
  
 

August 19, 2021 
 

James Frederick 

Acting Assistant Secretary of Labor for  

Occupational Safety and Health 

Occupational Safety and Health Administration 

200 Constitution Ave NW 

Washington, DC 20210 

 

Submitted electronically through www.regulations.gov. 

 
RE: Docket No. OSHA–2020–0004, Occupational Exposure to COVID–19; Emergency 
Temporary Standard; Occupational Safety and Health Administration Interim Final Rule 
and Request for Comments (Vol. 86, No. 116), June 21, 2021. 
 
Dear Mr. Frederick: 
 
On behalf of our 129 member hospitals and health systems, the Minnesota Hospital Association 
(MHA) offers the following comments and suggestions regarding the Occupational Safety and 
Health Administration COVID-19 health care emergency temporary standard (ETS).  
 
MHA generally supports the recommendations and detailed comments submitted by the 
American Hospital Association (AHA). Rather than duplicating AHA’s analysis and suggestions, 
MHA’s comments will focus on the topics of most concern to Minnesota’s hospitals and health 
systems.  
 
Specifically, we are providing comments and recommendations in the following areas: 
 
1. ETS alignment with CDC guidance 
2. Broad definition of exposure  
3. Entrance screenings 
 

 
1. OSHA ETS alignment with CDC guidance 
 
MHA is concerned that the ETS is only partly aligned with CDC guidance. This is especially true 
as we learn more about special circumstances required for those who are immunocompromised 
and the durability of the protective measures that have been put in place, particularly vaccines 
and how such measures perform against the emergence of new variants. We have concerns 
that some parts of the ETS are not in alignment with current scientific evidence or CDC 
guidelines.  
 
CDC has provided critical scientific information and recommendations based on data gathered 
throughout the pandemic; its guidance has evolved and will continue to evolve. Sections relating 
to patient and employee screening and management, physical distancing, and physical barriers 
need to be updated to be consistent with current knowledge surrounding transmission, as 
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indicated in CDC guidance. It has been challenging for hospitals and other health care 
organizations to follow this evolving evidence, yet we view such action as essential and 
regularly amend our practices to ensure the safety of both staff and patients throughout the 
pandemic. This OSHA ETS will complicate those efforts because it is at odds with CDC 
guidance in critical areas such as masking and social distancing. 
 
For example, the ETS provisions addressing physical distancing and barriers do not align with 
current CDC guidance for vaccinated and unvaccinated individuals. The ETS also encourages 
the use of powered air-purifying respirators (PAPRs) instead of N95s, which is not a clear CDC 
recommendation. In fact, the CDC points out certain circumstances where PAPRs may be 
problematic, including: 
 

• A PAPR may interfere with the Health Care Professional’s (HCP’s) visual field because 
of the limited downward vertical field of view. 

• The HCP’s ability to hear may be reduced because of the blower noise, and noise 
induced by the movement of a loose head covering. 

• The HCP’s ability to use of a stethoscope may be limited. 
• PAPR batteries must be recharged or replaced. 
• PAPRs require a significant amount of storage space in between shifts. 
• The facility must train HCP’s or other staff to maintain and properly disinfect and clean 

the PAPR. 
 

All requirements in the ETS should be evidence-based, and OSHA should be in coordination 
with CDC and NIOSH. To achieve this end, OSHA should consider revising the ETS to point 
to the most current CDC guidance and require that covered health care employers comply 
with those ever-evolving requirements rather than detail specific point-in-time recommendations 
that could later change to better support employee health. 
 
Further, as evidence evolves and the coronavirus mutates, we expect there may be more 
changes to CDC guidance. The OSHA ETS as written locks in place compliance with some 
CDC guidance that may soon be out of date, placing the ETS even further out of alignment with 
the latest science. 
 
