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Please Read Carefully
The information contained in this manual is intended for educational
purposes only. VFIS specifically disclaims any liability for any act or
omission by any person in connection with the use or implementation of any
information contained in this manual.

VFIS does not make any representation or warranty, expressed or implied,
with respect to the results obtained by the use, adherence, or implementation
of any material contained in this manual. The implementation of this manual
is not a guarantee that you will achieve a certain desired result. Your
continued effort in all areas of loss control, safety education, and the
implementation of operating procedures is the most effective way to assure
that you are providing a safe environment for your employees, volunteers and
the public.

© VFIS November 2001
All rights reserved. No part of this work covered by the copyright hereon may be

reproduced or used in any form by any means––graphic, electronic, or mechanical,
including photocopying, recording, taping, or information storage and retrieval

systems––without the written permission of VFIS.
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Introduction
Identify the pertinent information

Restrooms
Food/Drink/Smoking
Fire Escape
Housekeeping

Introductions

Everyday, we are called to scenes involving potential
exposure to blood and body fluids. Emergency service
personnel can protect themselves by utilizing
appropriate barriers.

As you progress through this program consider the
various equipment you carry to protect yourself and
others.

Review sections briefly.

Have participants complete
the prequiz. The prequiz can
be reviewed as a group or the
instructor can review at a
break.
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Infectious Disease
Pre-Quiz

Name: __________________________________________ Date: ________________________

1. What piece of equipment is frequently used but rarely disinfected?
Stethoscope

2. It is not necessary to wash your hands if you wear gloves.
True False

3. List five symptoms an AIDS patient may exhibit.
1. None
2. Weight loss
3. Fever
4. Night sweats
5. Skin rashes or lesions

Or any of the following: diarrhea, fatigue, lack of resistance to infection, swollen
lymph nodes

4. A vaccine is available for:
A. Hepatitis A
B. Hepatitis B
C. Hepatitis C
D. A and B
E. B and C
F. All of above
G. None of Above

5. List three types of engineering controls.
1. Sharps and sharps containers
2. Self-sheathing needles
3. Needleless systems

Or any other
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6. List two settings that have a high prevalence of TB in the United States.
1. Prisons
2. Hospitals

Or any of the following: homeless shelters, nursing home

7. You can be notified of negative results of exposure testing by telephone, but positive results
must be reported in person.

True False

8. Which standard requires your department to have an Infectious Disease Designated Officer?
A. OSHA 1910.1030
B. NFPA 1581
C. EMS 402
D. Ryan White Act
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Learning
Objectives

Upon completion of this session you will:

• Differentiate and define the terms infectious
disease and bloodborne pathogen.

• Identify circumstances in which universal
precautions should be used.

• Describe when and how decontamination
procedures should take place.

• Identify methods of transmission, signs, symptoms,
and, if they exist, pre- and post-exposure
prophylaxis, and counseling for:

• Hepatitis A, B, and C
• HIV Infection/AIDS
• Tuberculosis (TB)
• Meningococcal disease
• Viral Hemorrhagic Fevers
• Gonorrhea, Syphilis, Chlamydia
• Measles, Mumps, Rubella
• Influenza

• List behaviors that increase the risk of exposure to
bloodborne pathogens.

• Recognize the names of the commonly prescribed
AIDS medication.

• Name risk factors for exposure to tuberculosis.

• Demonstrate exposure preparedness by identifying
personal and employment issues to determine if
a Bloodborne Pathogen exposure occurs.

• Define significant exposure

• Identify the options regarding treatment and
counseling for an exposure.

Review objectives briefly.
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• Identify whom, when, and how, you should report an
exposure.

• Identify rights to confidentiality: your rights, the
patient's rights, and the employer's rights.
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Review logistics, delivery
schedule, and time summary.
Assure understanding and
allow discussion.

Course Logistics/Schedule
Course Materials
LCD Projector (overhead projector as an option)
Computer
Screen
Participant Manuals
Course Logistics
The overhead slides have been designed utilizing
Powerpoint®. As a result, the course is designed to
be delivered with the use of a laptop computer and
LCD projector. In the event that such equipment is
not or will not be available, alternative
arrangements should be made in advance to obtain
transparency copies of the overhead slides.

Delivery Schedule
The program is designed for a delivery of two to
four hours. The optimum delivery time is estimated
as follows:

Time Summary
Pre-Quiz 15 minutes

Program Goals and Objectives 5 minutes

Chapter I 20 minutes
Activity 1 10 minutes
Activity 2 10 minutes

Chapter II 65 minutes
Application Scenarios 15 minutes

Chapter III 30 minutes
Activity 3 10 minutes
Activity 4 10 minutes

Chapter IV 20 minutes

Review 15 minutes

Post Quiz and Wrap up 15 minutes

Estimated Time Allocation 4 hrs
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Chapter I
Infectious
Disease

The enemy and
your defenses

Overview of Infectious
Diseases/Bloodborne Pathogens

Activity 1
Instructions:

Identify the disease on the following worksheet utilizing
the list provided in Table 1.
Work in groups of three or four.

Take 10 minutes.

Participant Manual - Page 1

Have participants complete
Activity 1.

Review the answers.
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Disease/Infection

Chickenpox

Measles

Herpes Simplex

Mumps

Meningitis

HIV/AIDS

Hepatitis A

Hepatitis B

Hepatitis C

Hepatitis D

Hepatitis non A
non B

Herpes Zoster
Influenza

Lice

German Measles

Mononucheosis

Whooping Cough

Mode of Transmission

Respiratory secretions and contact with moist
vesicles.
Respiratory droplets and contact with respiratory
secretions.
Contact of mucous membranes with moist lesions.
Fingers are at a particular risk for becoming
infected.
Respiratory droplets and contact with saliva.

Contact with respiratory secretions Fecal/Oral.

Needlestick, blood splash into mucous membranes
(e.g. eyes, mouth), or blood contact with open
wound.

Fecal/Oral

Needlestick, blood splash into mucous membranes
(e.g., eye or mouth), or blood contact with open
wound. Other body fluids can also transmit this
disease. Possible exposure during mouth-to-mouth
resuscitation.
Needlestick, blood splash into mucous membranes
(e.g., eye or mouth), or blood contact with open
wound. Other body fluids can also transmit this
disease. Possible exposure during mouth-to-mouth
resuscitation.
Needlestick, blood splash into mucous membranes
(e.g., eye or mouth), or blood contact with open
wound. Other body fluids can also transmit this
disease. Possible exposure during mouth-to-mouth
resuscitation. Dependent on HBV (past or present)
to cause infection.
Several viruses with different modes of
transmission. (These are called “non-A, non-B”
because there are no specific tests to identify them).
Contact with moist lesions.
Airborne

Close head to head contact. Both body and pubic
require intimate contact (usually sexually) or
sharing intimate clothing.
Respiratory droplets and contact with nasal or
throat secretions. Highly communicable.
Contact with respiratory secretions or saliva, such
as mouth-to-mouth resuscitation.
Airborne, direct contact with oral secretions.

