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ABSTRACT

Police officers are exposed to many incidents that present varying degrees of

occupational risk. Police officers expect to perform searches, experience assaults, handle

evidence, and possibly render life-saving medical services. The population that engages

in high-risk behaviors regarding bloodbome pathogens is over represented within the

criminal justice system. Police officers are often confi-onted with the risk of transmission

to the bloodbome pathogens human immunodeficiency vims (HIV) and hepatitis B

(HBV) when dealing with this population. The purpose of this study was to identify the

various factors that may influence Knoxville City law enforcement officers’ perceptions

of the risk of being occupationally exposed to HIV and HBV.

This study collected data describing 105 Knoxville police officers' demographics

and then compared their self- reported level of perceived risk by using four hypothetical

case scenarios. The instmment used for this study was developed through the review of a

panel of experts and two pilot studies to obtain face validity. It consisted of a two-part

questionnaire. The first part included questions about the officers' formal education.

experience in law enforcement, training received concerning HfV and HBV, and HBV

immunization status. The second part of the questionnaire consisted of four scenarios

designed to have an increasing degree of occupational risk. The police officers recorded

the degree of perceived risk they felt they would have in these four scenarios. The

perceived risk levels were high, moderate, and low. The ordinal data were collapsed into

working groups for each of the variables: formal education, training, experience, and

HBV immunization status. The Somers’d (yx) association test for two ordinal variables
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used to address the research questions. Data were analyzed using SPSSX statisticalwas

software.

In conclusion, the investigator found that formal educational level influenced a

police officer's level of perceived risk. The other independent variables of experience,

training received, and HBV immunization status were not statistically significant. It was

suggested in the literature review that education in the form of timely training could

increase an officer's level of knowledge and alleviate many occupational fears of HIV and

HBV.

Recommendations from this study included hiring officers with more formal

education, which in turn could reduce the liability for a police department. The

investigator also recommended offering training that compensates for the differences in

the formal educational levels of officers. This would include targeting officers with lower

levels of education for training intended to help them understand the actual risks of

occupational exposure to HIV and HBV. Police officers are an excellent source of

information for many high-risk populations, and accurate information concerning the

behaviors associated with HIV and HBV may serve to educate many high-risk

populations.
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Chapter 1

Introduction

Law enforcement personnel are on the front line in many emergency and crisis

situations that require them to assume varying degrees of occupational risk. Police

officers are aware of many occupational dangers they may face in the performance of

their duties. The danger of possible occupational exposure to the bloodbome pathogens

human immunodeficiency virus (HfV) and hepatitis  B(HBV) is not clear in many cases.

Since its identification in 1981, acquired immune deficiency syndrome (AIDS) has

created much fear and misinformation, particularly within the criminal justice system.

This fear can create misconceptions concerning the transmission of these diseases, which

in turn can affect how an officer perceives the actual risk to occupational exposure in

certain situations. This perception of risk can alter the way an officer performs his or her

duties.

The Centers for Disease Control (CDC) reported 26,546 cases of AIDS for 1996

and 20,222 cases reported as of May 24, 1997 {Morbidity and Mortality Weekly Report,

1997). The CDC reported 3,644 cases of HBV for 1996 and 3,282 cases of HBV reported

as of May 24,1997 {Morbidity and Mortality Weekly Report, 1997). From 1982 through

1996, 5,876 Tennesseans with HfV have progressed to AIDS and have been reported. Of

these persons, 2,630 are living with AIDS and another 3,958 reported with HIV since

reporting began in 1992 (Tennessee Department of Health, 1997). Through 1996, an

estimated 29.4 million worldwide had been infected with HIV, of whom approximately
1



8.4 million have developed AIDS (World Health Organization, 1997). On April 30,1997,

the Tennessee Department of Public Health for the Eastern Region reported 447

cumulative cases of AIDS and 438 cumulative HIV cases in Knox County. Estimates

indicate 11,000 to 14,000 Tennesseans were HIV+ at the end of 1996 (Tennessee

Department of Health, 1997). The actual number of people infected with HIV or HBV

passing through this area who come into contact with law enforcement personnel can

only be speculated.

Federal "Duty to Act" laws mandate all law enforcement personnel to provide a

reasonable level of care to all who need emergency services. The courts have ruled

against police departments that failed to train their officers adequately concerning

bloodbome pathogens. Officers must often use their own discretion when dealing with a

wide variety of offenders and suspects. Officers are aware of obvious risks, but the

perception of risk that bloodbome pathogens represent can change according to the

situation. Therefore, it is important to identify the level or degree of perceived risk law

enforcement officers have regarding possible contraction of HIV or HBV through

occupational exposure.

Some debate exists as to whether law enforcement officers have contracted HIV

or HBV through occupational activities. A study by the FBI indicated that between 1981

and 1991 7 officers contracted HIV and 31 contracted HBV through occupational duties

(Bigbee, 1993). The CDC did not consider these cases to fall within their guidelines of

occupational exposure. The risk of occupational exposure to HIV and HBV is real when
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law enforcement officers face assaultive behavior including bites, conduct searches,

handle evidence, and perform CPR. This threat becomes more evident upon realizing

that persons who engage in high-risk behaviors, possibly leading them to contract HIV

and HBV, are probably over represented among suspects and offenders with whom law

enforcement personnel deal daily. The overall rate of confirmed AIDS cases among the

nation's prison population (0.52%) was more than seven times the rate in the general

population (0.07%) (Brien and Beck, 1996). The United States has one of the highest

rates of illicit drug use in the modem world (Hammet, Hunt, Gross, Rhodes and Moini,

1991). Intravenous (IV) drug users are frequent clients of the criminal justice system. In

a study of Los Angeles County arrestees in 1989, it was estimated that about 14 percent

of the criminal population were IV drug users (Hser, Longshore and Anglin, 1994).

Correspondingly, criminally active addicts have been shown to be more likely than other

addicts to engage in drug-related HIV- risk behaviors (Magurg, Rosenblum and Joseph,

1991). Offenders and inmates with HIV infection and AIDS are not uncommon. At a

minimum, 4.6 percent of all AIDS cases in the United States have occurred among

inmates (Hammet, Harrold, Gross and Epstein. 1994). Almost one in 10 deaths (9.7%) in

American jails between July 1992 and June 1993 were AIDS related (Perkins, Stephan

and Beck, 1995). Intravenous drug users represent the population that is most likely to

place law enforcement officers at risk for exposure to HIV transmission.

The Occupational Health and Safety Administration (OSHA) in 1991 passed the

Code of Federal Register 1910.1030, which recognized the importance of training when
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dealing with possible occupational exposure to bloodbome pathogens and mandated such

training. Education and training have been recognized as cornerstones of the criminal

justice system’s response to ADDS (Hammett, Hunt, Gross, Rhodes and Moini, 1991)

since law enforcement personnel, by the nature of their jobs, assume such risks when they

are on duty.

Many factors can affect a police officer’s perceived risk in any situation. Obvious

dangers such as guns and knives represent a different level of perceived risk than the

obscure dangers that bloodbome pathogens represent. The perception of risk officers

have toward these diseases may adversely affect the level and quality of services rendered

during stressful situations. The ethics of the law enforcement profession require that

officers provide the same level of care and degree of service to all individuals regardless

of circumstances. The fear generated by the AIDS epidemic is real, and this fear can

affect a law enforcement officer's response in the performance of his or her duties.