If OSHA is to create a permanent standard, it should be broad enough to address a range 
of emerging pathogens or recurrent diseases rather than a single specific one. This can 
be achieved by taking a more “All-Hazards” approach to requirements - focusing on strategies 
and processes that should be included in a response plan regardless of the pathogen. The 
standard should be more high level and less tactical. This would create a template for dealing 
with future emerging diseases.  
 
Additionally, the ETS would require hospitals to allow staff to wear a respirator when one is not 
necessary for the job being performed. The requirement is that either the hospital can choose to 
provide this higher level of protection or the employee can bring in his or her own respirator. 
There is an underlying assumption in this element of the ETS that assumes an employee’s 
safety lies in having a higher-level form of PPE, but this is not true.  
 
Safety is the result of coupling the right forms of PPE with programs that assure the right fit and 
equip staff with the knowledge to appropriately don, doff and care for the equipment. During this 
pandemic, we have seen many examples of items being sold as if they met the requirements to 
be N95s when they do not, and people wearing face coverings that are improperly fitted, 
improperly donned or doffed in a manner that could transmit disease.  Even with OSHA’s ‘Mini-
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Respiratory Program’, managing employees who are choosing a respirator outside of this 
program creates undue burden on the system to track, create oversight processes and ensure 
training requirements are met. It also undermines the intent of performing job risk assessments 
as part of OSHA’s RPP requirements and sends mixed messages to employees about their risk. 
 
2. OSH ETS broad definition of exposure 
 
The ETS contradicts the widely accepted definition used by CDC and infectious disease experts 
of what constitutes an exposure. Rather, the ETS uses an overly broad definition that fails to 
account for the fact that health care personnel caring for COVID-19-positive patients in hospitals 
are wearing highly effective forms of PPE; it also fails to account for the vaccine status of the 
health care personnel. Failing to take these factors into consideration could lead to many 
employees being removed from their workstation when there is minimal risk of exposure, in the 
process exacerbating existing staffing shortages. 
 
OSHA guidance is beyond what can be reasonably expected from a facility both from a risk 
standpoint and operational feasibility of identifying potential overlap of individuals who may have 
been in shared space. Contact investigations using existing CDC criteria for ‘close contact’ are 
already routinely done in healthcare facilities, targeting those that are at highest risk for 
transmission. OSHA’s guidance lacks acknowledgement of a risk-based approach and creates 
undue burden to identify individuals who may need to be notified. Furthermore, this could create 
undue anxiety/fear for an individual who has no greater risk in the work environment compared 
to the community and would not fall into the category of needing quarantine or testing per 
existing public health guidance.  
 
3. OSHA ETS entrance screenings 
 
The ETS would require entrance screenings for employees, visitors, and patients. These 
entrance screenings include monitoring temperatures and other related symptoms potentially 
indicative of COVID-19. As envisioned by the ETS, this would require hospitals to place staff at 
all available entrances and conduct such screenings. Not only is this in conflict with current 
CDC guidance, but these screenings have been recommended previously and are 
extremely resource intensive. They have also proven to be ineffective in identifying 
individuals who should be denied entrance to the hospital. OSHA’s guidance lacks 
acknowledgement of the following: 

• Significant proportion of COVID + individuals are asymptomatic and therefore not 
identified through process described (whereas sickest individuals will seek healthcare 
and be screened through existing medical triaging processes) 

• Local epidemiology of COVID transmission, the impact that a facility’s employee PPE or 
vaccination policy 

 
Furthermore, as written in (l)(1)(ii) Health Screening and medical management, OSHA requires 
that screening COVID-19 tests must be provided to employees at no cost to the employee. This 
is reiterated at (l)(4)(ii)(B). This could be read to imply that the employer would be responsible 
for the cost of this testing. Currently insurers and HRSA (for the uninsured) are required to cover 
the cost of COVID-19 testing at no cost to the enrollee. We recommend that it be made clear 
that the employer is not the only source of potential funding any screening COVID-19 
testing.  
 
