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Objective: Home health care (HHC) is one of the fastest growing US
industries. Its working conditions have been challenging to evaluate,
because the work environments are highly variable and geographically
dispersed. This study aims to characterize qualitatively the work
experience and hazards of HHC clinicians, with a focus on risk factors
for bloodborne pathogen exposures. Methods: The researchers conducted
five focus group discussions with HHC clinicians and ten in-depth
interviews with HHC agency managers and trade union representatives
in Massachusetts. Results: HHC clinicians face serious occupational
hazards, including violence in neighborhoods and homes, lack of
workstations, heavy patient lifting, improper disposal of dressings or
sharp medical devices, and high productivity demands. Conclusions:
The social context of the home-work environment challenges the imple-
mentation of preventive interventions to reduce occupational hazards in
HHC. (J Occup Environ Med. 2007;49:327–337)

H
I was recently asked . . . to place a midline in
somebody’s arm and the situation was just
horrific. The living situation of the patient. Very
cluttery, no place, we didn’t have one, not even
a table to use. (a focus group participant)

ealth care is one of the largest US
industries, constituting 13.5 million
jobs.1 The home health care (HHC)
sector represents 5.8% of overall US
health care employment and is one of
the fastest growing parts of the econ-
omy.1 For example, 56% growth in
the home health aide occupation is
predicted between 2004 and 2014.2

Reasons for the HHC industry expan-
sion include the increasing elderly
population, availability of medical
monitoring and advanced treatment
technologies in the home, overall
health care cost savings, and patients’
preference for receiving care at home.1

In Massachusetts, senior home health
care has gained legislative support: a
new law on long-term care choice,3

adopted in August 2006, strengthens
the ability of Massachusetts citizens to
use Medicaid funds to compensate
health services in private settings,
rather than in nursing homes.4

This growing demand for HHC is
placing pressure on agencies to hire
more nurses and aides. Internation-
ally, a study by Maybud and Wiskow
revealed that the global health care
professional shortage has fostered
fierce competition, sometimes with
aggressive recruitment campaigns.5

A literature review by Janiszewski
Goodin explored factors for the se-
vere shortage of registered nurses in
the United States and concluded that
facilitation of the immigration of for-
eign health care professionals is a
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critical solution.6 Unless the current
trends change, a 20% deficit in the
registered nurse workforce is fore-
cast in the United States by 2020.5,6

Consequently, it is not surprising that
immigrant HHC clinicians increased
by 114% from 1990 to 2000, com-
pared with a 31% growth of US-born
clinicians.7 A review of direct care
workers in long-term care revealed
that half of home health aides were
nonwhite and 89% of them were
female.8

A significant occupational hazard
in health care is exposure to blood-
borne pathogens through sharp inju-
ries and other routes. It is estimated
that about 385,000 needlestick and
other percutaneous sharp injuries are
sustained annually by hospital-based
health care clinicians—an average of
1000 sharp injuries a day.9,10 In ad-
dition to the physical and mental
toll on injured workers and their
families, sharp injuries carry a high
monetary cost. It is estimated that
short-term follow-up medical treat-
ments range from $50 to $3800 in
the United States, and long-term
treatment associated with HIV,
HBV, or HCV seroconversion can
reach hundreds of thousands of US
dollars.11 Unreported sharp injuries
and blood/body fluid exposures, es-
timated to range from 40% to
80%,9,11,12 present a 2-fold dilemma
according to Wilburn12: 1) Injured
health care workers often do not
receive timely post-HIV exposure
prophylaxis that may be up to 80%
effective against HIV infection; and
2) the magnitude of the problem
remains unknown and challenges
the implementation of appropriate
interventions, such as the imple-
mentation of safe work practices
and the development of improved
medical devices with features of
sharp injury prevention.

To date, most documented infor-
mation about health care hazards
originates from hospitals. Only a few
studies have evaluated health and
safety in HHC. Perry et al examined
sharp injuries in homecare and inpa-
tient settings by analyzing EPINet

data (Exposure Prevention Informa-
tion Network, International Health
Care Worker Safety Center, Univer-
sity of Virginia) of 84 hospitals from
1993 through 1998 and HHC agen-
cies affiliated with these hospitals.13

Their analysis revealed that 40% of
reported sharp injuries in homes
were associated with blood drawing
or intravenous access procedures,
compared with 34% for the same
procedures in hospital patient rooms.
In the home setting, 48% of percuta-
neous injuries occurred either after
the use of a sharp medical device
(sharp) or during sharp disposal,
compared with 38% for the same
injury mechanism in hospital patient
rooms.13

Haiduven and Ferrol noted that in
the United States, more HIV patients
are being cared for in the home
setting than in other health care set-
tings and that patients who are hep-
atitis C positive, who may not be
aware of their HCV status, are re-
ceiving home care for other condi-
tions.14 Homecare patients infected
with HIV require more injections or
intravenous administrations than
those with noninfectious condi-
tions,15,16 making blood exposures
all the more dangerous for HHC
clinicians caring for HIV-positive
patients. More research is needed to
collect information from home set-
tings systematically, where clinicians
are vulnerable to bloodborne patho-
gen exposures as well as other
workplace hazards so that effective
occupational health interventions
can be implemented.