It is easy to record the number of occupational injuries as they occur, but not so

easy when exposure to certain dangers do not show for weeks, months, or even years.

Since there is not presently a vaccine to prevent HIV infection, and since some officers

do not utilize the hepatitis B vaccine, preventive education aimed at increasing an

officer's awareness appears the best way to reduce perceptions of fear and risk.

Statement of the Problem

A very limited amount of descriptive research appears to exist concerning police

officers’ perceptions of risk regarding occupational exposure to the bloodbome pathogens
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human Immunodeficiency virus (HIV) and hepatitis  B(HBV). The research problem

under consideration was to identify various factors that may influence a police officer's

perceptions of risk concerning occupational exposure to HIV and HBV, by utilizing

common at-risk case scenarios. Identifying these factors was important so that quality

training may be implemented to reduce fear and misconceptions that may affect an

officer's delivery of services.

Purpose of the Study

The purpose of this study was to measure police officers’ levels of perceived risk

of occupational exposure to HIV and HBV. Case scenarios were used to determine

whether the amount of formal education, HIV and HBV training received, experience.

and HBV immunizations were significant factors in determining the officer’s reported

level of perceived risk.

Research Questions

Does the amount of an officer's formal education influence his or her level1.

of perceived occupational risk to HIV?

2. Does the amount of an officer's formal education influence his or her level

of perceived occupational risk to HBV?

3. Does an officer's amount of law enforcement experience influence his or

her level of perceived occupational risk to HIV?

4. Does an officer's amount of law enforcement experience influence his or

her level of perceived occupational risk to HBV?
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Does the amount of an officer's HIV training influence his or her level of5.

perceived occupational risk to HIV?

Does the amount of an officer's HBV training influence his or her level of6.

perceived occupational risk to HBV?

Do HBV-immunized officers have significant differences in the level of7.

perceived occupational risk to HBV compared to those who are not

immunized?

Need for the Study

No known national database exists for this type of risk assessment, and

having such information may assist in the development of training procedures

commensiuate with the level of risk perceived. The issue of liability concerning

law enforcement persoimel and offenders may center on the quality of services

rendered during both routine and crisis situations. The issues of education and

training are key factors in determining negligence on the part of the law

enforcement personnel in emergency situations. The idea that knowledge of AIDS

is inversely related to negative attitudes and fears surrounding the disease is

supported by research findings. In 1987 Royse, Dhooper, and Hatch found that a

greater level of knowledge about AIDS was significantly associated with a greater

level of empathy and a lower level of fear of AIDS. This inverse relationship

between knowledge and fear has been observed in both the health care and

criminal justice fields (Gerberding, 1988; Laszlos and Ayers, 1986).
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Assumptions

The assumptions of the study were:

The law enforcement officers sampled would be

representative of those serving in the Knoxville Police

1.

Department.

2. The participants would answer all questions accurately and

honestly.

The participants selected would agree to voluntarily

participate in the study.

No communication would take place between the subjects

during the completion of the instrument.

These case scenarios would adequately determine the level

of occupational risk to HIV and HB V.

Limitations

Some elected participants may be unwilling to complete

and return the questionnaire.

This study did not employ randomized techniques.

3.

4.

5.

1.

2.

3. There was no control over the perceptions already formed by the

subjects before the study regarding the various risks associated

with the case scenarios.
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Delimitations

The study was delimited to measuring perceived risk to two1.

viruses, namely HIV and HBV, as measured by the case

scenanos.

2. The study was delimited to currently active law

enforcement officers serving in the patrol division on

November 21 and 22,1995, of the Knoxville Police

Department.

Definition of Terms

Acquired Immunodeficiency Syndrome (AIDS)—a communicable disease caused by a

retrovirus that compromises the human body's immune system.

Case Scenario—situations originally designed by the Department of Health and Human

Services, the Public Health Service, and the Centers for Disease Control and published in

A Curriculum Guide for Public-Safety and Emergency Response Workers.

Dependent Variable—for the purpose of this study, the variable measured by the

reported degree of perceived risk to HIV and HBV within the case scenarios. The choices

included high, moderate, and low.

Formal Education—an independent variable determined by the educational level marked

by the officers on the questionnaire. These ordinal data were collapsed into the following

categories: (1) high school, GED, and some college, (2) associates degree, (3) and

bachelor’s degree or better.
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Experience—an independent variable determined by the amount of experience in laAv

enforcement as recorded by the officers on the questionnaire. These ordinal data were

collapsed into the following categories: (1) less than one year up to three years, (2) four

to six years, and (3) seven or more years.

Hepatitis B (HBV)—a viral infection that affects the liver. The effects of the disease on

the liver can range fi'om mild (even inapparent) to severe or fatal.

Hepatitis B (HBVImmunization) —an independent variable determined by the response

on the questionnaire asking if the officers had received any of the HBV immunizations. If

the officers had received at least one of the shots, they were considered immunized.

Human Immunodeficiency Virus (HIV) Positive—the demonstration of antibodies to

HIV-1.

Independent Variables—for the purpose of this study, demographics such as formal

education, experience, HBV immunizations, and training received concerning HIV and

HBV.

Occupational Exposure—exposure occurring during the performance of job duties that

may place an officer at risk of contracting HIV or HBV infection as measured by the

association between the dependent and independent variables identified in this study.

Law Enforcement Officer—a trained member (with civil service status) of a police force

who is entrusted by Knoxville City with maintenance of public peace and order,

enforcement of laws, and the prevention and detection of crime.
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determined as the measure of the officers' recorded levels of perceivedPerceived Risk

risk to the case scenarios used in this study: high, moderate, or low according to the four

scenanos.

Risk—the likelihood or potential to cause harm.

Training—an independent variable determined by the open ended response on the

questionnaire. The questioimaire asked the officers how many different series of training

they received while in law enforcement concerning HIV or HBV. These ordinal data were

collapsed into the following categories: (1) one to two training series, (2) three to five

training series, and (3) six or more training series.

Summary

Chapter One explores the scope of the problem that occupational exposure to HIV

and HBV represents to law enforcement personnel. The chapter explains how this study

was undertaken and lists the research questions that were tested. Chapter Two includes a

review of the epidemiology of HIV and HBV, an overview of some of the legal and

political issues involved concerning occupational exposure to HIV and HBV, research of

similar professions dealing with the same populations, and known risks of occupational

exposure to these bloodbome pathogens. Chapter Three reviews the research design used

to address the research questions. This includes the development of the survey through

the review of a panel of experts and two pilot studies used to establish face validity. The

chapter includes the methodology used in collecting the data and an explanation of how
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the data were gathered and analyzed. Chapter Four analyzes the data in terms of which

results were statistically significant. The chapter determines how the research questions

were answered. Chapter Five includes the findings, conclusions, and recommendations

based on the study. The chapter reviews all of the aspects that influenced the study and

the findings. Chapter Six is devoted to the researcher’s perspectives of the study and

findings. The chapter includes recommendations for future studies and possible training

techniques.
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Chapter 2

Review of Literature

Several areas of research are relevant to AIDS and to the attitudes that law

enforcement personnel may have concerning AIDS education. For the purposes of the

study, this chapter has been divided into two sections. The first section contains a brief

review of the medical aspects of AIDS/HIV and HBV as well as Tennessee and Knox

County epidemiological characteristics of these diseases. This section will also review

litigation issues that confi-ont law enforcement personnel in their decisions concerning the

administration of services to HIV-infected individuals within the occupational setting.