Vaccine
Available

YES

YES

NO

YES

•NO

NO

YES

YES

NO

NO

NO

NO
YES

NO

YES

NO

YES

Signs and Symptoms

Fever, rash cutaneous
vesicles (blisters).
Fever, rash

Skin lesions located
around the mouth.

Fever, swelling of
salivary glands
(parotid).
Fever, severe
headache, stiff neck,
sore throat
Fever, night sweats,
weight loss, cough,
swollen glands,
unusual sores on skin
or mouth.
Fever, fatigue, loss of
appetite, jaundice.
Fever, fatigue, loss of
appetite, nausea,
headache, jaundice.

Fever, fatigue, loss of
appetite, nausea,
headache, jaundice.

A complication of
HBV infection and can
increase the severity of
HBV infection.

Fever, fatigue, loss of
appetite, nausea,
headache, jaundice.
Skin lesions.
Fever, fatigue, loss of
appetite, nausea,
headache.
Severe itching and
scratching, often with
secondary infection.
Fever, rash, bronchitis

Fever, sore throat,
fatigue
Violent cough at night,
whooping sound after

*Discuss meningitis vaccine
and the current status of use
and effectiveness.
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Activity 2
Instructions: Identify the missing disease/infection
on this worksheet utilizing the list provided in Table
2.
Work in groups of three or four. Take 5 minutes.

Table 1: List of diseases/infections:

AIDS/HIV Chickenpox
Whooping Cough (pertussis) Meningitis
Influenza Herpes Zoster (Shingles)
Mononucleosis Lice
Hepatitis A (infectious) Measles
Hepatitis C Hepatitis B (serum)
German Measles Hepatitis D
Non-A, Non-B Hepatitis
Mumps (infectious parotitis)
Herpes Simplex (cold sores)

Table 2: List of diseases/infections:

Chickenpox Tuberculosis
Mumps Hepatitis
Gonorrhea AIDS
German Measles Measles
Meningitis Syphilis

Have participants complete
Activity 2.

Review the answers.
Review Post Exposure
Immunization and Risks.
– Mumps - Male Sterility
– German Measles - pregnant

females and potential for
birth defects.

Activities are designed to
demonstrate disease
similarities and are not meant
to frustrate the student.
Review this issue and allow
for discussion.

Disease/
Infection

Chickenpox

Meningitis

Hepatitis B

AIDS

German
Measles

Gonorrhea

Tuberculosis

Measles

Syphilis

Mumps

Incubation
Period

2–3 weeks

2–10 days

15–180 days

Months to years

14–21 days

3–4 days

4–8 weeks

10 days

10 days to
10 weeks
12 to 26 days

Communicable
Period

1 day before rash
to 6 days after
variable

variable

not known

7 days before rash
to 4 days after

until treated

until treated

4 days before rash
to 5 days after
variable

9 days after
swelling

Personnel
Precautions

Shower, change
clothes, PEI
mask, antibiotic
prophylaxis for some
types
PEI for hepatitis B,
extreme care with
needles and IVs, mask,
gown, gloves
extreme care with
needles and IVs, mask,
gown, gloves, wash
hands
mask if not immune,
PEI advised for all
female responders
routine

mask, bi-annual skin
mantoux test
mask if not immune,
PEI advised
if scratched or bitten,
consult physician
mask if not immune,
PEI for all male
responders

Precautions
Vehicle

air, scrub, boil
linen
air, scrub,
launder linen

air, scrub,
launder linen

air, scrub,
launder linen

air, scrub,
launder linen

air, scrub,
launder linen
air, scrub,
launder linen
air, scrub,
launder linen
air, scrub,
launder linen
air, scrub,
launder linen
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Participant Manual - Page 4

Review Universal precautions
and BSI

Review use of BSI and
demonstrate equipment.

Universal Precautions and Body
Substance Isolation
In emergency settings, if you cannot determine whether a
body fluid contains blood – or even what type of fluid it is –
treat the fluid as potentially infectious.
Universal Precautions: Applies the same or universal
approach to all persons. This strategy was implemented in
1985.

Body Substance Isolation: The part of Universal
Precautions that uses barriers (masks, gowns, gloves, eye
protection) to prevent exposure to infectious materials.

Gloves: Considered standard equipment. No one type is
appropriate for all situations. Change gloves if soiled,
between patient contacts, and avoid contaminating other
objects with soiled gloves. Double gloving can protect
equipment/drug boxes from blood contamination by
shedding of soiled outer gloves before reaching inside the
boxes. Structural firefighting gloves are good in instances of
the presence of sharp or rough edges; however, wearing
disposable, single-use gloves inside heavy-duty gloves is
essential for protection against body fluids.

Masks, eyewear and gowns: Should be available on all
calls, but are not usually needed if the patient is not bleeding
and no body fluids are present unless you are performing
invasive airway techniques. Masks and eyewear should be
worn together. Not all equipment is suitable as barriers, e.g.,
face shields on helmets are not adequate barrier protection.

Resuscitation equipment: Should be available to all
personnel. Mouth-to-mouth resuscitation must be avoided.
Assure that all pocket masks have a one-way valve.
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When removing broken glassware or other sharps that
may be contaminated, you must use a mechanical device
such as tongs, brush and dustpan, or forceps. Never use
bare or gloved hands.

Other infection control techniques
• Proper personal hygiene
• Hand-hygiene
• Immunization programs
• Decontamination procedures
• Proper waste handling and waste disposal practices

Summary
• If it's wet, it's infectious–use gloves.
• If it could splash onto your face, use eye shields and

mask or full face shield.
• If it's airborne, mask the patient or yourself.
• If it could splash on your clothes, use a gown, apron, or

other protective body clothing.
• If it could splash on your head or feet, use appropriate

barrier protection.

Decontamination
Hand-hygiene is the most fundamental measure for controlling
infection.
The following material is excerpted from MMWR,
Recommendations and Reports, October 25, 2002/Vol. 51/No.
RR-16 Guideline for Hand Hygiene in Health-Care Settings—
Recommendations of the Healthcare Infection Control Practices
Advisory Committee and the HIPAC/SHEA/APIC/IDSA Hand
Hygiene Task force

The guideline for hand-
hygiene is new and should be
reviewed comprehensively.