Project SHARRP
To investigate the risks associated

with blood and body fluid exposures
in HHC, the National Institute for
Occupational Safety and Health
(NIOSH) of the Centers for Disease
Control and Prevention (CDC)
awarded a 4-year grant (2004–2008)
to the School of Health and Environ-
ment at the University of Massachu-
setts Lowell (UMass Lowell). This
research undertaking was named
Project SHARRP, which stands for

Safe Homecare and Risk Reduction
for Providers. In addition to UMass
Lowell, the SHARRP research team
includes the Occupational Health Sur-
veillance Program of the Massachu-
setts Department of Public Health. A
structured working relationship was
established with several industry and
union partners that agreed to provide
access to their staff or constituency for
conducting the research.

Objectives
This paper examines findings of

the initial qualitative research phase
of Project SHARRP. The qualitative
assessment, composed of five focus
group discussions and ten in-depth
interviews, had the following objec-
tives: 1) to investigate and describe
the nature of HHC work and its
associated occupational health risk
factors, circumstances surrounding
sharp injuries and other blood expo-
sures, as well as availability and
efficacy of safety medical devices;
and 2) to compare the two method-
ologies used in order to evaluate the
type of information they yielded.

Materials and Methods
Two types of qualitative research

methods were employed: clinician
focus groups and specialist/manager
in-depth interviews. The intent of the
focus groups was to elucidate the
general nature of work as well as risk
factors regarding exposures to blood-
borne pathogens in HHC from the
perspective of clinicians in nonsu-
pervisory positions delivering
homecare services. The specialist
interviews sought to complement the
focus groups by providing insights
into bloodborne pathogen exposures
and other workplace hazards, safety
policies, medical device procurement
practices, and other topics from the
perspective of agency managers, su-
pervisors, specialists, and health care
union representatives. Study materi-
als and protocols were approved by
the Institutional Review Board (IRB)
of UMass Lowell. Agency and union
representatives critiqued and assisted
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in developing study participant re-
cruitment materials.

Study Population
In the United States, major occu-

pations that provide HHC services
include: nurses, therapists, home
health aides, and personal and home-
care aides.1 This study focuses on
nurses and home health aides, the
occupations most likely to encounter
sharp medical devices (sharps) and
blood and body fluid exposures.

Recruitment of Study Subjects
We engaged each partner agency

and union in recruiting participants
for a focus group of their workers or
members to be held in a private room
at their site. At one large agency,
focus groups were planned at two
offices: a larger city office and a
small suburban office. Two criteria
were required for participation: 1)
minimum age of 18 years, and 2)
experience in handling sharps in
homes or working in homes where
there is a likelihood of exposure to
blood and body fluids. With the as-
sistance of our agency/union contact,
HHC aides and nurses received
packets containing an informational
brochure, a letter of invitation, and
reply materials for participating in a
focus group. These were distributed
through work mailboxes (for agency
staff) or by mail (for union mem-
bers). Interested candidates com-
pleted the reply form and returned it
in the attached prepaid envelope by
mail or to a secure collection box in
the workplace. The group size limit
was set at ten participants, with the
intention of randomly selecting ten
names from the group of volunteers.
Seventeen nurses and seven home
health aides (24 total) were recruited
from all agencies and unions.

For the specialist/manager inter-
views, our agency and union contacts
were invited by phone and follow-up
letter to participate in an in-depth
interview. They were also asked to
identify additional interview candi-
dates belonging to any of these
categories: 1) infection control

practitioners, 2) health care union
leaders, 3) occupational health
nurses, and 4) managers or program
coordinators of any clinical HHC
units where sharp instruments are
used. Ten agency managers and
union representatives were recruited
from all agencies and unions. Their
health care experience ranged from
10 to 45 years.

Conduct of Focus Groups
and Interviews

Focus groups and interviews were
conducted at agency or union offices.
A stipend of $50 per participant was
paid to the individual at the time of
the session if the session was outside
work hours. If the session took place
during work hours, the individuals
were compensated by their agency at
their regular rate, and the stipend per
participant was paid to the agency.