The second section consists of a review of the studies concerning knowledge of AIDS

pertaining to several related occupations. This section also consists of a review of studies

of AIDS education as it relates to law enforcement occupations.

Medical and Epidemiological Aspects of AIDS

Acquired immunodeficiency syndrome (AIDS) is a disease caused by a retrovirus

called human immunodeficiency virus (HIV). The virus causes the failure of the immune

system to fight off opportunistic infections and retains tumors that may be malignant. As

a result, the infected person may not die fi-om AIDS, but rather fi-om opportunistic

infections such as pneumocystis carinii, Kaposi's sarcoma, and lymphomas. HIV is one

of a class of retroviruses, so named for their ability to reverse the ordinary flow of genetic

information within the infected cell (Gallo, 1988).
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AIDS was first officially announced on June 5,1981, by the Centers for Disease

Control (CDC) in its weekly bulletin Morbidity and Mortality Weekly Report. The official

use of the acronym AIDS began in the summer of 1982, as used by the CDC. The name

suggests a clinical, not a pathological concept. AIDS is a pathologic state emanating

fi’om an infection with the HIV virus.

In 1983 and 1984, scientists at the Institute Pasteur in Paris and at the National

Institutes of Health identified and isolated the causes of AIDS. The virus was first called

lymphadenopathy-associated virus (LAV), or human T-cell lymphatropic virus type III

(HTLV-III), because it was known to affect the white blood cells, called helper T-cells.

These cells normally activate other cells to produce antibodies that will attack invading

organisms. The AIDS virus invades these white blood cells, seriously impairing the

body's ability to defend itself against infection.

Individuals who become infected with the virus go through four mutually

exclusive stages. As identified by the CDC, the first stage often occurs within three

weeks of exposure. The symptoms include fever, swollen glands, fatigue, and headache

and disappear within weeks. During this stage the infected person testing positive with

HIV antibodies is capable of transmitting the disease to others.

In the second stage of HIV (following the initial infection and after a positive test

has identified the HIV virus), a person may remain asymptomatic for an undetermined

length of time. In the third stage of HIV, a proportion of HIV-infected individuals with

no other symptoms may manifest persistent swelling of the lymph nodes, or
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lymphadenopathy. In the fourth stage of HIV, infected individuals begin to experience

fever, diarrhea, and weight loss. This stage of infection has often been referred to as

AIDS-related-complex (ARC); however, the term ARC is non-specific and tends to

obscure the life-threatening aspects of this stage of AIDS (Laszlo and Ayers, 1986). The

CDC also has an IV-B classification, which includes neurological cognitive disorders or

one of the opportunistic infections such as pneumocystic carinii pneumonia and Kaposi's

sarcoma. Fauci (1986) estimates that the number of persons with ARC symptoms is up to

ten times greater than the number of persons with AIDS.

The CDC reports that as of June 1997, the total number of reported AIDS cases

was 476,899. It is projected that most of those affected in the future will be heterosexual

females, homosexual and bisexual men, and IV drug users and their sexual partners.

Surveillance

The surveillance definition, or when HrV+ becomes AIDS, was broadened on

January 1, 1993, to include HIV infection with laboratory evidence of severe deficiency

of the immune system, as determined by a CD +AT- lymphocyte (white cells) count of

fewer than 200 cells per microliter. The broadened definition also added invasive cervical

cancer, recurrent bacterial pneumonia, and pulmonary tuberculosis when found in persons

who also are infected with HIV. The expanded definition was expected to nearly double

the number of new AIDS cases reported in the first year, with small increases thereafter.

The long-term main effect of this broadened definition has been to include individuals
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earlier in the course of their HTV infection, thereby sharply increasing the reported

figures.

Tennessee

As of June 30,1997, an estimated 6,714 persons who tested HrV+ had progressed

to AIDS, as reported by the Tennessee Department of Health. An estimated 12,000

Tennesseans (1 in 425) were HrV+ by the end of 1994. The Tennessee Department of

Public Health estimated that by the end of 1996,11,000 to 14,000 persons (1 in 275)

would be HIV+. The reported AIDS rate in 1995 for Tennessee was 17.1 cases per

100,000, up from a rate of 14.5 in 1994. During that period the overall national average

declined 7 percent, with Tennessee showing one of the largest increases.

Knox County

As of April 30,1997, the Tennessee Department of Health reported 447

confirmed cases of persons testing HrV+ in Knox County. Reported cases for the city of

Knoxville per 100,000 population from Julyl994 to June 1995 was 14.1 (CDC., 1996).

This figure reflects only actual reported cases, not those who are infected but do not know

it.

Future

The future course of the worldwide HIV epidemic cannot be accurately predicted.

An estimated 40 million people worldwide will be infected by the end of the decade

(World Health Organization, 1997). According to the World Health Organization, an

estimated 2.5 million people worldwide have developed AIDS, and an estimated 14
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million people, one million of these Americans, have been diagnosed with HIV.

According to Dr. James Curren, director of the federal AIDS project, 5 percent or more of

those infected with HIV will develop AIDS annually.

Hepatitis B

Hepatitis is a major health problem worldwide and poses a definite risk of

occupational exposure to public safety personnel. Hepatitis is a major contributor to

cirrhosis of the liver and to liver cancer.

Hepatitis B was first identified as a causative agent of acute hepatitis and chronic

liver disease in 1967. It appears to be an etiologic factor in primary liver carcinoma.

Worldwide, hepatitis B is a leading cause of adult mortality, with an estimated 200 to 300

million carriers (CDC, 1992).

Since it became available in 1982, hepatitis B vaccine has been a powerful

weapon in the fight to prevent occupational exposure to this disease. The vaccine has a

strong record of safety and efficacy with no major problems reported concerning this

vaccination. Hepatitis B is transmitted by exposure to body fluids through blood

transfusions, needlestick injuries, bites, sexual contact, intravenous blood use, and

perinatal transmission. Carriers and persons with acute infection have the highest

concentrations of HBV in blood and serous fluids. This disease is particularly noticeable

among people whose occupations bring them into contact with infected blood, blood

products, or other body fluids such as saliva or semen. The virus can live in dried form

on environmental surfaces for at least seven days. Public safety personnel should be
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provided with this vaccine at no cost. It is estimated that 300,000 cases of hepatitis occur

in this country per year and that 20,000 health care providers develop hepatitis B each

year. Approximately 200 health care providers die each year as a result of the hepatitis B

viral infection {Morbidity and Mortality Weekly Report, 1993).

The federal government's viewpoint concerning occupational exposure to

bloodbome pathogens has been established with the goal objectives published in the

Healthy People 2000 report. The goals of Healthy People 2000 focus on increasing the

use of the hepatitis B vaccine to 90 percent and reducing the incidence of occupational

exposure to no more than 1,250 cases (Department of Health and Human Services, 1990).

Knox County

As of July 18,1997, the Tennessee Department of Public Health reported 12

confirmed cases of HBV in the Knox County area. In 1996, 27 confirmed cases were

reported in this area. In Tennessee, as of July 5 th, 1997,234 cases of HBV were reported,

compared to 488 total cases for all of Tennessee in 1996. The CDC reported 1,342

for the entire United States for the year of 1995, but estimates at least 240,000 people will

become infected with this disease {Morbidity and Mortality Weekly Report, 1995).

Liability Issues Facing Public Safety Personnel

Public safety personnel are often exposed to a wide variety of occupational risks.

