
[LINDA] 
 

Good morning– It is a pleasure to be with you to share a milestone 

5th  year of the EXPO-STOP Report – a bloodborne pathogen 

exposure bench mark study. 
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Linda 

 

For those of who have supported this study over these 5 years – we 

sincerely THANK YOU! 
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[LINDA] 
 

We want to  meet our presentation objectives in 3 parts— 

 

--First, with a brief overview of ‘where we are at’ –provide some 

historical perspective-- with the whole bloodborne pathogen issue… 

 

--And  then present to you your results the YEAR 5 EXPO-STOP 

Survey 

 

-- Finally, share some innovative “Best Practices” from some of our 

AOHP colleagues affiliated with low-exposure-rate hospitals. 
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[Terry] 

 

Fifteen years ago, in 2000 – before the Needlestick Safety & Prevention 
Act became the ‘law of the land’… 

-- The average number of sharps injuries was 38 per 100 Occupied Beds 

 

--and the rate of splash exposures to the eyes, nose, mouth or non-intact 
skin (muco-cutaneous) was 11.6 per 100 Occupied Beds 

 

-- What this extrapolated out to was over a million health care worker 
exposures per year… 

 

--And clearly, there was an urgent need for action. 
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[TERRY] 

Why do we need EXPO-STOP? 

EPINet has been the largest annual survey however, after 2010 it looked like ceasing - so we 
are pleased it it has been taken up by Amber Mitchell and the International safety Center. 
The excellent Massachusetts Department of Public Health annual survey of all MA hospitals 
is mandated by MA law, however it is only of ONE state. 

So there was no nationwide database. 
 

For those of you who are new to this study, I’ll give a quick overview. 

In 2011 Linda & I recognized the need for a comprehensive evaluation of “where US 

is at” in terms of bloodborne pathogen exposures – me from my vantage point of a 

microbiologist and Linda from her vantage point of a practicing Occupational Health 

nurse.  

We put a proposal to the AOHP Board and Exec to utilize our members to survey the 

national incidence of blood exposures among US HCW. The Board agreed, and in 
2012 we launched EXPO-STOP. 
We need acknowledge the logistics and support of AOHP Board and Executive, especially 
Annie Wiest.  

5 



EXPO-STOP  has become the largest survey conducted in the US and, although not as 
comprehensive as EPINet or Massachusetts, is now THE national database and is 
valued both nationally and internationally. 
This is the 5th consecutive survey that AOHP Conference attendees are the 1st to hear 
the results– and we will now share these findings with you. 
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Terry. Our 2nd objective is to share the results of the 2015 Survey 
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[TERRY] 

 

 

First let’s look again at EPINet results since 2000 – and we thank Amber Mitchell for 
giving us her latest 2014 data.  

Just to reiterate, the rise in early 2000’s is likely due to more doctors reporting (not 
more injuries occurring) and we were excited when the line trended downwards from 
2007, but disappointed to see the line trending upward to a point higher than it was in 
2001! But remember, this is using “Occupied beds” as a denominator. I’ll come back to 
denominators. 

 

If we overlay this with Massachusetts data adjusted to 100 Occupied Beds, the results 
are similar. 

 

Now let’s look at EXPO-STOP surveys…. 
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[TERRY] 

 

This slides shows the growth of EXPO-STOP in Respondents, Healthcare facilities and 
States but let’s concentrate on hospitals and states.  

 

In 2015, 182 hospitals participated. That’s a 57% increase from our 1st year [For the 
2014 Study, Linda and I were unable to lead the study and numbers were down]. We 
took it back on for the 2015 survey and the numbers and states are the highest we’ve 
had – THANK YOU.  

 

Of the 182 hospitals, 43% were teaching hospitals.  
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[TERRY] 

This depicts the national geography of the survey and with data from 38 states we 
have a good national distribution of data. 

 

The Blue states are those with 1 hospital; Green states had 2-4 hospitals; pink had 5-8; 
and yellow states had more than 8!  

California gets the gold star with 26 hospitals 

 

But on a per million population basis – North Dakota came first, with Idaho and 
Washington State equal second! 
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[TERRY] 

 

In 2015, among the 182 hospitals there were a total of 9,358 exposures, comprised of 
6,608 sharps injuries and 2,750 MC exposures. So let’s examine the 5 year trend 

 

This year we’ve used FOUR denominators to better grasp what’s happening and to 
enable comparisons with other databases. So let’s just focus on the 5 year change. 

