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Background	  
 
Since 1998, the CPSO has had a mandatory annual testing, surveillance and reporting for 
BBPs of physicians perceived to regularly perform high-risk procedures in their practice.  
The CPSO has endorsed the SHEA (Society for Healthcare Epidemiology of America) 
guidelines as the basis of deciding who should undergo surveillance. 

Principles	  
 
The SEM asserts the right of patients to reasonable protection and safeguard from BBP 
based on scientific evidence and acceptable recommendations. 
 
The SEM asserts the obligation of physicians to seek BBP testing if they suspect 
exposure and to report any positive results to the CPSO and the Healthcare institution.  
 
The SEM asserts the obligation of physicians to take every precaution and adhere to the 
SHEA guidelines if they are positive for BBPs. 
 
The SEM asserts the right of physicians to reasonable privacy and protection from 
pressure against unreasonable or scientifically unwarranted invasive testing. 
 
The SEM asserts the principles of equality in applying surveillance guidelines.   
 
The SEM asserts the importance of applying best available scientific evidence to the 
policy and its implementation. 
 
The SEM asserts the right of physicians to a well defined process that assure they are not 
unjustly penalized or discriminated against, and their livelihood unreasonable threatened 
if they should test positive for a BBP. 

Discussion	  
 

The Use of Blanket Surveillance and testing 

One has to start by reviewing the role of the SHEA guidelines as the basis of blanket 
provider testing.  It is paramount to understand that the SHEA guidelines were developed 
to provide a framework for the protection of patients in the case of a provider being 
already positive for a BBP.  They were never intended, nor do they even claim to be, 
guidelines for mass testing of providers.  Furthermore, the list of Category III procedures 
that the CPSO has always used for the basis of blanket surveillance is for such procedures 
that carry a provider-to-patient transmission risk and not the other way around.  
 
To quote the SHEA guidelines: "SHEA recommends the additional protection of 
restricting health care providers from performing Category III procedures if the 
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healthcare provider is infected with a blood borne pathogen and meets other criteria, as 
delineated in this document." SHEA does not recommend at any point the surveillance of 
any physicians who might do any of these procedures. In Fact, the SHEA guidelines 
clearly state: “Mandatory HBV, HCV, or HIV screening of healthcare providers is 
not recommended”.  We could not find any SHEA recommendation for blanket 
surveillance in this document (or any of their guidelines published on the website 
http://www.shea-online.org/GuidelinesResources/Guidelines.aspx.)  
 
SHEA recommends that provider testing be done only when there is an exposure to 
the physician (as defined by the CDC a percutaneous, mucous membrane or nonintact-
skin exposure). Even then, SHEA clearly recommends that testing be done confidentially 
and at an institution not a regulatory body level. If the provider seroconverts, the SHEA 
guidelines would be used to structure his/her practice in a manner that protects patients.   
 
We conclude that there is no scientific evidence or accepted national or international 
recommendations to support the CPSO’s use of Category III list as the basis for 
blanket surveillance of physicians.  In fact, this is contrary to SHEA 
recommendations. 

Surveillance of Emergency Physicians 

As far as this pertains to Emergency Physicians, we have conducted a thorough medical 
literature search regarding BBP transmission and Emergency Physician Surveillance.  We 
could not find any scientific literature recommending the surveillance of Emergency 
Physicians.  
 
Furthermore, ALL the cases cited by SHEA for provider-patient transmission involved 
surgeons.  No citation is made of Emergency Physician involvement.  SHEA states 
"Since 1996, there have been an additional 10 reports of hepatitis B transmission 
from providers to patients. These cases have generally been associated with HBV-
infected surgeons; one case was associated with an infected dentist", i.e. none associated 
with Emergency Physicians.  In fact, searching the guideline document reveals no 
mention of Emergency Physicians at all.   
 