All focus groups were moderated
by the same researcher, supported by
assistants who took handwritten
notes, oversaw tape recording, and
performed other functional tasks. In-
terviews were conducted by investi-
gators with professional experience
matching that of the interviewees,
such as nursing, management, or
trade unions. After obtaining a
signed consent, a tape recorder was
activated and the discussion com-
menced, following a standard script.
A few minutes before the end of the
allotted time (90 minutes for a focus
group or 60 minutes for an inter-
view), the tape recorder was stopped
and participants were offered a few
minutes to add unrecorded com-
ments. The session closed with the
distribution of anonymous partici-
pant evaluation forms.

Follow-up
After each focus group and inter-

view, recording tapes were copied
and sent to a transcription service.
The research team verified all typed
transcripts and analyzed them the-
matically using NVivo qualitative re-
search software, version 2.0 (QSR
International Pty Ltd, Doncaster,
Victoria 3108, Australia). All partic-

ipants received a cover letter thank-
ing them for their participation, a
summary of the aggregate findings
of all focus groups, and a voluntary
feedback form with a prepaid mail-
back envelope. Interview partici-
pants received a transcript of their
own interview session.

Results

Nature of HHC Work:
Advantages, Challenges, and
General Work Hazards

Tables 1 and 2 show the main
advantages and challenges of work-
ing in HHC as well as examples of
potential hazards, as reported by the
interviewees and focus group partic-
ipants. Many study subjects had
work experience in the hospital set-
ting prior to working in HHC. The
chief advantages were identified as
flexibility, independence, and auton-
omy, especially for clinicians who
have childcare responsibilities. The
home-work environment is diverse
and constantly changing with pa-
tients’ ages ranging from newborn to
100 years old, different disease diag-
noses and patient personalities, as
well as various housing environ-
ments. HHC clinicians often bond
with patients and families, witness pa-
tients’ health progress, and/or receive
gestures of appreciation and grati-
tude—all of which create a strong
sense of meaning for their work. One
focus group participant described:

She [the hospice patient] took this big bag
out, and she [had] hand knitted an afghan for
me. She said, “I wanted you to have this . . .
I wanted to hand it to you personally before I
go . . .” . . . I wrapped up in that the other
night, and I just [thought] about her, you
know. The hands, here’s a person that’s in
hospice, they knitted a blanket . . . That’s what
makes this job worthwhile, not the gift, the love.

Another participant in the same
focus group expressed sadness when
describing the loss of two patients
after long-lasting care relationships:

I had two people. One I worked for nine years
and eight months, until she died. She was 99.
And the other one I worked with 10 years. She
was almost 90. I don’t think I ever want to
work that long with one person again, be-
cause they get so attached.
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As the biggest challenge, both the
focus group participants and inter-
viewees described detailed paper-
work for medical care insurance,
billing, and reimbursement. More-
over, the workday often does not end
when the last patient is seen because
paperwork may need to be com-
pleted at home:

I love taking care of the patients but spending
hours every night on the computer is very
daunting and it’s very hard to do it day in and
day out which is what you have to do. And it
eats into your family time and I think that’s
very difficult.

All focus groups described long-
distance driving as exhausting and
time-consuming. One interviewee
pinpointed a challenge which clini-
cians may encounter when being out
in the field alone: as difficulties or
uncontrollable situations arise (eg,
security and safety concerns, lack of
supplies, or needing specific clinical
skills that a nurse or home health
aide may lack), backup support may
not be nearby and a physician may not
be available by phone on a short no-
tice. All study subjects were concerned

about the threat of violence in a pa-
tient’s neighborhood or inside a pa-
tient’s home. In addition, clinicians
care for patients who live in poverty.
Thus, they encountering hazardous
conditions that their patients face every
day, such as neighborhoods where
drug use is widespread, guns in homes,
pest infestations, unsanitary condi-
tions, indoor air-quality concerns (eg,
due to deteriorating buildings and cig-
arette smoking), clutter, rickety stairs,
inadequate lighting, and unshoveled
walkways. Other hazards include ag-

TABLE 1
Advantages and Challenges of Home Health Care Described in Focus Groups and Interviews

Cited in:

Focus
Groups Interviews

Advantages
Flexibility, independence ● Accommodates family responsibilities � �

● Work not restricted within four walls � �

Long-term patient relationships ● See patients’ health progress �

● Learn to know patients and families � �

Acts of appreciation and gratitude by the patients �

Diversity of nursing ● Diversity of patients, diagnoses, and environments � �

● Teach and support patients to improve their lives
(eg, teach a teenage girl how to draw blood off IV
line)

� �

● Multitasked work duties �

Informality of work �

Supervisor support �

Patient’s choice bears importance ● Patient chooses to stay and be cared for at home �

