Adyvisory Council on Immunization Practices recommendations for immunizations. Most of these
CDC documents can be found at http://www.cdc.gov/hicpac/pubs.html.

Safety culture and the reduction of healthcare-acquired infections (HAI). The AHA strongly
agrees with the importance that OSHA ascribes to developing a safety culture within health care
facilities. Hospitals have expressed their commitment to a safety culture through many successful
voluntary programs that demonstrate sustained HAI reductions. One excellent example is a program
from the Keystone Center for Patient Safety and Quality of the Michigan Health & Hospital
Association that has proven to reduce central-line associated bloodstream infections to nearly zero in
intensive care units. As part of the Department of Health and Human Services’ Action Plan to
Prevent Healthcare Associated Infections, and with the AHA’s leadership and involvement, the
Agency for Healthcare Research and Quality is funding efforts to emulate Michigan’s Keystone
success story across the nation. More than 30 states participate in “On the CUSP: Stop HAL”

Dramatic reductions in HAIs seen in these types of initiatives are the result of health care personnel
working together to minimize, and even eliminate, infections in patients. But again, these programs
also reduce the risk of health care personnel exposure through high rates of compliance with hand
hygiene and proper use of protective barriers. The Keystone initiative is based on regular input and
measurement of the safety culture among the staff in care units throughout the hospital, using
checklists to raise awareness of “doing the right thing all of the time.” Such efforts translate into a
greater overall focus on safety within health care facilities, whether through the use of barriers or
through the safe use of devices. We have encouraged our members to share their individual
successes with OSHA in their responses to the RFI.

Hospital safety management programs also foster a safety culture by focusing on health care
personnel’s interaction with the hospital environment, including preventing the transmission of
infection. Hospitals devote much time and effort to facility-wide performance measurement and
improvement. These programs include reduction of safety risks, addressing occupational illness and
actions that will prevent all types of safety risks, including sharps injuries.

In conclusion, we are confident that, after reviewing the responses from the AHA and our members,
OSHA will find that hospitals and health care systems have effective and comprehensive programs
that integrate the need to protect patients and health care personnel, and that there is no need for an
additional standard. In order to justify a new standard, OSHA must demonstrate that these
comprehensive and stringently enforced programs are insufficient, and that gaps in the existing
programs have led to measurable increases in occupationally acquired infections.

If you have any questions regarding our comments and attached responses, please contact me or
Roslyne Schulman, director for policy development, at (202) 626-2273 or rschulman@aha.org.

Sincerely,

Rick Pollack
Executive Vice President

Enclosure
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ATTACHMENT

AHA RESPONSES TO CERTAIN OSHA QUESTIONS

A. General

Question 3. One of the most important steps in determining how fo effectively protect workers from
infectious diseases is identifying who is at risk of exposure. What recommendations do you have for
how to determine which employees are potentially exposed to contact, droplet, and airborne
transmissible diseases in the type of workplace about which you are responding? How many of your
total workers have a risk of exposure to such diseases during the performance of their job duties?
What proportion of your workforce does this represent? What are the job titles or classification(s)
of these workers? What are the job duties of these workers? To which diseases are they exposed?

AHA Response. Infection prevention and control (IPC) programs in acute-care hospitals take
several key factors into consideration in determining who is at risk:

o Hospitals are concerned about the health and safety of all occupants of the facility, including
patients, health care personnel and visitors. Therefore, the IPC programs must assess the risk of
airborne, droplet and contact exposures for all occupants, and, as a result, a major focus is on
environmental/engineering controls for the overall environment.

e A hospital’s risk assessment must consider the population it serves in order to evaluate the types
of communicable disease likely to be seen in the facility. Hospitals use the reportable
communicable disease entries published weekly from local and state public health agencies, as
well as the Centers for Disease Control and Prevention’s (CDC) Morbidity and Mortality Weekly
Report MMWR). Therefore, specific risks may vary by locale. For example, for
Moycobacterium tuberculosis (MTB), CDC guidelines state that because some communities have
minimal risk, hospitals in those communities need neither carry out TB testing nor develop
respiratory protection programs.