The basis for requiring Emergency Physicians to undergo blanket testing seems to stem 
from a theoretical fear of being bitten by patients, performing open cardiac massage, or 
applying deep sutures to control bleeding during trauma (all considered high risk 
procedures from provider-to-patient transmission by SHEA).  This risk is theoretical with 
the vast majority of Emergency Physicians likely going through their professional lives 
without ever encountering them.  To do any of them would be, in the professional 
lifespan of an average Emergency Physician, an unusual event done in extremes.  Most 
Emergency physicians (unless they work within Trauma Teams for example) do not 
perform open resuscitation, do not do deep suture in trauma patients, do not do open 
cardiac massage, and do not personally physically interact with violent or seizing patients 
so as to pose a "significant" risk of being bitten.  While Emergency Physicians do (no 
more than psychiatrists) interact with potentially violent patients, they do not personally 
restrain or physically react to the violent acts if they should arise. 
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We acknowledge that this is a multifaceted and complex issue.  This results from the 
small number of cases of healthcare provider related BBP, resulting in limited published 
scientific evidence.  Added to that is the deep social dimension to the issue making it 
difficult to be fully objective in structuring guidelines.   We stress, however, that there 
is neither scientific evidence nor published precedent that we could find to support 
the blanket screening of Emergency Physicians.  To use a theoretical fear, not 
supported by any science or evidence, to force such blanket testing is an unfounded and 
unnecessary violation of Emergency Physicians’ personal rights and autonomy of person. 
 

The Mathematics of Blanket Surveillance  

There are many reasons why blanket testing for BBP is not recommended, one of them is 
the unintended high cost, both in dollars and anguish, of testing, especially the effect of 
false positive results.  Take HIV for example. In Ontario, the prevalence of HIV is 0.2% 
(Public Health Agency of Canada 2008 Data).  The HIV population has well defined risk factors 
(men who have sex with men, IV drug users, women who have sex with the above, and 
Aboriginal, African, Caribbean Ontarians).  Proposing lower than population IVDU in 
Emergency physicians and their sexual partners, then the prevalence of HIV in Ontario 
Emergency physicians (or physicians as a whole) would be in the order of 0.1%-0.15%. 
 
If we were to consider an HIV test of 0.999 sensitivity and 0.996 specificity, and given 
the above prevalence, the Positive Predictive Value of a positive test would be in the 
order of 20%-27%. This means that for every true positive there are likely to be 3 to 
4 physicians who will have a false positive screening test.  Those would go on to 
undergo unnecessary testing, the stigma of a positive tests, and the negative effect all that 
has on their families, social lives, mental health, livelihood, insurability and countless 
other aspects of their lives. 
 
Given that there have been ZERO cases of Emergency Physician-to-patient HIV 
transmission reported in the global literature, the simple math of surveillance is the best 
evidence why Blanket Surveillance of Emergency Physicians (and probably 
physicians as a whole) is a costly and unreasonably cruel undertaking surely to 
cause more harm than good and should be restricted to the physician population at 
risk, i.e. physicians who suffer an exposure themselves.	  

Recommendations	  
 

1. Blanket surveillance of Emergency Physicians is not supported by the evidence, is 
likely to cause more harm than good and should not be recommended or required.  
This is a practice purely predicated on fear rather than science and research. 

 
2. SHEA guidelines provide a great framework for managing the risk of provider-to-

patient transmission when a provider is known to be positive for BBP.  These 
guidelines were never intended as a basis for designing surveillance programs.  In 
fact, the guidelines clearly state that blanket surveillance of physicians is not 
recommended. 
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3. Outside the surgical realm (General, trauma, OBGYN, orthopedics, Facio-

maxillary etc.), there seems to be no evidence supporting physician surveillance 
or even an increased risk of provider-to-patient transmission. 

 
4. There is a responsibility on physicians to undergo BBP testing if they suffer an 

exposure, e.g. needle stick injury. Such testing is both a professional 
responsibility and mandate. 

 
5. There is a responsibility on physicians to be vaccinated for BBPs.  HBV vaccines 

are safe and available.  The same would apply once a safe and proven vaccine 
should become available to HCV or HIV. 

 
6. There needs to be a better, well-developed and clear framework on how to deal 

with physicians who report a positive test.  The OMA should be deeply involved 
in such framework.  It would be designed and implemented to firstly assure 
patient protection in accordance with the best scientific evidence and practices.  It 
would secondly balance that protection with de-victimization and support to the 
said physician respecting his or her liberty and livelihood. 

 
Thank you for allowing us the opportunity to make this submission.  Please feel free to 
contact the Section if you should require further information or our presence in person. 
 