These risks have led to laws, regulations, and national standards that address these issues.

cases

Infection control laws, standards, and regulations include:

1. U.S. Congress (public law).
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U.S. Department of Labor, Occupational Safety and Health Administration2.

(OSHA).

International Association of Chiefs of Police (lACP).3.

Ensuring compliance as well as providing employees with proper training for

dealing with bloodbome pathogens are important steps in infection control. The

possibility of major litigation involving AIDS and public safety personnel is growing

rapidly. While such regulations vary from jurisdiction to jurisdiction, the most common

ones are:

Duty to act- laws requiring emergency response personnel to provide a1.

'reasonable level of care" to all patients.

Patient abandonment - laws specifying that patient care may only be2.

relinquished to someone having an equal or higher level of medical

expertise.

Biohazard waste - laws governing the storage, handling, and disposal3.

of medical waste.

Public Law

The Ryan White Comprehensive AIDS Resources Emergency Act of 1990 (PL

101-381) delineates specific notification requirements that allow emergency-response

personnel to find out if they have been exposed to an "infectious disease" while providing

care. The issues of confidentiality regarding a person known to have AIDS, versus the

right to know of public safety personnel, is well documented.

18



InZ)oe V. Borough ofBarrington (1990), the court ruled against Barrington police

officers for violating Doe’s civil rights—specifically to the constitutional right of privacy.

At the time of a prior arrest, Mr. Doe had informed the police that he had tested HIV+.

When Mr. Doe was later involved in an auto accident, the same police officers revealed to

other police officers at the scene that Mr. Barrington was HIV+. The court stipulated that

the officers had a duty to keep AIDS information confidential, barring them from

informing anyone other than the patient and his or her immediate family. [It should be

noted that this suit was brought under 42 USC 1983, which by its terms applies only to

governmental agencies and employees of governmental agencies.]

In a similar case, the court in Estate of Behringer v. Princeton Medical Center

(1990) held that the medical center breached its duty of confidentiality by failing to take

reasonable precautions to prevent an AIDS diagnosis fi-om becoming public. The court

noted that a patient "must be able to secure medical services, without fear of betrayal and

unwarranted, embarrassing, and detrimental disclosure" (592A.2d 1251,1268). The court

takes the stand that confidentiality regarding AIDS is a constitutional right and those

violators will be held accountable. The pervasive theme for public safety personnel is

that, once they accept a call and arrive on the scene, a sufficient special relationship is

formed, requiring the responders to treat all patients found at the scene. This is true

regardless of whether the patient is a known or suspected AIDS carrier. Emergency

medical providers, which include law enforcement personnel, are required by the
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Rehabilitation Act of 1973 (which prohibits discrimination against individuals solely

based on a handicap) to respond and provide services when requested.

Persons testing positive for HfV fall within the protection of the Ryan White Act.

These regulations and court cases typically dictate to public safety personnel what is

expected of them when rendering services. The view of AIDS issues through the eyes of

the law, however, often removes the human factor.  A potential exists for much litigation

within the public safety domain concerning law enforcement response to AIDS carriers.

Those responding to medical emergencies are, first and foremost, providers of health care

and not judges of those whom they are called to help.

The risks of occupational exposure to HIV have been strongly influenced by

OSHA regulation 29 CFR 1910.1030, Occupational Exposures to Bloodbome Pathogens

(see Appendix A). This regulation was released on December 2,1991, and the final rule

affects public safety personnel. The final rule established standards for workplace

protection from bloodbome pathogens. OSHA guidelines require specific training

guidelines to educate employees about occupational exposure to bloodbome pathogens.

Personnel knowledgeable in the subject matter must provide training at no cost during

working hours. The hepatitis B vaccination must be available within ten working days of

the employee's initial assignment involving occupational exposure. The vaccination is

voluntary and requires three injections of the vaccine at least two months apart. The

OSHA guidelines are clearly stated in performance terms: "Ensure that all employees

understand the hazards...so that employees accept and follow established safety and
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health precautions” (Department of Labor, 1991). These regulatory mandates are not

designed to motivate employees, but to educate them about the serious effects of

occupational exposure to bloodbome pathogens.

Studies of AIDS Knowledge and Attitudes

This section includes research concerning occupational exposure of law

enforcement personnel and related professions. The research on law enforcement is

reviewed since it relates to similar occupations working with the same personnel.

including corrections, probation, and parole personnel.

Review of Related Literature

The occupational exposure regarding the possibility of HIV transmission through

accidental contact with contaminated blood is of concern to professionals within the

health care, emergency medical services, and public safety fields. However, numerous

studies have confirmed that such transmission represents a small occupational risk.

Approximately 4.4 million health care workers in the United States receive an estimated

800,000 needlestick and other injuries from sharp objects annually (Jagger and Pearson,

1991). It was estimated that 16,000 of these objects are contaminated with HIV and that

HIV is transmitted by approximately 3 of every 1000 HIV- contaminated needlesticks.

Although studies indicate that the estimated risk for HIV infection after a percutaneous

exposure (through the skin) to HIV infected is approximately 0.3 percent, factors

influencing this risk have not been determined {Morbidity and Mortality Weekly Report,

1995). In a national study conducted by the CDC of 870 health care workers who
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accidentally received needlestick injuries or cuts with sharp objects and were exposed to

blood from patients known to be HIV infected, four tested positive, yielding a

seroprevalence (ratio of positive to negative) rate of 0.47 percent (CDC and National

Institute of Occupational Safety and Health, 1989).

In an effort to assess potential risk factors, the Centers for Disease Control, in

collaboration with French and British public health authorities, conducted a retrospective

case control study using data reported to national surveillance systems in these coimtries.

This case study focused on health care workers who had a documented occupational

percutaneous exposure to HIV- infected blood and no other exposure to HIV and were

HIV seronegative (testing HIV negative) at the time of the exposure and at least six

months later. The study included all health care workers in the United States whose

exposure occurred during January 1988- August 1994. Information collected about these

exposures included the type of device involved, gauge of hollow- bore needle (diameter

of the inside of the needle), type of procedure being performed, whether the procedure

was an emergency, use of gloves, time from the exposure, presence of visible blood from

the source patient on the device, and severity of the injury {Morbidity and Mortality

Weekly Report, 1995). These findings indicated an increase risk for HIV infection

following percutaneous exposure was associated with these factors: the risk increased

with the larger amount of blood as indicated by (1) a device visibly contaminated with

blood, (2) a procedure that involved a needle directly in a vein or artery, or (3) deep

injuries involving deep needlesticks. It was found that risk of HIV infection is reduced
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with the use of zidovudine (drug used to fight off HIV virus) and that a low rate of HIV

seroconversion (changing fi-om positive to negative) following health care workers'

occupational exposure to HIV was indicated in this 1995 study.

In an effort to assess the natiue and frequency of blood contact to emergency

medical workers during an eight-month period, an interview process was established for

the study. Interviews were conducted after the workers returned fi-om emergency

transport calls. During 165 shifts 2,472 patients were attended and the workers reported

61 contacts with blood and one needlestick. These interviews were conducted in three

cities with high AIDS- incidence rate. The estimated annual frequency of blood contacts

for emergency medical service workers at the study sites was 12.3, including .2

percutaneous exposures (Srivastava, Bell, McKibben, Kelen and Zalenski, 1995). This

study concluded the transmission of the HIV virus is unlikely, since most exposures were

blood to skin contacts, but concluded that the practice of universal precautions was

imperative for these workers.