For your reference we’ve included an appendix with a table of detailed comments that have 
been summarized in our letter.  
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MHA appreciates the opportunity to comment on the OSHA ETS and trusts that OHSA will take 
these comments into consideration when crafting future guidance. If you have any questions, 
please feel free to contact me at (651) 603-3517 or tdaniels@mnhospitals.org. 
 

Sincerely, 
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Appendix  

Regulation Comment 
1910.502 (c) (2)-(3) If the employer 
has more than 10 employees, the 
COVID-19 plan must be written. 
Employer must designate one or 
more safety coordinators to 
implement and monitor the COVID-
19 plan, etc. 

Employers have already done significant work to create 
evidence-based protocols, procedures and policies 
throughout the last 18 months. Adding a separate written 
plan is redundant work that creates additional burden to 
the already stretched healthcare environment 

1910.502 (c) (4)(i) and (7) The 
employer must conduct a 
workplace-specific hazard 
assessment to identify potential 
hazards related to COVID-19 and 
the COVID-19 plan must address 
these hazards identified in the 
assessment 

Very resource and time intensive. The guidelines from 
OSHA on the Job Task Inventory Checklists is unrealistic for 
normal bandwidth and the given timeframe. It also 
shouldn't be relevant as we have existing protocols and 
procedures that should cover all of these roles and 
potential interactions with suspected or confirmed COVID 
(e.g. ‘Safer at Work’ principles, PPE policies) 

1910.502 (d) (2) Screen and triage 
all clients, patients, residents, 
delivery people and their visitors, 
and other non- employees entering 
the facility 

We agree with the principles to identify symptomatic 
individuals, however this is resource intensive for a very 
low yield and is not in alignment with CDC guidance. 
OSHA’s guidance lacks acknowledgement of: 

• Significant proportion of COVID + individuals are 
asymptomatic and therefore not identified 
through process described (whereas sickest 
individuals will seek healthcare and be screened 
through existing medical triaging processes) 

• Local epidemiology of COVID transmission, the 
impact that a facility’s employee PPE or 
vaccination policy 

1910.502 (f) (4) (ii) Use of 
respirators when not required. 
Where the employer provides a 
facemask as required by 
paragraph (f)(1), the employer 
must permit the employee to wear 
their own respirator instead of 
facemask. 

Respiratory Protection Program is risk-assessment driven, 
based on likelihood of exposure to airborne or aerosolized 
infectious particles. Even with OSHA’s ‘Mini-Respiratory 
Program’, managing employees who are choosing a 
respirator outside of this program creates undue burden 
on the system to track, create oversight processes and 
ensure training requirements are met. It also undermines 
the intent of performing job risk assessments as part of 
OSHA’s RPP requirements and sends mixed messages to 
employees about their risk 

1910.502 (i) At eached fixed 
workstation outside of direct 
patient care areas, where each 
employee is not separated by all 
other people by at least 6 feet of 
distance, the employer must 
install solid barriers except where 
the employer can demonstrate is 

Creates undue burden for office cubicle spaces where 
space/capacity is limited by physical floorplan. OSHA’s 
guidance lacks specific guidance to effectively execute: 

• What size barrier is considered adequate? What 
evidenced-based literature is used to support this 
recommendation? 

• Despite a barrier, shared airspace is unavoidable 
in an average office environment and therefore 
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not feasible not an effective measure to reduce risk 
In addition, OSHA’s guidance lacks acknowledgement of: 

• Local epidemiology of COVID transmission, the 
impact that a facility’s employee PPE or 
vaccination policy may play into this 

1910.502 (j) (2) (ii) When the 
employer is aware that a person 
who is COVID-19 positive has 
been in the workplace within the 
last 24 hrs, clean and disinfect 
any areas, materials, etc. 

Healthcare facilities have routine disinfecting policies 
and procedures that go beyond what would be expected 
in a non-healthcare environment. Requiring targeted 
cleaning to specific items the individual touched is 
operationally not feasible, given the variety and types of 
roles and tasks performed within the healthcare 
environment. 