 

The 2015 results show a slight increase in SI per 100 occupied beds since 2011. When 
looking at the results broken out by teaching/non-teaching the increase is higher in 
teaching hospitals. Another result that shows a startling increase is that per 100 nurse 
FTE. 

 

I’ll go into more statistical comparisons shortly. 
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[TERRY] 

 

This table should actually be titled “Who reports their injuries” 

 

We can see there has been a slight rise in Nurse reporting and a slight fall in doctors 
reporting. 

 

Interestingly, surgical procedure injuries still account for around 40% - the largest 
cohort of injuries. 

 

But if we look at the change in Drs reporting - the 2015 OR % is slightly down… does 
this mean Drs are reporting less of their injuries. Just a thought. 
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[TERRY] 

 

We put all the data here for you in the handouts but lets focus on the first and last 
survey  (2011 and 2015) 

 

The trends in MCE are slightly more pronounced than those in SI. Although the APD 
denominator is down on 2011 – can’t explain this. We are keen to see the 2016 
results. 
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[TERRY] 

The SI rates per 100 occupied beds was then broken out by the hospital size (defined 
by average daily census). The highest rates of SI occur in the largest hospitals. 

 

Larger hospitals are more often Teaching hospitals, this could explain the higher rates.  

 

Regarding the higher rate in smaller hospitals over medium sized hospitals, we 
hypothesize that there is more camaraderie, more willingness by all to adhere to policy 
and to report their injuries. 

 

Interestingly 2015 is first year that the “High-Low High” is less pronounced in the 
smaller hospitals. 
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[TERRY] 

Finally, we need compare EXPO STOP results with EPINet and Massachusetts surveys.  

 

2011 is the first year where all 3 databases are present. Comparing the 2011 EXPO 
STOP data to the EPINet data it appears that EXPO STOP had a higher estimated rate. 
Since both are “sample” surveys of US hospitals it is hard to determine which estimate 
is “correct”.  

 

Given EXPO-STOP 2015 is the largest survey conducted in US to date, we believe it is 
likely to be more representative of hospitals nationally. It APPEARS, 2015 injury rate is 
significantly higher than that of 15 years ago! 
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[TERRY]  

 

(Lines revealed sequentially) 

 

Audience was asked WHAT changes have occurred in the way patients are admitted. 
Linda was asked what happens at Scripps 

(Audience and Linda all agreed “non-overnight bed” Workloads are up 

 

Occupied beds is easy, but it is an inaccurate denominator for exposure incidence. 
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[TERRY] 

 

Let me show you why Occupied Beds are NOT the denominator to use any more. 

 

Using Occupied Beds, the 2015 EXPO-STOP results are higher than 15 years ago, and 
the rise has mainly occurred in the last 6 years – commensurate with the major 
changes in patients handling. 
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[TERRY] 

 

Let’s look  at denominators and absolutely nail the lid on the Occupied Bed coffin, Lets 
look at the two largest EXPO-STOP studies. 

 

Using three true workload denominators… each show a downward trend – and two are 
significant 

 

More importantly… 

As we saw, the Occupied Bed comparison shows a SIGNIFICANT INCREASE… BUT…. 

We obtained FTE data from EPINet for 2001 (previously unpublished)… and it 
conclusively shows a significant decrease! 
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[TERRY] 
 

To summarize— 

Bloodborne pathogen exposures to healthcare workers from sticks and 

splashes are decreasing - slightly 

 

But 320,000 sharps injuries to HCW in all US healthcare settings – almost a 

1,000 every day! Is absolutely unacceptable! 

Sure, therapy and PEP are increasing in effectiveness for HIV and HCV, and 

HBV vaccination is very protective, but new pathogens will always emerge – 

look at Ebola and Zika. 

 

We need keep SI on our radar – and have accurate benchmark data to 

monitor our prevention progress– that’s the purpose of EXPO-STOP. 

 

But, some hospitals have succeeded and have exposure rates that are 

remarkably LOW.   

 

Linda interviewed Occupational Health personnel from some of these 

“Exposure Safe” hospitals– and we want to share some of their “Best Practices” 

with you, with the hopes that we can take these back and apply them to our 

own practices….which brings us to our final objective. 
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[LINDA] 
 

 

-- We want to share some innovative “Best Practices” from some of 

our AOHP colleagues affiliated with low-exposure-rate hospitals. 