In another study by the National Institute of Health (NIH), 983 health care

workers were tested, 137 with documented needlestick injuries and 345 with mucous

membrane exposures to blood or other body fluids of HIV-infected patients. Only one of

these subjects tested positive for HIV.

Studies by Gerberding (1988) cite the risk of acquiring HIV infection from

needlesticks to be 0.03 percent. The studies included a variety of public and safety
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personnel who were involved in needle injuries. These needle injuries were grouped into

three categories:

Minor—stick or scrape with a needle.1.

Significant—deep muscle stick.2.

Major—deep muscle stick with injection of body fluid.3.

In all the studies of health care workers who have HIV+ readings as the result of

needlestick exposures, the exposures were noted in the major category. It has been

reported 46 health care workers are HIV+ as the result of occupational exposure, with 97

possible HIV+ (Morbidity and Mortality Weekly Report, 1995). One paramedic in this

group was placed in the "undetermined" category because of inadequate documentation

and medical follow-up. It is presumed that other cases have occurred but remain

unreported.

The majority of studies concerning needle incidents are related primarily to

contaminated needle injuries. In cases involving  a single stick with a hollow-bore needle

that had contact with infected blood, the infection rate is estimated to be about 0.5

percent, or 1 in 200 (Marcus, 1988).

The risk of acquiring hepatitis B is a much greater concern for public safety

personnel when needlestick injuries occur. Persons stuck with an HBV-contaminated

needle have a 6 to 30 percent chance of developing a hepatitis B infection (Morbidity and

Mortality Weekly Report, 1993). HBV clearly presents a much greater risk than HIV

regarding needlestick injuries.
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In an effort to determine the means by which criminal justice professionals can

identify HTV infection risks among IV drug users, this problem was researched by

gathering data from face-to-face, structured interviews conducted between August 1994

and February 1995 (Tewksbury, Cummings and Vito, 1995). The interviews lasted

between 15 and 45 minutes, with all interviews being voluntary and anonymous. The

sample included 68IV drug users, 61.8 percent of whom reported they knew someone

(either living or dead) with HIV/AIDS. The study concluded that three risk factors put IV

drug users at significantly increased risk of contracting HIV and transmitting to others:

High rates of high-risk sexual activities.1.

Negative attitudes regarding HIV risk-reduction activities.2.

3. Low levels of knowledge concerning HIV, coupled with accessibility to

and trusts in information sources of questionable value (Tewksbury, Vito

and Cummings, 1995).

This study further supported the belief that IV drug users may be the most likely

population to be at risk for (and already infected with) HIV. The authors also concluded

that criminal justice practitioners might be uniquely equipped to provide this high-risk

population with education about HIV and its prevention.

Two studies from the National AIDS Demonstration Project (NADP) funded by

the National Institute of Drug Abuse (NIDA) have revealed dramatic information about

the linkages between intravenous drug users (IDUs) and HIV. The purpose of this project

was to reach street drug users who were not in treatment and to develop and test AIDS
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prevention activities aimed at reducing high-risk behaviors for HIV infection. For

example, a study of 413 street IV drug users in Miami, Florida, found that half of the

group who injected drugs at least four times per day were seropositive for HIV

antibodies. The majority of this group had been incarcerated in the last five years.

Although some of them (13.5%) reported that they had obtained AIDS information in jail.

few were exposed to AIDS prevention programs or received treatment services during

their incarceration (McBride and Inciardi, 1990).

The CDC transmission statistics show that many persons do not have simply one

possible or likely means of becoming infected with HIV. To assume thatW drug users

are at risk only from their needle use would be foolish. Instead, such individuals must be

viewed as having many risks due to IV drug use.

A study based upon a sample of 879 midwestem IDUs who were not in treatment

revealed a number of variables that were significantly related to the amoimt of time spent

in jail. The variables found were: (1) initiation to drug injection at an early age, (2)

having multiple sex partners, ( 3) having a history of sexually transmitted diseases, (4)

being a daily drug user, (5) daily injection of cocaine, heroin, or "speedball," (6)

inconsistent use of condoms, and (7) using rented needles (Siegal, Wang, Forney, Falck,

Carlson and McBride, 1994). In addition, the most active IDUs with the highest HIV-

risk behaviors were those most likely to spend time in jail.

Both studies concluded that the criminal justice system was the most logical place

to initiate HIV prevention services for IDUs. This system is the point of contact for
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access to one of the highest risk populations of HIV/AIDS (McBride and Inciardi, 1990;

Siegal et al., 1994).

Risks

Police officers are accustomed to facing certain risks during routine performances

of their duties, but there have been instances of criminal justice personnel declining to

perform their duties due to fear of HIV contraction (Hammett, 1989). The risks that law

enforcement officers face include exposure to bloodbome diseases such as HBV and

HIV. The Department of Labor has recognized the importance of defining what

constitutes exposure, using the following criteria:

A contaminated needlestick injury.1.

Blood or body fluid contact with mucous membrane2.

surface of the mouth, eye, or nose.

3. Blood or body fluid contact with an open area of the skin.

4. Cuts with sharp objects covered with blood or body fluids (Department of

Labor, 1991).

This information should be given to police officers as federal guidelines mandate training

concerning bloodbome pathogens.

HIV has captured the attention of the media and is perceived as the greatest risk

among bloodbome pathogens. In reality, however, this is not the case. Hepatitis B poses

more of a threat to police officers through occupational exposure than HIV. The hepatitis

B vaccine has a strong record of safety and efficacy, with no major problems reported in
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the literature since its introduction (Handleman, 1992). According to studies required for

licensure of the vaccine, over 95 percent of the young adults tested developed protective

antibodies following administration of the vaccine (CDC., 1987).

The vaccine offers at least some hope for controlling the actual risk as perceived

by officers during the performance of their duties. Their perceived risk may be strongly

influenced by whether or not they have been vaccinated. The threat of obtaining HIV

through occupational exposure is much less a reality, but the fatal nature of this disease

may greatly influence officers' perceived risk in crisis situations.

Perceptions of risk appear to be a product of the kind of society in which we live.

A complex mixture of scientific, social, legal, political, and psychological influences

appear to be contributing factors to perceptions of risk. The perception of risk that people

have varies fi-om experts, who view risk as annual mortality, to the general public, which

is swayed by media and cultural exposure.

Correctional Facilities

In reviewing the literature, various studies were examined concerning the level of

knowledge of HIV and attitudes about AIDS education. The studies directly relate to law

enforcement officers because more than likely they encountered these offenders before

they entered into the correctional system. It is also a common practice for police officers

to work within the jail or correctional settings. Brien and Beck of the U.S. Department of

Justice Bureau of Justice Statistics reported in 1996 that between 1991 and 1994, the

number of HrV+ inmates grew a little faster (29%) than the overall prison population
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(26%). They also reported 955 ADDS related deaths in 1994, comprising over a third

(35.1%) of all state prisoner deaths during the year. The number of prison inmates with

confirmed AIDS has nearly tripled since 1991,1,682 to 4,849. They also found the rate of

death from AIDS is about three times higher in prison than the general population for

ages 15 to 54. In an effort to assess the actual spread of HP/ within correctional

institutions, the National Institute of Justice (NIJ), in conjunction with the American

Correctional Association (ARC), has surveyed all 50 state prison systems, the Federal

Bureau of Prisons (FBOP), and more than 30 large county and city jail systems to

determine the number of inmates who have been diagnosed with stage four, or the last

stage of AIDS, for 1986-88 (Hammett 1986-8).