1910.502 (k) (iii) and (v) All air 
filters are rated Minimum 
Efficiency Reporting Values 
(MERV) 13 or higher, if 
compatible with the HVAC 
system, etc. 

Cost and resource intensive particularly for older 
facilities. 
OSHA’s timeline (effective now) not reasonable to even 
complete assessment of labor/cost needs. 

1910.502 (l) (1) (i) Employer must 
screen each employee before 
each work day and each shift. 

We agree with the principles to identify symptomatic 
individuals, however this is resource intensive for a very 
low yield and not in alignment with CDC guidance. 
OSHA’s guidance lacks acknowledgement of: 

• Significant proportion of COVID + individuals are 
asymptomatic and therefore not identified 
through process described 

• Local epidemiology of COVID transmission, the 
impact that a facility’s employee PPE or 
vaccination policy 

1910.502 (l)(3)(i)(B and C) 
Employer to notify employees 
not wearing respirator in a well-
defined portion of a workplace 
(e.g. particular floor), etc. 

OSHA guidance is beyond what can be reasonably 
expected from a facility both from a risk standpoint and 
operational feasibility of identifying potential overlap of 
individuals who may have been in shared space. Contact 
investigations using existing CDC criteria for ‘close 
contact’ are already routinely done in healthcare 
facilities, targeting those that are at highest risk for 
transmission. OSHA’s guidance lacks acknowledgement 
of a risk-based approach and creates undue burden to 
identify individuals who may need to be notified. 
Further, this could create undue anxiety/fear for an 
individual who has no greater risk in the work 
environment compared to the community and would 
not fall into the category of needing quarantine or 
testing per existing public health guidance. 

1910.502 (l)(4)(iii)(A) and 
(5)(iii)(A)...When the employer 
removes an employee in 
accordance with the above, 
employer must continue benefits 

Eliminate employer paid medical removal benefits 

• Poses significant financial strain as only employers 
with fewer than 500 employees are eligible for tax 
relief for COVID related paid benefits 

• Consider requiring job protected absence and 
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to which the employee is 
normally entitled and must also 
pay the employee the same 
regular pay the employee would 
have received had the employee 
not been absent from work up to 
$1,400 per week, until RTW 
criteria met 

encourage waived elimination periods on disability 
plans for COVID related illnesses rather than 
mandating paid leave. 

If mandating paid leave under Medical Remove Benefits: 

• Allow employers to add provisions on paid 
benefits. 

• Lack of parameters around the medical removal 
benefits adds significant risk for high-abuse which 

 data supports related to company paid leave 
throughout 2020 

• This to staffing shortages and potential unit 
closures. 

• Allow employers to define covered earnings ("keep 
whole") 

• Reduce the amount provided by the employer (rather 
than providing a 100% paid leave, consider providing a 
percentages of pay consistent with a disability plan) 

• Add a maximum duration that benefits can be payable 

• The medical removal protection benefits for paid 
leave extends to the duration of a COVID illness 

• Employees who experience long-term effects as a 
result of COVID could continue to receive pay for a 
significant period of time posing concerns 

• In experience with long duration COVID leaves from 
2020-2021, many are self-reported and lack diagnostic 
testing to determine severity 

• Consider denying benefits for those who are found to 
be negligent with PPE 

• Limit eligibility for medical removal benefits to 
symptomatic employees 

1910.502 (m) The employer must 
support vaccination by providing 
reasonable time and paid leave 
to each employee for vaccination 
and any side effects experienced 
following vaccination 

Clearly identify the cap to remove interpretation of 
"reasonable" duration 

• Including time to get vaccinated (i.e. maximum of 4 
hours paid, etc.) 

• Define reasonable time on any side effects 
experienced post vaccination (i.e. 2 consecutive 
calendar days following date of vaccination, etc.) 

 

 

 

 