Universal precautions and body substance isolation should
be used on all calls when you may be exposed to body fluids.



VFIS © November 2002, revised22

Infectious Diseases

Review hand hygiene
recommendations to include
the use of soap and water and
for the use of alcohol based
hand rub.

Indications for handwashing and hand antisepsis [these
recommendations are written for healthcare workers in hospital
settings, but based on principles that apply to all healthcare
workers]
a. When hands are visibly dirty or contaminated with
proteinaceous material or visibly soiled with blood or other body
fluids, wash hands with either a non-antimicrobial soap and water
or an antimicrobial soap and water.

b. If hands are not visibly soiled, use an alcohol-based hand rub for
routinely decontaminating hands ...

Alternatively, wash hands with an antimicrobial soap and water
... " [in each of the situations below]

• Before direct contact with patient
• Before donning sterile gloves when inserting central IV

catheter
• Before inserting indwelling urinary catheters, peripheral

vascular catheters, or invasive devices that do require a
surgical procedure

• After contact with a patient’s intact skin (e.g., when taking a
pulse or blood pressure, and lifting a patient)

• After contact with body fluids or excretions, mucous
membranes, nonintact skin, and wound dressings if hands are
not visibly soiled

• If moving from a contaminated body site to a clean body site
during patient care

• After removing gloves (PPE)
• After each patient contact
• After contact with inanimate objects in the immediate

vicinity of the patient (cleaning and decontaminating
equipment)

• After using the toilet or restroom
• Before eating
• Before and after handling food

"Wash hands with non-antimicrobial soap and water or with
antimicrobial soap and water if exposure to Bacillus anthracis is
suspected or proven. The physical action of washing and rinsing
hands under such circumstances because alcohols, chlorhexidine,
iodophors, and other antiseptic agents have poor activity against
spores."
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Hand-hygiene Technique
"When decontaminating hands with an alcohol-based hand rub,
apply product to the palm of one hand and rub hands together,
covering all surfaces of the hands and fingers, until hands are dry.
Follow manufacturer’s recommendations regarding the volume of
product to use."
"When washing hands with soap and water, wet hands first with
water, apply an amount of the product recommended by the
manufacturer to hands, and rub hands together vigorously for at
least 15 seconds, covering all surfaces of the hands and fingers.
Rinse hands with water and dry thoroughly with a disposable
towel. Use towel to turn off the faucet. Avoid using hot water,
because repeated exposure to hot water may increase the risk of
dermatitis."

If your hands are obviously dirty or contaminated,
wash thoroughly with soap and water.

For routine decontamination, use an alcohol-based
hand rub.

Disposable Equipment
When possible, the use of disposable equipment should be
considered. The following equipment is now available in
disposable form:

• Head restraints
• Infection control kits (PPE+)
• Straps
• Cervical collars
• Eye wear
• Single patient stethoscope
• Blood pressure cuffs

There are also disposable:
• Backboard covers
• Suction devices
• IV supplies
• CPR masks
• Airway equipment from laryngoscopes to BVMs
• Training devices
• Splints
• Linens

The availability of disposable equipment does not preclude you
from disinfecting other equipment that is reusable.

Participant Manual - page 6

Ask for class participation to
identify disposable equipment
carried by each profession.
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Emphasize practical
applications.

Disinfection Techniques
High-level Disinfection: Destroys all forms of microbial life
except high numbers of bacterial spores. (Use for reusable
instruments that come into contact with mucous membranes, e.g.,
laryngoscope blades, etc.)

Methods
• hot water pasteurization (80–100 Co for 30 minutes)
• exposure to an EPA registered chemical sterilant, except for a

short contact time (as directed by manufacturer)

Intermediate-level Disinfection: Destroys mycobacterium
tuberculosis, most viruses, vegetative bacteria, and most fungi, but
not bacterial spores. (Use for surfaces that come into contact with
intact skin [stethoscopes, blood pressure cuffs, splints, etc.] and that
have been visibly contaminated with blood or body fluids. Surfaces
must be cleaned of visible material before disinfection.).

Methods
• use of EPA-registered "hospital disinfectant" chemical

germicides that claim to be tuberculocidal (effective for
killing mycobacterium tuberculosis) on the label.

• hard-surface germicides as indicated above or solutions
containing at least 500 ppm free available chlorine
(1:100 dilution of common household bleach – approximately
1/4 cup bleach per gallon of water).

Low-level Disinfection: Destroys some viruses, most bacteria,
some fungi, but not mycobacterium tuberculosis or bacterial spores.
(Use for routine housekeeping or removal of soiling when there is
no visible blood)

Methods
• use of EPA-registered “hospital disinfectants” (that make no

claim on label for tuberculocidal [killing
Mycobacterium tuberculosis] activity).

Environmental Disinfection: Surfaces in the environment such as
floors, ambulance seats, countertops, and woodwork that are soiled
(but not contaminated by blood or other potentially infectious body
fluids) should be cleaned and disinfected with cleaners or
disinfectant agents intended for environmental use.
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The level of disinfection required for any reusable equipment or
any environment depends on its level of contamination as
indicated above.

OSHA 1910.1030 requires that the employer shall launder all
equipment required by paragraphs (d) and (e) at no cost to the
employee.

Review the concept and
precautions. Assure the group
understands the rationale for
infection control.
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Chapter II
The Diseases

The Hepatitis Alphabet
Originally, viral inflammatory diseases of the liver were known
as infectious (now known as Hepatitis A) and serum hepatitis
(now known as Hepatitis B and D). Later, a viral hepatitis that
was neither type A or B was discovered and referred to as Non-
A/Non-B (NANB). As viral identification techniques improved,
the virus for each of these diseases was clearly identified, leading
to the current family shown below. This diagram modified from
the U.S. Centers for Disease Control suggests that other hepatitis-
causing viruses may yet be discovered.

Viral Hepatitis–Historical Perspective

A – Infectious E – Enterically transmitted

Viral hepatitis NANB

B and D – Serum C – Parenterally
transmitted

F, G, and others

Information on the currently known viral hepatitis types is shown
in the following overview modified from the U.S. Centers for
Disease Control.

This chapter is designed to
review the various bloodborne
pathogens and infectious
disease.

Participant Manual - page 9

Review the Hepatitis
alphabet.
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Discuss signs and symptoms.