 
 

19 



[LINDA] 

If exposures are “Just inevitable” or  “just go with the territory” we would see rates 
pretty much the same everywhere there is a hospital.  However, this study refutes that 
by allowing us to identify hospitals with very low exposure numbers. 

Here are this year’s Top 5 Teaching and Non-Teaching Exposure-SAFE HOSPITALS.  I 
want to give a shout-out to these “super star” facilities: 

In the category of Teaching Hospitals: 

• Excela Health (Pennsylvania) 

• Children’s Hospital of the King’s Daughters (Virginia) 

• Ellsworth Co. Med Center (Kansas) 

• Santa Barbara Cottage (California) 

• Texas Children’s Hospital (Texas) 

In the category of Non-Teaching Hospitals: 

• Cuba Memorial (NY) 

• Madonna Rehab  (PA) 

• Washington Health-Greene (PA) 

• CHI Franciscan Health (WA) 

• Sharp Health (California) 

--All affiliated with any of these organizations please stand up and let us applaud you! 
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[LINDA] 

Many useful tips have been identified over the years by interviewing Employee Health personnel at 
these and other “Exposure Safe” hospitals.  We go into more detail in the AOHP Journal– this 
morning I want to share a few favorites 

EDUCATION:  Don’t assume clinicians new to your facility – including physicians and Interns and 
Residents--are familiar with your particular safety-engineered devices. “Exposure Safe” hospitals 
require all new clinicians demonstrate competency on all new devices. 

 

COMMUNICATION: “Exposure Safe” facilities align their initiatives and reporting with their 
organization’s terminology and methodology “style” --  this could be “Lean”, “Standard Work”, A-3.  
This allows your exposure prevention approach and success to stand next to all others --Much 
more likely to be recognized and appreciated in the annual list of “success stories” – than a ‘one-
off’ stand alone campaign. 

 

INVESTIGATION:  “Exposure Safe” facilities “Drill Down’’– conducting a through root-cause analysis 
on every incident – and these investigations involve senior leadership 

 

ENGAGEMENT:  “Exposure Safe” facilities hold both the front-line care giver and the management 
responsible for assuring safety.  One of my favorite research studies is was by Carol Gershon 
demonstrating how “Safety Climate” flows across all  areas–  

“Employees who perceived strong senior leadership support for safety and who received high 
levels of safety-related feedback and training were half as likely to experience blood 
or body fluid exposure incidents.” 
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[LINDA]  

-- Mary Bliss’ organization not only has a “Safety Committee”– but a “Bloodborne Pathogen 
Committee”– this is an organization SERIOUS about exposure reduction!  They review all Sharps 
Logs and make recommendations for improvement. 

--This one will make you JEALOUS – Bobbie Jo Hurst’s organization has a Sim Lab with a full time 
educator and a Manager of Safety, Quality and Education  who is passionate about work worker 
safety, especially exposure prevention.  They provide 8 hours of education during new hire training 
and really emphasize BBP risk prevention. 

--Sandy Stutzman in Nebraska told me how they listen to their frontline staff who participate a 
“Safety Champs”– a team that is now well-respected and appreciated  by co-workers and 
leadership 

-- The common theme at all of the top exposure-safe facilities was Culture of Safety– not just as a 
slogan, but put-into-practice value.  One occupational health nurse shared with me how they have 
been able to “parlay” one safety success into another – getting that positive Culture of Safety-cycle 
momentum going.  In their case, they made great strides in safe-patient handling– so that when it 
was time to propose a bloodborne pathogen-reduction initiative it was met with receptivity– 
because everyone wants to be associated with a “winner”.  As a result, they were able to get 
endorsement for switching out their slide-style insulin needles (that were causing sticks).  The also 
were having needlesticks with Lovenox and other pre-fills– so now pharmacy automatically 
dispenses a PointLok with any pre-filled syringe without adequate safety engineered technology.  

 

For these and other “Best Practices” please see  the AOHP Journal article on this years EXPO-STOP 
. 
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TERRY 

(Text initially hidden) 

I want to challenge you with the strategy of “Competency Training” 

 

How many of you train your staff to competency – i.e. repeat the procedure until they 
can do it safely? (few in audience raised their hands) 

How many of you, when a staff member is injured, bring them back in for re-training? 
(few in audience raised their hands) 

 

I was speaking with Patti Zammet on Wednesday and she said whenever any staff 
member sustains a back injury, when recovered, they bring them back in for retraining 
in lift procedures. So why don’t we all do that with every sharps injury? 