The survey in 1988 revealed from 1986-1988, a cumulative total of 1,320

confirmed AIDS cases in 39 state and federal correctional systems. In addition, 31 large

city and county jail systems reported a cumulative total of 644 cases of AIDS among

inmates. The survey responses from the United States revealed a total of 1,964

correctional AIDS cases. Irunate cases have increased 156 percent since the second

survey in 1986. According to questionnaire responses, as of October 1987 there were 295

current cases of AIDS among state and federal inmates in 39 systems and 126 current

cases among city zind county inmates in 31 systems. A 1989 study by Hammett of

Illinois prisons revealed that 4 out of every 100 adult male prisoners might be infected

with HIV. The majority of correctional AIDS cases are believed to be associated with

intravenous drug use.
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The distribution of AIDS cases among correctional systems is quite uneven.

More than 70 percent of state and county systems had fewer than ten cases (Hammett,

1988). At the other extreme, four state and federal systems (8%) had 73 percent of the

cases in those systems and four of the responding city and county systems (12%) had 67

percent of cases in those systems (Hammett, 1988). Epidemiological data indicates that

between 50 percent and 60 percent of IV-drug users in New York City and New Jersey

are seropositive as compared with a rate of less than 5 percent in most other sections

away from the East Coast (CDC, 1987).

AIDS incidence rates are becoming higher in the correctional setting, which is an

expected change due to the higher concentration of high-risk group members (particularly

rV- drug users) in inmate populations than in the population at large (Hammett, 1988).

The 1988 survey indicated that at more than one-half of the responding

correctional systems staff concern regarding AIDS had increased in the past year. Staff

perceived contact with inmates to be more than "casual" (sneezing, coughing, breathing.

hugging, handshaking, sharing eating utensils, using the same toilet facilities, or any

other form of non-sexual contact activity) and therefore they reported worrying about

becoming infected on the job. Correctional officers said they were especially concerned

about being infected when aggressive imnates bit them, spit in their face, threw urine or

feces on them, or jabbed them with sharp instruments. Such incidents are not uncommon

in correctional facilities. Staff were also found to be concerned about risks involved in

breaking up fights among inmates and providing CPR and other first aid to inmates.
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These concerns about exposure to HIV have led staff in some jurisdictions to refuse to

help inmates who have AIDS or test positive for HIV (Hammett, 1988). However,

findings from three successive NIJ surveys in 1985,1986, and 1987 indicated there have

been no knovra cases of AIDS, ARC, or HIV seropositivity reported within a correctional

setting as a result of inmate interaction. Neither have there been any job-related cases of

infection among police officers, firefighters, emergency medical technicians, or any other

public safety workers.

In 1990 the National Institute on Drug Abuse funded an education and risk

assessment project in 63 cities to determine the effectiveness of an AIDS-education

program for inmates. The project employed a pretest/post-test experimental design, with

random assignment of participants to an education (treatment) or comparison (control)

group, using a six month follow-up as administered by mail questionnaire (Baxter, 1991).

It was concluded that jail-based education programs offer an excellent opportunity to

educate high-risk populations.

In 1990 the Pennsylvania Department of Corrections conducted a study measuring

AIDS knowledge and risk perceptions of Pennsylvania prisoners, using the Centers for

Disease Control curriculum guide and questionnaire. The study consisted of giving a

pretest/post-test questiormaire, based on an AIDS educational program, to 715 randomly

selected inmates. It was concluded that 64 percent of the sample surveyed felt they were

at some risk of infection due to drug use. A multiple regression analysis was performed

to identify important correlations of differences in inmate knowledge levels concerning
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ADDS. This study concluded that for many prisoners, prison offered an opportunity to

receive AIDS education they would not acquire in the community. The conclusion was

that prison confinement provides an unprecedented opportunity for educating a

population of high-risk individuals (Zimmerman, Martin and Vlahou, 1991).

In 1988, Diclemente and Zom compared the data of high school students to that of

incarcerated youths in San Francisco concerning a CDC surveillance survey of

adolescents' knowledge, attitude, and risk behaviors toward the acquisition of AIDS.

Incarcerated youths compared to high school students favorably with a similar level of

AIDS knowledge, although they were less likely to be knowledgeable of prevention

strategies and were more likely to engage in risky behavior. The finding indicated an

urgent need to implement effective AIDS prevention programs for high-risk youths. This

study suggested targeting newly incarcerated youths for AIDS educational programs.

The study used pretests and post-tests over time to evaluate the programs.

The National Institute of Justice (1987) survey indicated that inmate' concerns

about AIDS are not decreasing in most correctional systems. Some inmates have reacted

to the problem by demanding HIV antibody testing of all inmates, refusing to take work

assignments involving contact with HIV-infected inmates or their belongings, demanding

that positively tested inmates or homosexual inmates be excluded fi-om food service

assignments, and calling for segregation of all high-risk inmates. There also have been

instances of threats and actual violence against inmates with AIDS, ARC, or

asymptomatic HIV infection (Hammett, 1988). The reported reactions among staff and
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inmates reflected a serious misunderstanding of the documented means of HIV

transmission. Education and training programs play a key role in counteracting

misinformation and rumors.

Accurate information and prevention of HIV transmission in prisons and jails

were suggested as serious criteria for all jails and prisons. The majority of the research

suggested that educational programs within a correctional environment offered the best

way to educate a large number of offenders engaging in high-risk behavior.

Probation and Parole Professionals

In a 1990 study involving the assessment of educational HIV seminars for

probation and parole officers, the results were similar for both professions. The 254

officers completed a pre- and post-test questionnaire assessing medical and legal

knowledge about HIV and fear of HIV. The study indicated that a single educational

seminar is an effective tool for increasing probation and parole officers' knowledge about

HIV and diminishing their fears of the vims (Lurigio, Petraitits and Johnson, 1991). The

researchers in this study suggested it was imperative to include both medical and legal

topics in such a seminar. The HIV curriculum should tip the balance in favor of legal

issues.

Law Enforcement

To perform their duties effectively without fear, law enforcement personnel

should understand how the transmission of such vimses as HIV and HBV occurs.

Research shows that fear and misinformation can drastically affect an officer’s perception

33



of risk and possibly the quality of service rendered during job-related duties. Common

concerns involving searches, assaultive behavior, bites, evidence handling, CPR, and

body removal bring about a degree of risk involving the officers' perception of that risk.

A 1994 survey of 49 state policy-training academies found that 86 percent

offered training regarding possible HIV occupational exposure to their recruits. These

training procedures differed greatly in context, with fewer than half of these academies

offering specific training in how to deal with persons suspected of or known to have

HIV/AIDS, even though national standards by the International Association Chiefs of

Police (lACP) (see Appendix B) and the Occupational Health and Safety Administration

have existed for years (Edwards and Tewksbury, 1994). The study concluded that.

although training and OSHA have mandated course content developed by the lACP, little

has been done to ensure compliance by city, state, or federal agencies.

Another study in 1994 by Barr and Warshaw found that law enforcement agencies

could benefit from HIV/AIDS education programming. This research focused on

worksite AIDS education for New York City police officers, who regularly are in

situations where occupational exposure to HIV is common because of the density of high-

risk offenders. What quickly became apparent from these efforts was that the law

enforcement community needed to become involved in the HIV/HBV issues, given the

likelihood of one or more of the following legal issues arising:

1. Departmental liability for job-related infection of officers.
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Dqjartmental responsibility for preventing the spread of2.