Note that Types A and E are transmitted through the GI tract
and that types B, C, and D are bloodborne and transmitted in
other body fluids. These three also result in chronic
infections that can predispose patients to cirrhosis or cancer
of the liver.

Vaccines and prophylaxis for Hepatitis

• Vaccines currently exist for Hepatitis A and B, but not
f o r

Hepatitis C.
• Hepatitis D is rare and occurs only in patients who

develop acute or chronic Hepatitis B, so the vaccine for
Hepatitis B effectively prevents Hepatitis D.

• Although vaccination is the best protection, development
of both Hepatitis A and B (and thus, D) can be
reduced by post-exposure prophylaxis (PEP) with
Immunoglobulin.

• Vaccination for Hepatitis B has reduced the rate of
development of the disease in healthcare workers
(HCW).

Signs and Symptoms of Hepatitis
Hepatitis A and E are carried enterically (in the gut) and are
spread by fecal contact. Hepatitis B, C, and D are bloodborne,
with D occurring only in patients who have acute or chronic B
infections. All these liver infections produce the same clinical
syndromes.

• jaundice
• fatigue
• abdominal pain
• loss of appetite
• intermittent nausea
• vomiting

Viral Hepatitis - Overview
Type of
Hepatitis
Virus Source

Transmission
route
Chronic
infection
Prevention

A

feces

fecal – oral

no

pre/post-
exposure
immunization

B

blood/blood- derived
body fluids
percutaneous
permucosal
yes

pre/post- exposure
immunization

C

blood/blood-derived
body fluids
percutaneous
permucosal
yes

blood donor screening;
risk behavior
modification

D

blood/blood-
derived body fluids
percutaneous
permucosal
yes

pre/post- exposure
immunization;
risk behavior
modification

E

feces

fecal–oral

no

ensure safe
drinking
water
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In addition to the acute symptoms listed above, Hepatitis B,
C, and D are associated with chronic liver disease and can
lead to cirrhosis or primary liver cancer. The following is a
tour of the viruses that can inflame your liver.

Hepatitis Summary
Hepatitis A
Cause Hepatitis A Virus (HAV)
Transmission Fecal-oral (enteric);

food/waterborne outbreaks
Vaccine Yes, highly effective.

Immunoglobulin can be
administered pre- and post-
exposure in unvaccinated
subjects.

Signs and Symptoms Jaundice, fatigue,
abdominal pain, loss of appetite,
intermittent nausea, vomiting.
In addition, diarrhea is a
prominent sign.

Prevention Universal precautions and body
substance isolation; be sure not
to touch mouth with
contaminated material.
Vaccination where contact with
virus is likely.

Hepatitis B
Cause Hepatitis B Virus (HBV)
Transmission Bloodborne; sexual contact

(mucosal); perinatal (mother to
child at birth)

Vaccine Yes

Participant Manual - page 11

Be familiar with and discuss
situations that place
Emergency Services at risk
for Hepatitis A.

Discuss transmission,
prevention, and the vaccine as
they apply to Hepatitis A.
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Be familiar and discuss the
seriousness of Hepatitis B and
the potential for transmission
to Emergency Services
personnel.

Discuss prevention.

The Hepatitis B vaccination
program is covered on the
next few PPT.

Signs and Symptoms Jaundice, fatigue,
abdominal pain, loss of
appetite, intermittent
nausea, vomiting.

Prevention Vaccination; universal
precautions and body
substance isolation;
hyperimmune globulin
post-exposure if not
vaccinated.

Hepatitis C
Cause Hepatitis C Virus (HCV)
Transmission Primarily bloodborne

(and primarily through
transfusion); also
sexual and perinatal

Vaccine No
Signs and Symptoms Jaundice, fatigue, abdominal pain,

loss of appetite, intermittent nausea,
vomiting.

Prevention Universal precautions and body
substance isolation

Hepatitis D
Cause Hepatitis D Virus (HDV)
Transmission Bloodborne, sexual contact
Vaccine No
Signs and Symptoms Jaundice, fatigue, abdominal pain,

loss of appetite, intermittent nausea,
vomiting.

Prevention Universal precautions and body
substance isolation

Special note Hepatitis D occurs only as a
coinfection with acute Hepatitis B or
a superinfection in chronic Hepatitis
B infection because HDV requires
HBV for replication

Hepatitis E
Cause Hepatitis E Virus (HEV)
Transmission Fecal-oral (enteric)
Vaccine No
Signs and Symptoms Jaundice, fatigue, abdominal

pain, loss of appetite,
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intermittent nausea, vomiting.
In addition, diarrhea is a
prominent sign.

Prevention No vaccine available;
otherwise, universal precautions
and body substance isolation;
be sure not to touch mouth with
contaminated material.

Special note This virus is the chief cause of
enteric NANB hepatitis

Hepatitis B Vaccination Program
required by OSHA 1910.1030

Employers must make available, free of charge
and at a reasonable time and place, the hepatitis B
vaccine and vaccination series to all employees
who are at risk of occupational exposure.

The employee must be offered the vaccination
along with training within 10 working days of
initial assignment unless 1) the employee has
previously received the complete hepatitis B
vaccination series, 2) antibody testing reveals
that the employee is immune or, 3) medical
reasons prevent the employee from being
vaccinated.

The employee has a right to refuse the
vaccination. Documentation of the declination
should be completed.

The vaccination series is usually given in a three
part series. The second vaccine is given 30 days
after the initial vaccine and the third vaccine is
given 180 days after the initial vaccine.
Following vaccinations, a blood titer to check

Participant Manual - page 12

Review in detail the Hepatitis
B vaccination program.
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Review Hepatitis C. You will
need to spend extra time due
to recent and past issues.

Note Well: Refer participants
to Participant Manual page
11 and review the Hepatitis
summary.

Participant Manual - page 13

antibody levels is recommended upon consultation
with your physician.

Research indicates that for many workers antibody
titers decrease in the years after vaccination. There is
no evidence yet that these decreasing titers result in
lowered immunity. Therefore, CDC does not
currently recommend boosters.

Unfortunately, no vaccine exists for Hepatitis C, a disease
described by the CDC as a silent epidemic. Fortunately,
occupational transmission of HCV is inefficient as shown in
the following information from the CDC.

Occupational Transmission of HCV

• Inefficiently transmitted by occupational exposures
• Average incidence 1.8% following needle-stick from

HCV-positive source
• Associated with hollow-bore needles

• Case reports of transmission from blood splash to eye
• No reports of transmission from skin exposures to

blood
• Prevalence 1-2% among health care workers

• Lower than adults in the general population
• 10 times lower than for HBV infection

• Presence of recognized risk factor does not necessarily
equate with increased risk

• HCV testing is increasing dramatically in Emergency
Services.