● Patient has position of power at home (vs
facility-based care setting)

�

● Choosing to die comfortably either at home or in
hospice

�

Cost-effectiveness of healthcare �

Challenges
Detailed paperwork ● Medicare billing, insurances, payment

reimbursements
� �

● Paperwork often continues at home �

Long-distance travel ● Long-distance driving � �

● Waiting for public transportation (eg, in the city
areas, especially in the dark)

�

Emotional attachment ● Patient dies �

Insensitive, cranky, or moody patients/family
members

�

High patient workload �

Lack of information about patient’s health condition ● Concern of health aides �

Culture shock ● Extreme poverty in some neighborhoods �

Isolation ● Some situations where a nurse does not have skills
or lacks needed medical supplies

�

● No timely backup, or help may not be available �

Time constrains and productivity pressures �

Communication boundaries ● Difficulty reaching physicians in the field �

● Provider-patient language differences
Less salary than in the hospital setting �

Possibility of a sentinel event ● Sudden health deterioration of a patient �
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gressive animals and heavy patient lift-
ing. In-depth interviewees identified
underlying reasons for hazardous inci-
dents. In addition to being out in the
field alone, other root-causes included
time constraints, rapid work pace, and
productivity pressures—all of which
may trigger clinicians to conduct even
risky medical procedures in haste. In
one focus group, the participants de-
scribed the unpredictable nature of
hazards. Often clinicians must enter a
house where they do not know its
residents, relationship dynamics be-
tween family members and friends of
the residents, and the living environ-
ment inside.

Sharp Injuries and Blood
Exposures: Circumstances
and Underreporting

Table 3 summarizes circumstances
related to sharp injuries, blood expo-
sures, and near-exposures sustained
by or familiar to study participants.
The focus group discussants attrib-
uted sharp injury and blood contact
risks to syringes and lancets left un-

covered in various places in the
house, lack of proper sharp disposal
containers, inadequate training for
using the variety of medical devices
encountered in the home, lack of
proper workstations for procedures
using sharps, sharp devices without
safety features, diabetic and cancer
patient treatment care tasks, danger-
ous distractions during a medical
procedure (eg, pets, children), epi-
sodes of sudden profuse bleeding
(eg, bleeding tumors and amputa-
tions), and wound care tasks. Patient-
related risk factors included violent,
confused, or uncooperative behav-
iors; sudden movements by patients
or family members during proce-
dures involving the use of a sharp
device; improper dressing disposal
practices; and unsafe sharp disposal
habits.

The study subjects raised various
reasons for not reporting sharp injuries
and blood contacts, many of which
correspond to those previously cited:
time-consuming post-injury process;
frightening possibility of infection and

the anxiety surrounding the post-
exposure process; fear of being blamed
as careless or perceived as a “bad
nurse” by the employer; disease his-
tory of a patient (eg, an elderly patient
thought not to be an infection risk);
nonsevere exposure (scratch vs deep
puncture); possible consequences on
health insurance coverage (eg, increas-
ing fees, future difficulties getting in-
surance); fear of implications for
present or future job prospects; and
lack of health insurance. “The big deal
factor” and “the fear factor” were
brought up repeatedly in both focus
groups and interviews. “The big deal
factor” combines reporting taking too
much time, dedicated clinicians not
wanting to disrupt the workday, un-
clear reporting procedures, and not
having a health care facility in the
immediate vicinity when the injury
occurs. “The fear factor” comprises
worries about developing an illness
and not wanting to face it, being re-
garded as a careless clinician, and fear
that the incident would adversely im-
pact employment status. “The health

TABLE 2
General Work Hazards Described in Focus Groups and Interviews

Cited in:

Work Hazards
Focus

Groups Interviews

General security/personal safety concerns ● Unsafe neighborhoods (eg, drugs, guns, robbery,
violence)

� �

● Violent or unstable patients/family members � �

● Clinician out in the field alone �

● Working during after-dark hours �

● Snowy/slippery walkways, clutter, rickety or unsafe
stairs, inadequate lighting, fire hazards

� �

● Entering an unknown place, not knowing the person
who lives in the house

�

● Pets (dogs �can bite when sensitive to sick master�,
birds, cats)

�

Rapid work pace ● Clinicians may feel rushed to complete an
assignment, even a risky procedure

�

● Dealing with uncontrollable situations in a hurry and
alone

�

Long-distance driving ● Accidents �

Hygiene issues ● Insects, rodents, hot indoor air, and other indoor
air-quality concerns (smoking)

�

Lack of workstations ● Carrying out risky sharps use procedures �

Heavy lifting and moving ● Heavy lifting and moving of patients or other items � �

Lack of supplies �

Allergies/irritations ● Cleaning chemicals, latex gloves �

Exposures to bloodborne pathogens (see Table 3) � �
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insurance factor”(ie, complete lack of
health insurance, inadequate health
insurance, or possible negative
consequences affecting personal
health insurance) also emerged as an
underreporting theme.