 

(Text shown) Here’s an example of “competency training in IPC. So.. If competency is 
required for patient safety, why not for staff safety?? 
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[LINDA] 

If exposures are “Just inevitable” or  “just go with the territory” we would see rates 
pretty much the same everywhere there is a hospital.  However, this study refutes that 
by allowing us to identify hospitals with very low exposure numbers. 

Here are this year’s Top 5 Teaching and Non-Teaching Exposure-SAFE HOSPITALS.  I 
want to give a shout-out to these “super star” facilities: 

In the category of Teaching Hospitals: 

• Excela Health (Pennsylvania) 

• Children’s Hospital of the King’s Daughters (Virginia) 

• Ellsworth Co. Med Center (Kansas) 

• Santa Barbara Cottage (California) 

• Texas Children’s Hospital (Texas) 

In the category of Non-Teaching Hospitals: 

• Cuba Memorial (NY) 

• Madonna Rehab  (PA) 

• Washington Health-Greene (PA) 

• CHI Franciscan Health (WA) 

• Sharp Health (California) 

--All affiliated with any of these organizations please stand up and let us applaud you! 
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[LINDA]  

Some “Best Practice” tips from these organizations who have successfully reduced 
sharps injuries in there OR Include: 

--Surgeon buy-in: AOHP member Bobbie Jo Hurst shared, “Our surgeons assist us in 
reducing the risk of sharps injuries– and actually on their own many times review the 
situation that caused the stick and work with the staff to initiate changes.”  Imagine 
the changes we would all see if this collaborative team effort happen at all of our 
facilities! 

AOHP member Eileen Kantorik shared another example of surgeon collaboration: 
“One injury reviewed determined the physician was using a safety device but 
removing the safety cover because it hindered his line of site into the surgical 
site.  This showed that the physician was not familiar with other devices that would 
be available for him to prevent having to remove the safety shield.  This created a 
program where every surgeon would be met with to show the devices available to 
him/her and hands on training on proper use of them.  Their selection was 
documented in our system so their trays would be built with those devices. ” 

--AOHP member Cynthia Robinson attributes their success to what she describes as 
a, “…very robust sharps education program” extended to not only employees but all 
physicians and vendors. 

--Another Best Practice is to use tools that are out there….. 
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LINDA 

 

An example of excellent tools available  is the impressive “AORN” 
(Association of Perioperative Registered Nurses”)  Sharps Safety Tool Kit.  
This website has EVERYTHING you need on this topic: 

--Posters 

--Power Point presentations 

--Webinars 

--Checklists 

--References 

 

Continuing with “Best Practices” in the OR…. 
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LINDA 

All of the facilities with low OR exposure rates emphasized their use of engineering 
controls, including: 

       -- The use of safety-engineered instruments when ever possible, such 
as safety scalpels 

  --Very consistent use of the Neutral Zone 

        --Double gloving 

        --Clear communication during the case– especially during the passing 
of a sharp   instrument--so that team members know what to expect. 

Eileen Kantorik from Excela Health shared an experience at her facility: 

“Over several years we have worked to transition from conventional scalpels to safety 
scalpels and the majority of our scalpels used are now safety.  This was not an easy 
transition and is still ongoing.  As technology changes, we bring that technology to our 
surgeons to try.” 

         -- One facility noted a reduction in sticks with the implementation of robotics, 
such as the da Vinci device– where incisions and other aspects of the surgery are done 
by non-human hands. 

        -- Another win-win strategy used by 1 facility was to provide a clinical rotation for 
a nursing student– who chose as her Senior Project …. 
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LINDA 

(Stars Wars Music) 

 

…SHARP WARS  EPISODE II:  THE SURGICAL SUITE….music was used by one hospital at 
the start of their OR Sharps Training sessions 
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LINDA 

In this clever training many sharp-exposure prevention strategies were shared with the 
surgical team.  It was well received and a good example of using alternative resource 
that don’t cost anything but have a positive outcome. 
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TERRY 

 

We are very proud of AOHP and EXPO-STOP – the survey has made a difference! 
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Terry 

 

Each step read out.  

 

PLEASE, PLEASE  PARTICIPATE IN  THE NEXT SURVEY 
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