• Individual states are addressing the issue of HCV.
Legislation has been passed in some states regarding
testing, workers’ compensation issues, etc.

HIV/AIDS
Changing face of the epidemic

• Use of AZT in pregnant women who are HIV positive
or have AIDS has dramatically decreased maternal-
child (perinatal) HIV transmission.

• Use of combination therapies including antivirals and
protease inhibitors has increased the time from
infection (HIV positive status) and the development of
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AIDS (the syndrome with symptoms of
opportunisticv infections).

• The proportion of women, Hispanics, African-
American, and persons exposed to HIV through
heterosexual contact living with AIDS continues to
increase.

Which Health Care Providers are at risk?
The level of risk to health care workers depends upon:

• The prevalence of HIV among the patient population
• The nature and frequency of exposure
• The risk of transmission per exposure

The virus must live in blood, certain body fluids (blood
and blood products, semen, vaginal secretions, as well as
cerebrospinal, synovial, pleural, peritoneal, pericardial, and
amniotic fluids), or cells; it has to enter the body quickly
and enter the bloodstream. This can happen in several
ways:

• The most effective way is through a contaminated
needle-stick injury. Risk of transmission by this route
is estimated as approximately 0.3% (1 in 300).

• Intact or unbroken skin should protect against
infection. Open wounds, a cut, or any skin that is not
intact (chapped, abraded, weeping, or having rashes)
can permit the virus to enter the body. Risk of
transmission by this route is estimated, on average, at
less than 0.1% (1 in 1,000).

• The mucous membranes of the eye, nose or mouth
can serve as a route for the infected fluids to transmit
the virus. Risk of transmission by this route is
estimated, on average, at 0.1% (1 in 1,000).

Behaviors or practices that put you at risk
• Sharing drug needles and syringes with an infected

person.
• You can become infected by having sex (oral, anal, or

vaginal) with someone who is infected with HIV.
• Children born to infected women may be infected

before or during birth.
• There is no current risk of becoming infected by

donating blood, however if you received blood before
1985 you are at risk. Due to improved screening, the
risk from transfusions is much less after this date.

Discuss transmission rates of
HIV.

Discuss how Emergency
Service providers can increase
risk by not taking proper
precautions.
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Discuss how HIV is not
transmitted.

Review signs and symptoms.

The needle-stick route has the highest risk for infection. The
risk of becoming HIV positive following a needle-stick
contaminated by HIV positive blood is approximately 0.3%
(1 in 300) for each occurrence.

As of June 2000, CDC had received voluntary reports of 56
U.S. healthcare providers (HCP) with documented HIV
seroconversion temporally associated with an occupational
HIV exposure. An additional 138 episodes in HCP are
considered possible occupational HIV transmissions. These
workers had a history of occupational exposure to blood,
other infectious body fluids, or laboratory solutions
containing HIV, and no other risk for HIV infection was
identified, but HIV seroconversion after a specific exposure
was not documented. Considering the opportunities for
exposure, these low numbers emphasize that HIV is a
relatively difficult virus to transmit in amounts necessary to
produce infection by a single exposure of this type.

How is HIV not transmitted?
• Cannot be "caught" as the common cold can. Not

spread through the air like cold viruses.
• No medical evidence of HIV transmission by casual,

everyday contact such as sharing kitchens, bathrooms,
laundries, eating utensils, beds, or living space with
infected people.

• In nonsexual social situations, such as at work or
through sharing air, food, and water.

• Insects such as mosquitoes show no evidence of being
transmission vectors.

• HIV infection through contact with feces, nasal
secretions, saliva, sputum, sweat, tears, urine, and
vomitus is extremely low or nonexistent.

The HIV/AIDS Patient

AIDS is caused by a virus called human immunodeficiency
virus or HIV. The virus is transmitted only in blood and
blood products, semen, vaginal secretions, as well as
cerebrospinal, synovial, pleural, peritoneal, pericardial, and
amniotic fluids. The virus is not hardy and cannot live long
outside the host.

The symptoms and their seriousness vary with each
individual:
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• no disease symptoms may be apparent for many years
• loss of appetite
• weight loss
• fever
• night sweats
• skin rashes or lesions
• diarrhea
• fatigue
• lack of resistance to infection
• swollen lymph nodes
• as the syndrome takes hold, opportunistic infections

of the skin, eyes, lungs, nervous system

Disease Progression
AIDS is the result of the progressive destruction of a
person's immune system. The destruction allows diseases
that the body can normally fight to threaten the person's
health and life.

Particularly dangerous types of pneumonia (pneumocystis
carinii pneumonia) and certain other infections often
invade a body weakened by HIV. Patients may suffer rare
cancers like Kaposi's sarcoma.

HIV can also attack the nervous system and cause damage
to the brain. This may take years to develop. The
symptoms may include:

• memory loss
• indifference
• loss of coordination

Review disease progression
and treatment.
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Discuss Ryan White Act
briefly.

Allow time for discussion on
this issue.

• partial paralysis
• mental disorders

Treating the patient with HIV/AIDS:
• Treating an HIV/AIDS infected person in an

emergency setting is the same as with any other
patient

• Treat the underlying symptoms the patient is
presenting

• There are no unique protocols for these patients
• Compassion is essential as is in any

patient–provider relationship

AIDS Ethical Issues

The HIV epidemic has posed two powerful, and
conflicting, legal and ethical obligations. The first
obligation is to respect the privacy of persons with HIV
infection and the second is the duty to inform persons
who may be exposed to HIV.
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Needle stick injuries
Needle stick injuries continue to be the most common route
of significant exposure for EMS workers.  These injuries,
especially large-bore needles, also produce higher rates of
infection than other exposures.

As

suggested above, OSHA's bloodborne pathogen standard
requires employers to train workers in procedures that reduce
the risk of needle sticks, including recapping and disposal
procedures.  Employers are also required to provide
engineering controls that reduce the risk of exposure,
including appropriate sharps containers and safer medical
devices designed to minimize exposure (self-sheathing
needles and needleless systems).

None of these efforts will succeed if you do not learn to use
and use these procedures and devices.  Do not be in such a
hurry that you place yourself at risk by failure to follow
good procedures or failure to use properly the devices
provided.
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Participant Manual - page 41

Discuss the PEP program.

Review organization’s PEP
program.