Preventive Measures, Safety
Sharps, and Purchasing
Practices

Study participants provided views
and recommendations for preventing
exposures to bloodborne pathogens
(Table 4). Both research methods

highlighted the importance of pro-
viding properly designed medical de-
vices with sharp injury prevention
features and sharp disposal contain-
ers. Interviewees stressed the need
for medical device designers to com-
municate with users and incorporate
their feedback into improved product
design.

In a focus group representing one
HHC agency, more than 90% of
medical devices used were reported
to be devices with sharp injury pre-
vention features. In another group,

participants described circumstances
in which safety features on devices
were entirely absent, for example, in
lancets used by diabetic patients.
When sharps with safety features
were available, many focus group
discussants thought that safety was
improved (eg, retractable needles
and syringes were repeatedly cited as
protective). In addition to retractable
needles, butterfly needles with a
“stiff section” that minimized unex-
pected movement of the device,
needleless IV systems, blood-draw-

TABLE 3
Factors Related to Blood and Body Fluid Exposures, Sharp Injuries, or Near-Exposures as Expressed in Focus Groups and
Interviews

Cited in:

Factor
Focus

Groups Interviews

Sharp disposal or management ● Injuring others through trash, lack of disposal containers,
overfilled containers, poor container design (too small or too
big, no leakproof cover)

� �

● Poor disposal technique either by patient or clinician (eg,
handing over a syringe in a Styrofoam cup to a coworker)

�

● Patients leaving sharps around in the house �

Patient moving when clinician uses a needle or
sharp item

� �

Wound care ● Dressing change/disposal, treating bed sores, irrigation/
forceful irrigation, dressing a deep wound, dressing comes
off, debridement

� �

Certain medical conditions/treatments ● Lancets, pens, blood-draw, IV lines, insulin syringes (eg, used
multiple times and left out unshielded)

� �

Examples:
● Incidents with blood-drawing equipment (eg, injuries with

butterfly needles when patient flinches, Vacutainer explodes
in the hand, blood-draw needle that extends through a
Vacutainer adapter sticks, splashes if syringes used for blood
drawing)

�

● Incidents with IV equipment (eg, Huber needle bounces
�de-accessing and accessing a Port-A-Cath�, “piggyback
tubing”)

�

● Pulling needle out from a vein when the tourniquet is tight �

● Amputations, bleeding tumors �

Patient falls and bleeds �

Malfunctioning/ineffective safety sharp device � �

Clutter/lack of workspace � �

Recapping habits � �

Exposure of health aides ● Bathing a patient, encountering sharps when housekeeping
(eg, in linen)

�

Incidents in hospice ● Patient may bleed out before dying; not enough time to put
gloves on

�

Glove issues ● No glove use during blood work, slippery gloves �

Carrying sharp supplies in nursing bag ● Traveling with sharps (eg, disposal container opened and
syringe fell out)

� �

Different sharps supply vendors ● Educating clinicians on all existing safety sharp products �

● With a same agency, different products may be used for a
same medical procedure

�
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ing equipment with sliding sheaths,
and safety Huber needles (with a
self-blunting tip, activated when re-
moving the needle from an IV port)
helped make their work safer. How-
ever, sometimes safety mechanisms
did not activate properly or other-
wise failed to protect nurses. For
effective use of a device with sharp
injury protection features, adequate
training and practice are necessary,
especially when first introduced and
implemented. In addition, patients
can become agitated if the device use

seems complicated. The lack of con-
sistency and lack of standardization
across device manufacturers were
identified as risk factors. Numerous
styles of a single medical device (eg,
IV equipment and Glucometers)
pose training challenges. Lack of
standard design is a problem espe-
cially when an insurance agency ar-
ranges for medical products to be
delivered to the home, often select-
ing devices different than those pro-
vided by or familiar to the homecare
agency clinicians.