e General risks. All hospital personnel, whether they perform direct care or support services, are
considered to be at some level of risk due to the basic principle of “universal precautions,”
meaning that all patients are considered to be potentially infectious. Therefore, standard
precautions apply to all health care personnel and all receive basic education and training.

e Specific risks. The disease exposure risk for direct care personnel does not depend on whether
they treat a primarily adult versus a pediatric/neonatal patient population. Instead, the risk
assessment considers factors such as: whether the patient is suspected or known to have a
communicable disease; type, frequency and duration/intensity of procedures which the direct
care personnel will be performing; and degree of contact with the patient. For example, risks are
generally considered to be higher for personnel working in the hospital’s emergency department
because they would be evaluating patients with potentially communicable diseases (e.g.,
tuberculosis) and the emergency department staff often is responsible for furnishing higher-risk
pulmonary procedures such as bronchoscopies. As noted in our overarching comments, IPC
programs place major emphasis on prevention and routine use of Standard Precautions. The IPC
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programs address potential risks by department/procedures and indicate if specific additional
personal protective equipment (PPE) should be used in addition to Standard Precautions.

With regard to OSHA’s question about the job duties of workers and the diseases to which they are
exposed, the AHA believes that exposure control plans typically reflect similar specific job titles or
classifications developed for the OSHA bloodborne pathogen standard as well as for the CDC’s
influenza vaccination recommendations, which reference direct care personnel, personnel with
frequent contact and support services personnel managing contaminated equipment, With regard to
specific disease exposures, as noted above, hospitals’ risk assessments will reflect the diseases
prevalent in the community, whether airborne (e.g., MTB), large droplet (e.g., influenza, norovirus)
or contact transmissible diseases (e.g., scabies and various bacterial infections). IPC programs place
major emphasis on prevention and routine use of Standard Precautions.

Question 4. Workplaces vary in the types of infectious diseases and the number of infected
individuals encountered. OSHA is interested in the types of diseases that your workplace encounters
and how often they are encountered. Please describe your workplace's experience with infectious
diseases over the past 10 years (e.g., which diseases, how ofien).

AHA Response. This question of “experience” is ambiguous and may be interpreted differently by
some as meaning employees or patient admissions. For example, some may sum up the past 10
years of infectious disease classifications coded in medical records. Others may use hospitals’
copies of state-required forms for each type of recorded reportable disease sent to their local health
department. Yet others may use reportable disease logs for employees only (e.g., OSHA Form
300A) as reported to the local health department. Finally, some may only report exposures to
infectious diseases, not actual diseases. We encourage OSHA to consider this ambiguity when
reviewing responses to this question.

Question 5. OSHA is interested in data and information that will further assist in characterizing
workers' occupational exposure to contact, droplet, and airborne transmissible infectious diseases.

a) OSHA encourages the submission of your workplace or your industry's experience with these
diseases and the impact of infectious diseases on your workers (e.g., type and number of
exposure incidents, occupationally-acquired infectious diseases, days of work missed, and
Jfatalities).

AHA Response. Due to the ambiguity around the term “experience,” we urge OSHA to take into
consideration the various sources of information that hospitals could provide. The implication,
though not stated explicitly, is that the data requested are from the OSHA Form 300A, used to
collect and report occupationally-acquired disease. However, some data submitted by hospitals may
be limited to exposures and not include disease outcomes.

b) Please provide information about any database that collects and aggregates data on
occupationally-acquired infectious diseases (e.g., Federal, State, provider network, or
academic).

AHA Response. It is not clear whether OSHA is interested primarily in databases that collect data
electronically or databases that collect data manually would also be of interest to OSHA. Beyond
the data generated by OSHA Form 300A, that may be collected either way, other electronic systems
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include the CDC’s National Healthcare Safety Network (NHSN) module for health care personnel
exposures and a number of commercial stand-alone databases for tracking sharps-related incidents
and immunization status/vaccination rates.

¢) Please provide any additional information, including peer-reviewed studies, which addresses
occupational exposure to infectious agents that you think OSHA should consider.

AHA Response. We recommend that OSHA review the CDC’s “Guidelines for Infection Control in
Healthcare Personnel, 1998.” The CDC’s Healthcare Infection Control Practices Advisory
Committee (HICPAC) is in the process of updating this guideline. However, the current guidelines
contain multiple citations of studies involving infectious agents for which prevention/treatment
strategies were put into place and tested.