Unvaccinated

Previously
vaccinated

Known responder

Antibody response
unknown

Initiate HB vaccine series

No treatment

Test exposed person for
HbsAg

1. If adequate, no treatment

2.If inadequate, vaccine
booster and recheck titer in
1-2 months

HBIG** x1 and initiate HB
vaccine series

HBIG x1 and initiate HB
revaccination or HBIG x2***

Test exposed person for HbsAg

1  If adequate, no treatment

2  If inadequate, HBIG x1 and
vaccine booster

Initiate HB
vaccine series

No treatment

No treatment

Treatment

Source HBsAg              Source HBsAg -   Source unknown or 

unavailable for testing
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Post Exposure Prophylaxis (PEP),
Testing, and Counseling

Excerpts from Updated U.S. Public Health Service
Guidelines for the Management of Occupational Exposures
to HBV, HCV, and HIV and Recommendations for Post-
exposure Prophylaxis, MMWR, June 29, 2001 / 50(RR-7)
Post-exposure prophylaxis for HBV exposure
Vaccination and antibody response status of exposed
worker*
*Hepatitis B immunoglobulin (HBIG) (confers active
immunity)
**Persons previously infected with HBV are immune to
reinfection and do not require PEP
***The option of one dose of HBIG and reinitiating the
vaccine series for persons who have not completed a second
3-dose vaccine series is preferred.  For persons who have
completed a second series, two doses of HBIG are preferred.
Post-exposure prophylaxis for HCV exposure
Immune globulin and antiretroviral agents are not
recommended for PEP following exposure to HCV positive
blood.

If possible the source should be tested for anti-HCV.  The
exposed person should have

• a baseline test for anti-HCV and ALT 
activity

• a follow-up test (at 4–6 months) for anti-
HCV and ALT activity (for earlier 
diagnosis, testing for HCV RNA
may be performed at 4–6 weeks)

All positive anti-HCV results should be confirmed by
enzyme immunoassay using supplemental anti-HCV testing.
Counseling for viral hepatitis exposure (HBV and HCV)
Exposed workers need take no special precautions to prevent
secondary transmission (to patients) during the follow-up
period.  They should not, however, donate blood, plasma,
organs, tissue, or semen.

No modifications to an exposed person's patient-care
responsibilities are necessary to prevent transmission to
patients based solely on exposure to HBV- or HCV-positive
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blood.  CDC has published recommendations for acutely
and chronically infected workers.

Post-exposure prophylaxis for HIV exposure
In every instance, potential toxicity should be considered
when prescribing PEP.  Remember from the earlier
discussion that very few exposures result in infection.  PEP
should be implemented in consultation with experts (either
local or at the National Clinicians' Post-Exposure
Prophylaxis Hotline (PEPline) at 1-888-448-4911) in
antiretroviral therapy and HIV transmission.  The decision
to use PEP is yours.  The significance of the exposure and
the HIV status of the source are factors in your decision.

If you decide to use PEP
Much remains unknown about the timing, duration, and
effectiveness of PEP.  The interval in which PEP should be
started for maximum efficacy is not known.  Animal
models suggest that PEP is more effective when started
very soon after exposure, but because the interval after
which humans do not benefit from PEP is unknown, PEP
should be started even when the interval since exposure is
greater than 36 hours.  Four weeks of ziduvudine (ZDV)
appears to provide protection in occupational and animal
studies; therefore, PEP should probably last 4 weeks, if
tolerated.

If the HIV status of the source is unknown, you and your
physician will evaluate the type of exposure and
clinical/epidemiological likelihood of HIV infection in the
source.  If these factors indicate a risk for HIV
transmission, PEP can be started while the source is tested
and discontinued if the source is HIV negative.

Two or three drugs?
CDC recommends a three-drug PEP only for exposures
that pose increased risk of infection.  These exposures are
sources that have symptomatic HIV infection, AIDS, acute
seroconversion, or known high viral loads.  Otherwise, for
most exposures requiring PEP, a two-drug PEP is
recommended.  These two drugs are usually nucleoside
analogs (ZDV and 3TC; or 3TC and d4T; or d4T and ddl).

Follow-up testing and monitoring
All exposed workers should receive follow-up testing,
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Participant Manual - page 43

Have the participants outline
their department’s process in
the event of an exposure.

Allow adequate time for
discussion.

counseling, and medical evaluation regardless of whether
they choose PEP.  HIV-antibody testing should be performed
for at least 6 months post-exposure (at 6, 12, and 180
weeks).  For workers who become infected with HCV
following exposure to a source coinfected with HCV and
HIV, extended follow-up is appropriate (at 12 months).  HIV
testing should be performed on any exposed worker who has
an illness compatible with acute retroviral syndrome, no
matter how much time has passed since exposure.

Exposed workers who choose PEP should be monitored for
toxicity by testing at baseline and 2 weeks after starting PEP.
Workers should discuss drug interactions, signs and
symptoms of toxicity, and the importance of completing the
full course of therapy with their physicians.

Counseling
Part of the anxiety experienced by exposed workers results
from the seemingly conflicting information they receive.
Although they are told that the chance of transmission is
very small, a 4-week course of PEP may be recommended
and they are asked to commit to behavioral changes to
prevent secondary infection during the follow-up period,
especially the first 6-12 weeks.  These modifications include
sexual abstinence or condom use, avoidance of pregnancy,
and refraining from donating blood, plasma, organs, tissue,
or semen.

Patient-care responsibilities do not need to be modified
solely on the basis of exposure.  If the worker becomes
infected, CDC has published recommendations for
limitations in patient-care work.

Activity 3
Discuss your department’s procedure for an exposure.
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Discuss pre and post
counseling.
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Discuss some of the ethical
issues listed.

Allow adequate time for
discussion.

Counseling Expectations

Requirements of counseling include:
• The person to be counseled must give consent
• Required for HIV and other bloodborne pathogens 

testing
• Must be in person and in private
• Must be provided pre- and post testing
• Must be given by a qualified professional health care 

provider
• Must be documented in the medical record

Pre-test counseling must occur in connection with reporting
test results, at a pre-scheduled meeting. It is required with
both positive and negative test results. It must:

• refer positive patient for medical or psychological 
follow-up

• advise patient of services available at county public 
health unit including mental health and social services

• explain meaning of test results and possible need for 
additional testing

• discuss prevention and risk reduction measures
• encourage counseling for significant other

Positive test results may not be reported to patient without a
second confirmatory test.

All test results must be reported in person. Reporting by mail
or telephone is prohibited.

Ethical Issues

From: The Florida HIV/AIDS Monthly Surveillance Report 
HRS HIV/STD/TB Program, State Health Office
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• It is inappropriate and unethical for a nurse, doctor, or
any 

health-care professional to refuse treatment of an AIDS
or 

HIV infected patient who is in need of medical or dental 
care.