All in-depth interviews elucidated
incentives and barriers to the pur-
chase and selection of medical de-
vices. A representative of one private
HHC agency described her agency’s
practice of procuring medical de-
vices through a national distributor
of medical supplies. If the agency’s
preferred medical devices are not
carried by the distributor, the distrib-
utor tries to acquire them elsewhere.
If unsuccessful, the agency can pur-
chase them someplace else. In a hos-
pital-affiliated HHC agency, medical

TABLE 4
Advice on Prevention of Blood Exposures and Sharps Injuries and Improving Exposure Reporting as Expressed in Focus
Groups and Interviews

Cited in:

Focus
Groups Interviews

Safety sharps design ● Easy to use �

● Needleless systems � �

● Designers collaborate with sharps users �

● Improving retractable needle design; no splashbacks or
pain to patients

�

● Device fully tested before market introduction �

● Reduced cost for safety devices �

Sharp disposal containers and practices ● Being prepared with a container ready �

● Improved container design
● Safe sharp containers for patients (eg, diabetics)
● One disposal container for one sharp
● Have two sharp disposal containers ready �

● Disposal containers provided by patients
● Leakproof cover for disposal container

Training of clinicians ● Not punished when reporting injuries �

● Pre-event planning for an injury (patient care plan) �

● Educational intervention after sharps injury/blood
exposure

● Reporting is the right thing to do
Safe work area ● Setting up a clean, safe work area for sharps use �

● Work area that is clear of distractions �

Work posture ● Heavy patients should recline before sharp insertion �

● IV or blood draw procedure, set the patient in a
position you are comfortable with

�

Dressing disposal ● Improving current awkward practice �

Patient education �

Safe butterfly needle use ● When a needle is in the patient, keep your hand on the
needle in case the patient flinches

�

Consistency among manufacturers and vendors ● Standardizing sharps for improved safety �

Compensated involvement of clinicians ● Participating in committees/meetings on bloodborne
pathogen prevention

�

Injury and exposure reports ● Using reports as lessons learned from staff safety and
patient safety perspective one agency reporting form
for all workplace injuries

�

Home health aides/personal care attendants (PCAs) ● Aides need better information about patient health
status

�

Standard precautions ● Consistent use of personal protective equipment
(gloves, gown, face protection)

�

● Using gloves when drawing blood �
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devices are often ordered through the
hospital’s purchasing department. A
patient’s health insurance may also
influence the medical device used in
the home. One manager explained
that insurance companies have pur-
chasing contracts with certain device
vendors; the lowest price is often the
determining factor for treatments and
devices; hence, many homecare pa-
tients do not necessarily receive the
safest or the easiest-to-use product.

Discussion

Comparison of
Two Methodologies

McDonald and colleagues have
highlighted the effectiveness of qual-
itative methods for understanding
job tasks and estimating occupa-
tional exposures, particularly for au-
tonomous workers who tend to be
dispersed with no fixed workplace.17

Our study supports this assertion.
The data gathered for this study,
using open-ended questions in focus
groups and interviews, permit a de-
tailed, complex, and structured anal-
ysis of the hazards of work in HHC.
The picture that emerges is much
fuller than if we had first imposed
close-ended survey questions on the
study population. These qualitative
methods also produced more bal-
anced data that may lead to better
interventions. For example, in addi-
tion to the hazards, we learned about
the many positive aspects of HHC.
The best interventions should elimi-
nate or minimize the hazards, with-
out eroding the benefits.

The focus group narratives re-
flected clinicians’ personal experi-
ences encountered at homes when
caring for patients; details were
often vivid and emotionally power-
ful. The interviews with managers
and union representatives provided
an overview of HHC work, rather
than specific personal clinical ex-
periences. They provided factual
examples on incidents, practices,
and policies either at the workplace
or in a larger health care commu-
nity. The in-depth interview narra-

tives illustrated underlying causes
of sharp injuries and hazardous ex-
posures (eg, time constraints, pro-
ductivity pressures, isolation) as
well as broader health policy con-
cerns. For example, the following
is an opinion by a HHC agency
interviewee:

I’m actually a big advocate in universal
health care . . . and even though there are
drawbacks to universal health care, I really
think that it takes away that middle insurance
huge issues [sic] that complicate our mission
tremendously. So it’s the paperwork part.

In particular, Table 3, which de-
picts blood contact, sharp injury, and
near-exposure risk factors, demon-
strates how the two study methods
generated diverse data perspectives.
Of 20 examples, only 8 were re-
ported similarly in both the focus
groups and in-depth interviews. To-
gether, the data collected by these
two methods provide a more in-
formed evaluation of HHC work
than would be obtained with either
method alone. In focus groups, “the
memory work effect” and experience
sharing are significant research
methodology advantages. One indi-
vidual’s narrative may awaken “dor-
mant” memories in other focus group
discussants to enrich the conversa-
tion, or when someone initiates shar-
ing a sensitive experience (eg, blood
exposure), others are likely to talk
openly about their own experiences.
Because the focus groups were lim-
ited to frontline clinicians, it was not
possible to obtain detailed informa-
tion on topics occurring at the
agency level, such as device purchas-
ing and safety policies. Therefore,
in-depth interviews with specialists
were necessary. If possible, it is
better to conduct focus groups and
interviews during working hours,
provided there are no adverse con-
sequences to the participants. Al-
though we provided a $50 incentive
for focus group participation, many
clinicians said that this was not
necessarily a strong motivator to
participate after working hours, es-
pecially if anyone had childcare

responsibilities or long travel to the
interview venue.