Question 6. Infection control (IC) programs are currently the primary means of controlling
occupational exposure to infectious agents. However, these programs are largely voluntary. OSHA
is particularly interested in case studies that highlight experience in the implementation and
effectiveness of IC programs in protecting workers against infectious diseases (e.g., the extent to
which employers are fully implementing and consistently following their written IC programs).

AHA Response. We believe that OSHA has mischaracterized IPC programs as “voluntary” since
hospitals, ambulatory care centers, other care-delivery sites and related entities understand that such
programs are not only essential for safety, but mandated by CMS and by all accrediting agencies
with deemed status from CMS, such as The Joint Commission and Det Norske Veritas. That is, in
order to be considered participating providers and receive reimbursement for services furnished to
Medicare beneficiaries, hospitals are required to comply with IPC conditions of participation
mandated and enforced by CMS, the accreditation organizations and state agencies involved in the
survey and certification of hospitals. In addition, hospitals that are Medicare and Medicaid
participating providers but do not comply with CMS standards, risk losing their certification or even
their license, if CMS determines the facility has unsafe conditions related to infection control
standards or life safety codes. CMS and other agencies’ enforcement actions affect both patients and
health care personnel. Therefore, CMS infection control standards and interpretative guidelines
explicitly address health care personnel health and safety. We have attached a copy of CMS’
comprehensive infection control interpretative guidelines, which address all aspects of an IPC
program including the issue of protecting health care personnel.

a) For example, has your workplace had instances where a significant increase in infections
(among either patients or workers) required more rigorous implementation of your IC program?
If so, please describe any factors that contributed to the increase and what steps your workplace
took to address the situation.

AHA Response. The CDC guidelines anticipate occasional clusters of infections or outbreaks. In
addressing such clusters, hospitals start with the CDC Guidelines’ “transmission-based” section
recommendations that are outlined in Tier I. That is, they determine whether the basic Standard
Precautions have been implemented properly, such as through the measurement of adherence to hand
hygiene protocols and the use of barriers, thereby ensuring basic practices are at high rates of
compliance. Then hospitals make a determination about the need to move to Tier II, which involves
additional steps to bring the outbreak under control, even as the cause of the cluster or outbreak is
investigated.
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b) Please provide any studies that demonstrate the difference in infection rates between situations
where the IC program had lapsed and situations where rigorous implementation of control
measures was instituted.

AHA Response. The cause of the cluster or outbreak may not necessarily be a “lapse™ in the IC
program, but sometimes results from a single unexpected source from the environment, identified
during the investigation. The hospital’s initial response will always be to take steps to protect
patients and health care personnel in order to stop further transmission until the cause is known. .
Hospital personnel follow recommendations contained in the CDC’s isolation guidelines and in its
multi-drug resistant organism (MDRO) guidelines in these situations.

Question 7. While OSHA has a Bloodborne Pathogens standard (Sec. 1910.1030), the Agency does
not have a comprehensive standard that addresses occupational exposure to contact, droplet, and
airborne transmissible diseases. The Agency has other standards [(e.g., Respiratory Protection
(Sec. 1910.134) and General Personal Protective Equipment (Sec. 1910.132)] that may apply and,
in some situations, Section 5(a)(1) of the OSH Act (the General Duty Clause) would apply. OSHA is
interested in commenter’s insights regarding the adequacy of existing OSHA requirements fo protect
workers against occupational exposure to infectious agents.

AHA Response. Although hospitals comply with the OSHA Bloodborne Pathogen standard, the
General Industry Respiratory Protection standard and other applicable standards as required, the
impact of these requirements in terms of worker protection is difficult to determine in isolation from
the impact of other practices that hospitals engage in as a result of compliance with the evidence-
based CDC guidelines and CMS requirements. For instance, while hospitals are aware of and
compliant with the OSHA Bloodborne Pathogen standard, the substantial reduction in hepatitis B
infections among health care personnel is primarily a result of the high level of efficacy of the
hepatitis B vaccine (HBV) and hospital attention to the CDC guideline recommendations related to
“universal precautions” and safe use of sharps devices. Another example relates to the OSHA
General Industry Respiratory Protection Standard. While hospitals that utilize particulate
respirators, primarily N-95 respirators, are compliant with the OSHA standard, it is important to note
that the CDC Tuberculosis guidelines also address respiratory protection as part of the facility’s
overall risk assessment. This CDC guideline continues to be the key resource for hospitals. In
addition, the OSHA standard is actually referenced in the CMS Infection Control Interpretive
Guideline attached at the end of our comment letter. Further, hospitals view the OSHA General
Duty clause as comparable to CMS’ general requirement for a “safe and sanitary” environment.