• Guidelines and protocols may be developed in each 
individual workplace on how to deal with situations that 
may arise regarding AIDS and HIV infection within the 
parameters of the law.

• If you are a medical caregiver, how will you deal with
an 

obstinate patient who is hospitalized with AIDS and
who 

is dying with an opportunistic infection?
• It is strongly recommended that employers address 

AIDS/HIV related issues before they arise.
• Eventually, we will all know someone with AIDS or
HIV 

infection, or we will have to deal with AIDS medically, 
socially, financially, or even personally.

• How will you personally deal with the situation of
finding 

that a co-worker has AIDS/HIV infection?
• How will you personally deal with the situation when
you 

find out that an HIV infected hemophiliac is attending
the 

same school as your child?
• It is unethical to respond to someone who is
homosexual 

as if he or she already has AIDS. HIV negative 
homosexual partners who are mutually monogamous are 
at no greater risk of contracting HIV infection than HIV 
negative mutually monogamous heterosexual partners.

• It is unethical to spread rumors about a co-worker or 
someone who "may have AIDS" because he or she

"looks 
gay" or "looks sick."

• If you know someone with HIV infection, it may be 
illegal to spread that information.

• To summarize: Be informed. Keep up-to-date on the 
correct AIDS information. Work smart. Medical 
caregivers must be familiar with universal precautions.

Participant Manual - page 46

Have the participants
complete the scenarios. This
can be done individually or in
groups.

Allow adequate time for
discussion.



VFIS © November 2002, revised78

Infectious Diseases

Activity 4
Instructions 
1. Read the scenario below.
2. Reach a consensus on the responses to the questions.
3. You will be asked to give a report in the classroom 

setting.

Scenario 1

A fire department providing rescue and advanced life
support responds to a call for a shooting victim. A new
member suffers a needle-stick exposure, accidentally
injecting himself with two cc's of the victim's blood. The
victim is a known IV drug use. The member reports the
exposure to their immediate supervisor. The supervisor feels
that EMS activities are "not part of firefighting." As
expected, the supervisor also is not enthusiastic supporter of
the department infection control program. She downplays the
exposure, and tells the member that "this sort of thing
happens every day here" and "not to worry" about the
needlestick.

Questions

Was this a significant exposure?
Yes
What should the supervisor have done?
Complete an occupational exposure report. Refer
employee for work injury evaluation.
What should the member do?
Continue to pursue reporting mechanism.
If the victim had not been a known drug user, would you
handle the situation differently?
No
Notes:
______________________________________
______________________________________
______________________________________
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______________________________________
______________________________________
______________________________________
Scenario 2

One of your ambulance crews is asked to transport a
member of the community from a city hospital to a nursing
home in your small community. The crew is told that the
patient has terminal cancer. The trip takes 25 minutes.
Gloves are used for all patient contact, as routine for the
crew, but masks and gowns are not used. There are no
body fluid contacts.

When the ambulance arrives at the nursing home, they find
out that the patient is well known there. His cancer is
Kaposi's sarcoma, and he was diagnosed as having AIDS
two years ago. The crew returns to quarters. One member
goes to the bunkroom to take a shower in chlorine bleach,
and the other member takes their work uniforms outside to
burn. At this point, you arrive and invite both
crewmembers into your office for some counseling.

Questions

Is this a significant exposure?
No
What should you do?
Educate, Educate, Educate! Complete report according
to organizational policy.
What program(s) should be considered for the department?
Bloodborne pathogens, infectious disease.
Should masks and gowns be used on all calls?
No (discuss).
Notes:
_______________________________________________
__
_______________________________________________
__
_______________________________________________
__
_______________________________________________
__
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_________________________________________________
_________________________________________________
_________________________________________________
_________________________________________________ 

Scenario 3

Last week, your first response department responded to a
call for an infant not breathing. CPR was performed but the
child was not resuscitated, and expired. The member who
performed CPR has a child at home of similar age. To make
matters worse, the receiving hospital discovered that the
child died of bacterial meningitis, and the crew is required to
have prophylaxis after the incident. The member who
performed CPR is obviously distressed, and her job
performance is falling. A suggestion of stress management
referral is made but she refuses stating: "It's part of the job.
If I can't take it, I shouldn't be working here."

Questions

Is stress management assistance needed?
Yes, (Discuss).
Is the member correct in assuming that she "shouldn't be
working here" if she can't handle this stress?
No, (Discuss).
What are the supervisor's responsibilities?
Intervene, assist the crew members, report to supervisor
for additional assistance. PEP if indicated.
Who does the hospital have to notify to advise them of the
exposure?
Designated officer.
Notes:

_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
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_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
Scenario 4

Your department responds to a car accident involving a
prominent local politician. Extrication is required, and
blood is everywhere. Several members receive blood
exposure to mucous membranes or non-intact skin. The
members return to their homes with bloodsoaked clothing.
The next day, your community is shocked to learn that the
politician has been quietly receiving treatment for
pneumocystic pneumonia. He has kept his diagnosis of
AIDS a secret, but now everyone knows. The department
normally doesn't carry gloves, masks, or gowns, because
this is a "small town with nice people" and they "don't
have AIDS here."

The chief/director of the department has no interest in
infection control, but fortunately you had convinced the
town to provide hepatitis vaccine. Because of your interest,
you have been appointed the company Infection Control
Officer.

A member comes to see you with a problem. After news of
this accident, his wife is refusing to sleep with him for fear
of "catching a disease."

Questions

Are your members at risk?
Yes
Are the families of your members at risk?
Yes
What should be done?
Education, post exposure process, update and carry
appropriate equipment.
What mistakes were made?
Failure to take universal precautions. Failure to
identify and carry appropriate equipment.
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Notes:
______________________________________ 
______________________________________
______________________________________
______________________________________ 

Scenario 5

About four months ago a member in one of your stations
collapsed in the station while doing some general
maintenance on a vehicle. The member was taken to the
hospital and given a series of tests, and has been on medical
leave since then. Tomorrow the member will return to duty
at the station.

This morning you got a call from another member asking for
an appointment to see you about an urgent matter. The
appointment is set; she arrives, and relates the following
story:

During the time that the first member was in the hospital,
some of the other members made regular visits to the
hospital to see how he was coming along. One of the
members made an unofficial inquiry about his condition at
the hospital and was told the information was confidential.
Putting two and two together, it didn't take long to guess that
the member may be HIV positive or have AIDS. (In fact,
you have known this was the case for some time.) This
member reports that some of the other members also are
quite anxious about having to work with him if, in fact, he
has the disease.