HIV infection by and among prisoners.

Potential for criminal charges stemming from negligent or3.

intentional infection.

In 1992, front-line law enforcement officers in Durham, North Carolina, were

questioned to determine the relationship between their knowledge about AIDS and HIV

infection, fears about contracting AIDS during their work, and negative attitudes toward

AIDS and people with AIDS (Yearwood, 1992). The results from the 41-item

questionnaire indicated that, although officers may have an adequate understanding of

AIDS, misconceptions about how the disease is transmitted still persist. These

misconceptions concerned the probability of contracting the virus through routine

occupational tasks and the exact methods and body fluids by which HIV is transmitted

(Yearwood, 1992). The research concluded that:

Comprehensive educational training sessions could1.

dramatically reduce the possibility of failure to perform

duties.

2. AIDS-wise officers are not as likely to alter their work

performance negatively; therefore, the officer's operational

effectiveness and efficiency would not be compromised.

In 1989 the Police Executive Research Forum (PERF) conducted a telephone

survey of 35 law enforcement agencies of various sizes, in different geographical regions.
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and with differing levels of experience with AIDS. (Hammett, 1989). Nearly all (33 of

35) of the departments surveyed reported that their staff had expressed some concern

related to AIDS. Despite the concern about AIDS, no department reported any job-related

AIDS cases among any law enforcement officers or other staff (Hammett, 1989). The

study found that an inverse relationship existed between departments and jurisdictions

with few AIDS cases and actual experience with the disease. Knowledge and experience

tended to calm unrealistic fears about AIDS. Nearly all departments surveyed by PERF

attributed officers' concerns about AIDS to media coverage. This suggests the

importance of departmental training concerning AIDS education.

In a 1991 study designed to determine how to educate criminal justice executives

and managers, a three-day seminar introduced these professionals to the causes and the

mode of transmission of HIV, including the effects and implications of state and federal

court decisions. The effect of knowledge and attitudes was measured by a pre- and post

test instrument and followed up after with a three-month later mailed questionnaire

requesting evaluation of the seminar. The participants at the AIDS-training sessions

showed an increase in their knowledge about AIDS, which was reflected in their

decisions for determining policy development. The study found that many of the

attending managers changed their policies after attending this seminar (Laszlo and Smith,

1991).

The CDC has not reported any law enforcement personnel contracting AIDS or

HBV through occupational exposure to these diseases. However, this was not the case in

36



a survey conducted by the Federal Bureau of Investigation (FBI) starting in 1989 and

ending in 1991. The FBI concluded through this survey that seven police officers

acquired AIDS occupationally between 1981 and 1991, with the following methods of

contracting the disease: three absorbed infected blood through cuts, wounds, or scrapes

on the skin; two received needlestick injuries; one received a tainted blood transfusion;

and one contracted AIDS under undescribed circumstances (Bigbee, 1993). This survey

concluded that a total of 31 officers acquired hepatitis B occupationally between 1981

and 1991 under these circumstances: 8 absorbed infected blood through cuts, wounds, or

scrapes on the skin; 2 received needlestick injuries; 6 were bitten by infected suspects;

and 11 contracted the disease under undescribed circumstances (Bigbee, 1993).

It was clearly evident that the term occupational exposure was expanded in the

FBI survey. The FBI allowed the reporting agency to determine whether the case

constituted an occupational transmission. The FBI, in most cases, considered

occupational exposure to exist if the employee filed a workers' compensation claim and

the agency accepted it. The survey may not have included all cases of AIDS or hepatitis

B transmitted to police officers in the line of duty, since in some jurisdictions strict

confidentiality and privacy laws prohibit the disclosure of certain diseases. The CDC was

quick to point out that the agencies involved could not prove the officers were not

infected off-duty. This survey, therefore, cannot be considered scientifically valid.

In 1991 the Ohio State Highway Patrol conducted a survey to determine the risk

of transmission of HIV and HBV. This study determined that its officers were exposed to
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blood or bodily fluids numerous times with some instances being prolonged during

emergency situations. The risk was determined high enough to push the importance of

the vaccine to prevent HBV. The study explored the vaccine's cost effectiveness and

concluded that vaccination supersedes cost when risks are a valid concern (Ohio State

Highway Patrol, 1991). They concluded that officers had a much higher risk of being

exposed to hepatitis B than HIV during the performance of their duties.

The Florida Department of Law Enforcement in 1992 surveyed officers to

determine what situations put them at the greatest risk to acquire HIV or HBV through

occupational exposure. They indicated spitting, biting, cardiopulmonary resuscitation.

contact with blood or body fluids, and needlesticks were the most common situations. It

was determined that possible needlesticks from HIV drug users were the greatest threat to

a police officer. They concluded that safety procedures could reduce the risk to a

minimum, closing with the fact an officer has a much greater risk of being shot. The

finding suggested adequate training, effective standard operating procedures, and

appropriate medical equipment are the keys to reducing risks through occupational

exposure to bloodbome diseases (Muffler, 1992).

The approach of education as the vital component in reducing fears for police

officers concerning risks of contracting HIV and HBV is dominant in the literature. In

1993 an informal survey of 70 law enforcement administrators, managers, and trainers

indicated that necessary procedures in training should include as topics clear goals.

objectives, definitions, high-risk exposure situations, exposure protections.
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decontamination methods, management of exposures, ethical issues, and health

precautions (Steward, 1993). It was generally found that present training was not being

followed as it related to current policies and procedures. The survey showed the training

was not as complete as the policy would indicate. Final recommendations focused on the

importance of education and training as the key to preventing many liability related court

situations.

Summary

Research strongly recommends further evaluation of the current AIDS educational

programs for all law enforcement professions. All research reviewed suggested the need

for further evaluation and assessment of current as well as future educational programs.

As the number of persons infected with HfV and HBV increases, so will the opportunities

for possible occupational exposure to law enforcement personnel. The research clearly

establishes the need to educate law enforcement officers concerning the possible

occupation transmission of the viruses HIV and HBV. Law enforcement officers are a

very important source of information for the general public and may prove to be the best

source of information for people who practice high-risk behaviors for contracting AIDS.

39



Chapter 3

Methodology

This chapter addresses the specific methodology employed in answering the

research questions. The methodology included the sample, instrumentation, panel of

experts’ review, two pilot studies, data collection procedures, and analysis of data.

Sample

The sample for this study consisted of 117 officers, with a response rate of 90

percent with 105 officers completing the survey. These subjects volunteered to participate

in the study. The sampled population was Knoxville City Police patrol officers. The

population included N=99, or 94 percent male, and N=6, or 6 percent female. Gender was

not treated as an independent variable for the purposes of this study. This method will

only allow for generalization to the population of Knoxville City law enforcement

personnel.

Instrumentation

The survey instrument consisted of two distinct sets of questions, with the first

part of the questionnaire designed to gather information pertaining to the officers'

demographics: formal education, experience, and training received pertaining to HIV and

HBV. These questions were designed to produce descriptive statistics.

The second part of the survey consisted of four case scenarios designed to place

law enforcement personnel in common situations where possible occupational exposure
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to HIV and HBV existed. The participants were asked to read the scenarios and respond

to a scale that represented their perceived risk of occupational exposure to both HIV and

HBV in such situations, with these risk levels being high, moderate, and low. These

scenarios were obtained from the Curriculum Guide for Public Safety and Emergency

Response Workers - Prevention of Transmission ofHuman Immunodeficiency Virus and

Hepatitis B Virus originally designed for training purposes. Scales were added to measure

the officers' perceived risk to occupational exposure to HIV and HBV for all four

scenarios. These scenarios were designed by the National Center for Health Statistics.