This requirement is enforced when CMS surveyors determine that a serious violation to a Life Safety
code requirement has occurred in a hospital.

Question 8. California OSHA recently issued a standard for occupational exposure to "Aerosol"
Transmissible Diseases (ATD) that covers infectious diseases transmitted through the airborne and
droplet routes. IC programs that are established in most healthcare settings address exposure to
contact, droplet, and airborne transmissible diseases. Please explain whether the Agency’s
deliberations on occupational exposure to infectious diseases should focus on only droplet and
airborne transmission or if contact transmissible diseases should also be included.

AHA Response. The AHA did not understand the need or justification for California’s ATD
standard given that the studies examined by OSHA and stakeholders failed to demonstrate that the
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rate of TB in health care personnel was any higher than the TB rate in the general population. CDC
droplet precautions (as described in the CDC’s isolation guidelines) are implemented to prevent all
exposures, including in health care personnel, and are enforced by other agencies. Contact
transmission, the most common mode of transmission, is equally important. A great deal of
education and training time is spent on prevention, and CDC guidelines are already enforced by
various agencies. We believe that current CDC guidelines, enforced by other agencies, are adequate
and another standard would be duplicative and burdensome for health care facilities.

Question 9. If the Agency pursues rulemaking and promulgates a standard, jurisdictions with
OSHA-approved State plans will be required to cover workers who OSHA determines are at
occupational risk for exposure to infectious agents, including public employees. State and local
governments are defined very broadly, and would typically include such entities as a university
hospital associated with a State university as well as public hospitals and health clinics. What
public sector healthcare or healthcare-related workers are at increased risk for occupational
exposure to infectious agents? Please describe conditions unique to any of these occupations that
are not seen in the private sector. Please describe any other issues specific to OSHA-approved State
plans that the Agency should consider.

AHA Response. University contracts that involve the rotations of students through hospital training
already include the same requirements for health assessment that apply to other settings, such as
requiring proof of HBV vaccination, as well as training to reduce occupational exposure.

B. Infection Prevention and Control Plan

Question 10. CDC/HICPAC's 2007 Guideline for Isolation Precautions: Preventing Transmission
of Infectious Agents in Healthcare Settings recommends an IC program for addressing the
transmission of airborne and other infectious diseases. In certain settings, CMS and The Joint
Commission require that health care facilities have such programs. If you are subject to the CMS or
Joint Commission requirements or otherwise have an IC program, please provide information on the
elements of this program (e.g., early identification of infectious patients, implementation of
transmission-based control measures, HCW training) and how the program works.

AHA Response. Hospital infection prevention and control programs are comprehensive and each
key element, including occupational health elements, must meet the detailed requirement of the
CMS infection control interpretive guidelines. These interpretive guidelines require hospital
infection prevention and control programs to be based on CDC’s evidence-based guidelines.

Question 11. In most cases, an IC program is managed by an infection control preventionist or
other designated person. For example, the CDC/HICPAC guidelines recommend that the IC
program be managed by individuals with training in infection control. Who manages your
program? What percentage of this individual's time is spent managing the IC program?

AHA Response. The management of IC programs varies based on facility size and resources. For
example, in small or rural hospitals and critical access hospitals (CAHs), the same person may direct
both the IPC and EH program.
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Question 12. For the IC program(s) established in your workplace, please describe, in detail, the
resource requirements and associated costs, if available, expended to initiate the program(s) and
conduct the program(s) annually. Please estimate, in percentage terms where possible, the extent to
which the components or elements in your program(s) are typical of those practiced throughout your
industry.