Dedication Versus Dangers
The clinicians who participated in

the focus groups uniformly reflected
commitment to their profession, sat-
isfaction in forming meaningful rela-
tionships with patients, sensitivity to
the patient’s suffering, and aware-
ness of personal safety concerns in
the field. A home visit requires cir-
cumstances that are not necessarily
encountered in facility-based care
job settings: for example, frequent
long-distance driving, lack of work-
stations, housekeeping (clutter) and
hygiene issues, sudden disruptions
(pets, kids, family members), and
most of all being alone in the field
without support when an unexpected,
difficult situation arises. HHC nurses
and home health aides face a wide
range of physical and psychosocial
hazards. Violence emerged as an im-
portant occupational hazard, espe-
cially in neighborhoods of pervasive
drug use. Although clinicians are
advised to leave an unsafe situation,
it must first be assessed as “danger-
ous.” Furthermore, they face a range
of serious ergonomic risk factors,
namely lifting and moving patients
as well as awkward and static pos-
tures. For 2004, the Bureau of Labor
Statistics reported an incidence rate
of 5.3 nonfatal occupational injury
and illness cases per 100 workers for
home health care services. The over-
all private industry incidence rate is
4.8 similar cases.18 Based on 1995 to
1996 West Virginia workers’ com-
pensation data, Myer and Muntaner
analyzed the types of 386 total inju-
ries recorded for HHC workers:
overexertion injuries and falls ac-
counted for 63% of total injuries,
while motor vehicle accidents ac-
counted for 13.5% of injuries.19 In
many HHC settings, equipment and
assistance for lifting and moving or
for responding to a patient’s fall may
be nonexistent or minimal.19

Clinicians’ dedication to their pro-
fession and patients emerged clearly
as they provided views on preventing
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sharp injuries and blood exposures
(Table 4). While highlighting the im-
portance of availability of properly
designed devices with engineered
sharp injury prevention features and
sharp disposal containers, they also
stressed personal responsibility for
safe work practices (eg, setting up a
clean and safe work area where pro-
cedures utilizing sharp devices are
performed, and eliminating extrane-
ous distractions). In one focus group
discussion, the sense of personal re-
sponsibility and accountability be-
came intense. An “our-own-fault”
type of self-blame emerged several
times, for example:

An overfilled sharps container is nobody’s
fault but our own for not checking on
them . . . Because we keep them in the car. So
it’s not often that we use them. We don’t use
them every day. So you get your assignment
in the morning and you’re thinking OK, I’ve
got my sharps and you get the laboratory
stuff you need but then when you go to use it
and you’re already at the patient’s home, [my
colleague] is smart, she has a backup [dis-
posal container], I don’t.

Maybe [a reason for] under-reporting is be-
cause most of the time it is our fault from
carelessness or something like that. So maybe
we’re feeling oh, God, you know . . .

In any industry, both the self-
blame and “worker-error” mindset
create a challenge for implementing
effective occupational health inter-
ventions. When safety systems func-
tion well, they should “design out” or
minimize the potential for incidents,
regardless of whether the incident is
caused by the user, patient, or work
environment. In the health care in-
dustry context, medical devices, in-
cluding those for blood drawing and
medication administration, should be
designed in such a way that sharp
injury risks are minimized.

Beltrami et al20 assessed risk fac-
tors for blood exposures among
HHC nurses and identified 14,744
home visits that included at least one
sharp use procedure. During these
visits, gloves were worn during 52%
of the time; masks, 5%; gowns, 3%;
and goggles or other eye protection,
2%.20 Their findings raise concerns
about the application of standard pre-
cautions that require using these per-

sonal protective items. Linkages
with improved workplace infection
control practices and management
commitment for occupational health
interventions have been identified.
Green-McKenzie et al have found
strong associations among infection
control practices and 1) the availabil-
ity of personal protective equip-
ment, 2) the presence of engineering
controls, and 3) organizational com-
mitment to safety.21 Gershon et al
introduced a safety climate scale to
measure hospitals’ safety culture
with respect to management of
bloodborne pathogens. It was sig-
nificantly associated with both em-
ployees’ compliance with safe
work practices and the number of
exposure incidents.22

Underreporting Dilemma
Many clinicians in our study re-

ported personal experiences with
sharp injuries and blood exposures.
They also described many barriers to
reporting an injury or exposure. In a
study of 1163 nurses employed in a
variety of health care settings,
Brown and colleagues found that
reporting of work-related injuries
was reduced when nurses felt that
their work culture fostered a climate
of blame.23 Nurses were also less
inclined to report work-related inju-
ries when working in nonstandard
work arrangements.23