Questions

What is the legal right of the ill member regarding
confidentiality?
He has the right to expect confidentiality regarding his
disease. Only those who must know, need to be told.
What is the legal right of other members to know?
They do not have a legal right to know.
What is the legal right of the ill member regarding
continuing to work?
The ill member can return to work assuming he is
capable of the job responsibilities. Discuss: duty
limitations, activities that would increase risk of others
being exposed.
What issues are involved for the department regarding the
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balance between the member's right to work and other
employee's rights in view of the perceived threat?
Notes:
______________________________________ 
______________________________________
______________________________________
Scenario 6

A crew was dispatched to a reported stabbing on a street in
an area frequented by prostitutes and drug addicts. When
they arrived, the responders found a woman bleeding from
stab wounds in the chest area. Red, frothy sputum was
seeping from her mouth. She was unresponsive and had
labored breathing. A responder examined her purse for
identification and found drug paraphernalia (needle and
syringe).

On returning to quarters from the incident, one of the
responders claims an "exposure."

Questions

How should you determine if an exposure has taken place?
Reference department policy. Did a significant
exposure occur?
What notification should be made?
If exposure occurred follow exposure reporting policy.
If it is determined that no exposure occurred,
document as per department policy.
What program(s) should be considered for member
referral?

EAP
or

similar program. Referral to physician.
Notes:

Participant Manual - page 53

Review each area identified and
discuss other applicable
standards.

If the classroom is internet
capable, demonstrate how to
access these resources.

Note well: The standards for
infection control can change.
Refer to the electronic resources
on page 61 of the participant
manual for on going reference
use.
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_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________

Laws, Standards, 
Rules, and
Guidelines 

29 CFR Part 1910.1030
OSHA Bloodborne pathogens rule is available at
http://www.osha.gov

Ryan White Act (42 USC 300ff-80)
Defines responsibilities of Designated Officer and
notification

NFPA 1581
Standard on Fire Department Infection Control Programs

World Health Organization (WHO)
WHO has a number of infectious disease resources on their
web site at http://www.who.org

National Association of EMS Physicians
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Risk Reduction for Exposure to Blood-borne Pathogens in
EMS is available at
http://naemsp.org/Position%20Papers/Blood-Borne.html 

Review each section outlined
on PPT.
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Supporting
Material

Glossary

Acquired Immune Deficiency Syndrome (AIDS) – Severe
manifestation of infection with the human immunodeficiency
virus (HIV). The Centers for Disease Control and Prevention
(CDC) lists numerous opportunistic infections and
neoplasms, which in the presence of HIV infection constitute
an AIDS diagnosis. In addition, a CD4 count below
200/mm3 in the presence of HIV infection constitutes an
AIDS diagnosis.

Antiretrovirals – drugs used to interfere with the activities
of retroviruses like the one that causes HIV.

Bloodborne Pathogen (BBP) – a disease-causing organism
that is found in blood or blood products such as plasma or
blood cells.

Body Substance Isolation (BSI) – the part of Universal
Precautions that uses barriers (masks, gowns, gloves, eye
protection) to prevent exposure to infectious materials.



VFIS © November 2002, revised 87

Infectious Diseases

BVM – Bag-Valve-Mask, a positive pressure ventilation
device with a compressible bag, one-way valve, and mask.

CDC – The Centers for Disease Control headquartered in
Atlanta, GA.

Communicable Period – the period of time during which
a disease may be directly or indirectly spread from one
person to another.

Contagious – communicable; transmitted readily from one
person to another either directly or indirectly, with
reference to the organism that causes a disease.

Decontamination – the removal of biological or chemical
contamination.

Disinfection – the process of destroying pathogenic
(disease-causing) microorganisms.

Enterically – through the alimentary canal (digestive
system).

HCP – Healthcare Provider

Hemorrhagic – Producing severe blood loss.

HIV infection – Infection with the human
immunodeficiency virus, the virus that causes AIDS
(acquired immunodeficiency syndrome). A person with
both TB infection and HIV infection is at very high risk
for TB disease. 

Incubation Period – The interval between infection and
the first symptom.

Infectious Disease – Disease capable of directly or
indirectly being transmitted from one organism to another

NANB – Viral hepatitis not caused by Hepatitis A (HAV)
or Hepatitis B (HBV) viruses.  This category includes
Hepatitis C (HCV).
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NFPA – National Fire Protection Association.

OSHA – Occupational Safety and Health Administration.
The author of CFR 1910.1030, the Bloodborne Pathogen
Standard.

Parenterally – Outside the alimentary canal; percutaneous,
intravenous, intramuscular.

PEI – Post Exposure Immunization.

PEP – Post-exposure prophylaxis; attempts to prevent
infection after exposure.

Percutaneous – Through the skin or a mucous membrane

PPE – Personal protective equipment

Prophylaxis – Observance of procedures that prevent
disease

Qualified healthcare provider – A medical professional
licensed to practice independently in providing medical or
counseling treatment.

Sterilant – An agent that destroys all living microorganisms.

Synovial Fluid – The fluid found in skeletal joint capsules.

Universal Precautions – A system, including BSI, for
isolating workers from exposure to bloodborne pathogens by
treating all body fluids as potentially infectious.
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Post-Quiz

Name: __________________________________________  Date: _______________________

1. What is the most fundamental measure for controlling infection?
Handwashing

2. Which disease commonly exhibits signs and symptoms of jaundice, enlargement of liver, loss 
of appetite, abdominal discomfort, clay-colored stool/dark urine, and/or permanent liver 
damage?
A. Hepatitis
B. AIDS
C. TB
D. Varicella

3. What is the incubation period for TB?
A. 24 to 48 hours
B. 4 to 8 weeks
C. 2 to 4 years
D. None of above

4. A vaccine is available for:
A. Hepatitis A
B. Hepatitis B
C. Varicella
D. All of above
E. None of Above

5. Which of the following is considered a significant exposure?
A. Blood on your gloves
B. Stuck with a contaminated needle
C. Treated an HIV infected patient
D. Stuck with a clean needle
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6. All contaminated sharps are to be placed in:
A. Trash can
B. A jar
C. A puncture-proof container
D. Bio-hazard box with a red-liner

7. You may elect to have the Hepatitis B vaccine after you have initially declined it.
True
False

8. Where should contaminated clothing be laundered?
A. At home
B. At work
C. At your neighbors
D. The local hospital
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