AHA Response. The personnel and non-personnel resources and associated costs for IC programs
vary widely and are generally proportional to the size, sophistication, case mix, and estimated risk of
the populations served by the hospital. Personnel and non-personnel resources would likely include:

e Personnel resources:

o Infection preventionist/infection control manager;
Hospital epidemiologist (or access to a clinician);
Surveillance technicians (in larger institutions);
Employee health program support (varies by size of facility);
Administrative support; and
Computer support personnel.

O O O0O0OO0

¢ Non-personnel resources:
o Office space, computer equipment and supplies and other related equipment;
o Microbiology laboratory support, including reference laboratory and pathology support;
(In small or rural hospitals, such as CAHs, such laboratory support is often obtained
under arrangement from another laboratory); and
o Education and training support necessary to achieve and maintain competency, including
tuition and related travel costs, as necessary.

Question 13. In your industry, for the IC programs established in your workplace or for IC
programs in other workplaces of which you are aware, are there any components or features that
may present economic difficulties to small businesses? Please describe and characterize in detail
these components and why they might present difficulties for small businesses.

AHA Response. Small rural hospitals and CAHs are financially vulnerable organizations that have
difficulty absorbing additional costs. Our particular concern involves CAHs and other small
hospitals that already comply with the CDC guidelines and associated CMS/accreditation standards,
but which would be required, under a new OSHA infectious disease standard, to bear the additional
cost and burden of putting into place and maintaining an OSHA compliance program for what is
likely to be a redundant standard.

Question 14. Periodic evaluation of IC program effectiveness is recommended by CDC/HICPAC
and required by The Joint Commission and CMS for most types of facilities under their jurisdiction.
Please describe how your workplace or industry evaluates the effectiveness of its IC program,
including the methods and criteria used. How often does your workplace evaluate its program?
Please describe the results your program has achieved (e.g., if there has been a decrease in patient
and/or worker infections). Please describe any specific problems and/or successes that have been
encountered in the implementation and operation of the program.

AHA Response. CMS conditions of participation and accrediting agency standards call for a
minimum of annual and/or periodic evaluations that involve risk re-assessments and making
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necessary changes when new or revised hospital programs affect IC surveillance goals and
strategies. Many hospital IC programs also undertake quarterly reviews of trends and issues for the
organization’s Board of Trustees, utilizing the hospital’s quality, safety or infection control
committees, and reporting on measurable performance improvement outcomes, including explicit
employee health measures. It is important to reiterate that the successes in reducing HAIs also lower
exposure risks to employees.

C. Methods of Control

Question 17. CDC/HICPAC, CMS, and The Joint Commission provide a variety of approaches that
employers can implement to reduce or eliminate workers' exposure to infectious agents. For
example, a well-structured IC program can include: immunizations for vaccine-preventable
diseases, isolation precautions to prevent exposures to infectious agents, training, personal
protective equipment, management of workers’ risk of exposure to infected persons, including post
exposure prophylaxis, and work restrictions for exposed or infected personnel. Please describe the
types of problems/obstacles your workplace or industry encountered with implementing specific
control measures. Please include a discussion of each control measure, the problem/obstacle
encountered, the affected worker group, and any particularly effective solutions your workplace or
industry has implemented to address the obstacle/problem.

AHA Response. Supply chain limitations have been a major obstacle for hospitals with regard to
implementing control measures. For example, in recent years, supplies of seasonal influenza vaccine
have been either short or delayed due to manufacturing problems and regulatory actions by federal
agencies. In the 2009 HIN1 pandemic, the delay in availability of vaccine for immunizing health
care workers was a result of the emergence of a novel HINI virus strain in the Spring of 2009 and
the competing demand on manufacturing capacity from the parallel production of seasonal influenza
vaccine. However, the obstacles are not limited to vaccines. This past year hospitals experienced
supply chain shortages of many other supplies linked to the response to the pandemic, including N-
95 particulate respirators, surgical and procedure masks, hand sanitizer, and injection supplies and
equipment.

Limited U.S. manufacturing capacity of essential items, unreliable raw material supply chains and
economic conditions and market incentives that lead to “just in time” inventory strategies for health
care facilities are at the heart of these obstacles. Solutions to these supply chain issues would likely
involve increasing U.S. manufacturing capacity for essential supplies and equipment, using more
efficient and effective manufacturing processes, and locating alternate sources for raw materials
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