Our study found that reporting a
blood exposure can be a time-consum-
ing and frightening “big deal” and that
these factors also can influence report-
ing. Factors related to the health con-
dition of the patients, such as infection
status, also influence reporting. These
findings are consistent with Backinger
and Koustenis, who determined that
HHC clinicians may be more likely to
report needlestick injuries when a pa-
tient is known to be infectious; when
the fear of infection is low, the com-
mitment to report remains low.15

Haiduven identified the following rea-
sons for not reporting exposures: lack
of knowledge regarding the need to
report, time constraints, dissatisfac-
tion with reporting and follow-up

procedures, and confidentiality con-
cerns.24 Gershon et al report that
most hospital-based clinicians found
their follow-up care after bloodborne
pathogen exposure to be excellent.22

Our focus group discussants also
noted that hospitals have more sup-
portive reporting of bloodborne
pathogen exposure and follow-up
system than the HHC setting. Post-
exposure follow-up and treatment
can be initiated quickly in hospitals,
whereas clinicians providing home-
care might be miles away from the
nearest health care facility. In an-
other study, Gershon and colleagues
determined that low reporting rates
among workers in correctional health
care facilities may reflect the diffi-
culty of receiving post-exposure
care; consequently, only serious
bloodborne pathogen exposures are
reported.25

Both the focus groups and inter-
views raised “the health insurance
factor” as an underreporting issue.
One of our interviewees highlighted
that many home health aides stand at
the margins of the workforce and
their jobs can be very temporary.
Because steady employment is para-
mount, it is unlikely that they would
choose to report a needlestick or
blood exposure. The “health insur-
ance factor” also indicates that there
is a lack of understanding about
workers’ compensation insurance
coverage. This lack of understand-
ing highlights the need for better
education by employers of both the
reporting procedures and workers’
compensation coverage.

Social Context of Home as
a Workplace

Clarke et al suggest that needle-
stick injuries can serve as a proxy for
a range of safety and quality issues;
hence, it is vital to understand the
organizational context in which they
occur.26 For hospital settings, such
organizational problems as under-
staffing, inadequate administrative
support, and poor morale were iden-
tified as risk factors. As in hospital
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settings, sharp injuries and blood ex-
posures can serve a proxy for safety
and quality practices in homecare
settings. Regrettably, home as a
work environment is too often as-
sumed to be “comfortable” and not a
priority for occupational health inter-
ventions. However, many HHC tasks
are similar to those performed in
hospitals, including blood drawing,
administering medication through in-
jection or intravenous therapy, and
wound care with bloody dressings.
Each of these presents risks of infec-
tion from bloodborne pathogens.

It is vital to acknowledge the
importance of gender and race or
ethnicity in the homecare work en-
vironment. The vast majority of
HHC practitioners are women,8 and
the number of foreign-born HHC
clinicians has been increasing.7 Re-
sults from Duke University’s Health
and Safety Surveillance System
show an elevated risk of blood and
body fluid exposure among Hispanic
employees.27 Through her study of
HHC workers in Montreal, Cognet
determined that a HHC provider’s
job is not only associated with heavy
physical risk factors and emotional
burdens, but also with invisibility of
HHC providers’ skills that the soci-
ety has molded into an easily quan-
tifiable task list with little value.28

Despite the problems, the study notes
that HHC providers often contribute
more than what is required, declare a
love of their labor, and feel a strong
sense of accomplishment.28 Our
study identified similar findings. De-
spite the hazards, most HHC clini-
cians found their work profoundly
meaningful, citing rewarding rela-
tionships with patients and their fam-
ilies, flexibility and independent
work (compared with the hospital
setting), and regular confirmation
that they make positive impacts on
people’s lives.

Conclusions and
Recommendations

The Massachusetts legislation to
support health care of the elderly

population in private settings rather
than nursing homes3,4 indicates that
the HHC industry will continue to
grow. Despite its social and eco-
nomic importance, hazardous job ex-
posures are still poorly characterized
in HHC. We hypothesize that this is
because the social context of the
caregivers and their work environ-
ment makes them invisible. The
home is not recognized as a work-
place, the workers are predominantly
female, and many are immigrants.
Our qualitative study has demon-
strated that HHC clinicians face reg-
ularly social and physical hazards,
including those associated with
bloodborne infection. Research is
needed to quantify occupational risks
and identify effective interventions.
Health and safety interventions
should be aimed at reducing harmful
exposures while preserving or en-
hancing the meaningful aspects of
the job.
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