Interagency working groups have established an information, education, and risk-factor

reduction subcommittee of the Public Health Services Executive Task Force on AIDS to

assist in the development and assessment of the content of these scenarios. The working

groups included representatives from the Centers for Disease Control; the National

Institutes of Health, Alcohol, and Drug Abuse; Mental Health Administration; and the

National Center for Health Statistics.

Panel of Experts’ Review

To establish the content validity of the instrument for this study, a panel of experts

was selected to review the instrument. The panel consisted of Dr. Barry Freider, a

practicing physician in Knoxville; Dr. Richard Tewkesbury, an assistant professor (Ph.D.)

in criminal justice at the University of Louisville and a member of the Kentucky Law

Enforcement Task Force on AIDS Prevention; Dr. Larry Miller, a professor of criminal
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justice for East Tennessee State University with  a Ph.D. in Health Education; and Frank

Bristow, the State Region/AIDS Surveillance Program Coordinator.

Each panel member was initially contacted either through a personal visit or by

telephone to request his service on this panel. A follow-up letter; a portion of the first

chapter explaining the purpose of and need for this study; a copy of the instrument; and a

stamped, self-addressed envelope were sent to each panel member (see Appendix C).

Panel members were asked to determine if the instrument was appropriate for this study

(see Appendix D). Each member was asked to make suggestions regarding adding to or

subtracting from the instrument or study. The panel suggested using one question to

establish the independent-variable experience by including total years in law enforcement

instead of limiting officers to their experience with the Knoxville Police Department. The

panel indicated that the independent variables would have to be collapsed into three

categories to assist with the gathering of ordinal level data for analysis. They also

suggested including both genders in the final survey to ensure the representativeness of

the total sample. Other suggestions included omitting the question of time spent on

training and instead asking when the officers’ last training was received. The final

revision included omitting questions 13 and 14 of the original questionnaire (Appendix

D) concerning officers’ perceived threat of occupational exposure to HIB and HBV.

These questions were mentioned as items that might intensify perceived responses to the

scenanos.
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All panel members responded quickly with recommendations and suggestions and

agreed that, with their suggested revisions, the instrument was appropriate for the study.

They helped eliminate unnecessary wording in questions and assisted in keeping the

scenarios coimnon in nature and clear in their instructions.

Pilot Study 1

For this study, the original questionnaire (see Appendix D) was presented to 30

law enforcement officers who volimteered to participate. This sample of convenience

included officers who are employed in a police force of a large southern university.

Another pilot study was also performed because this population of officers may not be

representative since they practice law enforcement for a campus rather than an ordinary

population. The pilot study results estimated a completion time of ten minutes and

confirmed that the wording and directions of the instrument were appropriate. This

sample of officers asked a few questions that resulted in the elimination of uimecessary

directions. Five response categories to the case scenarios were determined to be too

many, requiring a collapsing of categories to ensure representativeness of the perceived

risk levels. Three levels were chosen for the pilot study: (A) high risk, (B) moderate risk.

and (C) low risk. The responses were analyzed to determine the fi-equency distribution of

possible answers and to determine the level of risk for the scenarios. The pilot study

indicated police officers do not like the idea of giving CPR to victims who may be

infected with HIV or HBV. This scenario remained in the study because such situations

do occur.
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Pilot Study 2

For this study, the revised questionnaire was presented to 25 law enforcement

officers drawn from a nearby East Tennessee town. The officers were given and

completed their questioimaires before starting their respective shifts on three separate

occasions. The pilot study results estimated a completion time of ten minutes and

confirmed the wording and directions of the instrument were appropriate. To determine

which scenarios were perceived as presenting the highest degree of perceived risk for the

final instrument, the number of those responding to the different degrees of risk were

reviewed. The results helped determine the levels of risk that each scenario represented

and helped determine that the final order of least to most risk (see Appendix E). No

problems were apparent with the administration of this questionnaire, and the instrument

appeared to be in order for the final study.

Data Collection

The data were collected at the Knoxville, Tennessee, public safety building on

four separate shift roll calls on November 21 and 22,1995. The subjects were all

volunteers and the results were held confidential, with anonymity a priority. The captain

of the patrol division was contacted prior to administration of the questionnaire and

approval was obtained with a memorandum sent to all shift sergeants acknowledging

such approval. The department shift supervisor was notified in advance as to the nature

of the questionnaire and cooperation was assured.  A questionnaire was given out with an

explanation of its purpose, allowing the officers to use their own writing instrument. All
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questions were answered, and the survey took an average of ten minutes to complete.

The survey was given during four shift line-ups to a total of 117 officers. A total of 105

completed questionnaires were used in the final study for a response rate of 90 percent.

Twelve surveys were not returned or not completed in determining the final total. The

shift sergeant monitored the officers to ensure that no officers worked together. The

questionnaires were collected as the officers left for their patrol duties. No problems were

apparent with the administration of the questionnaires.

Data Analysis

The data fi-om the questionnaires were analyzed using the Statistical Package for

the Social Sciences (SPSS) and consisted of ordinal-level data. Ordinal-level data imply

that numbers assigned to sub-classes of any variable may be rank ordered according to

some high-to-low arrangement (Champion, 1981). A review of the variables for this study

indicated how the data were used in addressing the research questions.

The independent variables for this study were attainment of formal education.

experience in law enforcement, training received concerning HfV and HBV pertaining to

law enforcement, and hepatitis B inoculations. These data were designed to collect

collapsed ordinal -level measures. Questions 1 through 12 were designed to gather

descriptive data needed to make comparisons to the dependent variables.

The dependent variables for this study consisted of the perceived risk officers

responded to, using the four case scenarios. The case scenarios represented common

situations law enforcement personnel may encounter during the routine performance of
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their duties. These scenarios were in an order representing the least risk to the greatest

risk as determined by the pilot studies. Officers were asked to respond to the situations by

making the statements complete: "Your risk of exposure to HfV/HBV in this situation is

(A) high risk, (B) moderate risk, (C) low risk."  A copy of the questionnaire is included in

appendix E.

The measure of association chosen was Somers'd (yx) because it allows for the

determination of the association between the dependent variables risk perceptions and the

independent variables: formal education, experience, training received concerning HIV

and HBV, and HBV immunizations. The primary assumptions for using Somers’d (yx)

are two variables measured according to an ordinal scale and randomness (Champion,

1981). Somers’d (yx) was chosen specifically because this measure allows pairs that are

tied on the dependent variable, (perceived risk), but not the independent variables (formal

education, experience, training received concerning HfV or HBV, and HBV

immunizations). When a sharp distinction can be made between independent and

dependent variables, Somers’d (yx) is in many ways preferable to other measures since it

allows for pairs of cases that are different on the independent variable, but tied on the

dependent, and thus includes more information (Healey, 1993).

Advantages of using Somers’d (yx) analysis are:

Somers’d (yx) can achieve perfect negative and a perfect positive association.1.

ranging fi-om -l.OOto +1.00 depending on the distribution on the table of

fi-equencies.
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2. Somers’d (yx) is designed for cross-tabulated data measured according to an

ordinal scale.

3. Somers’d (yx) provides a relatively simple method for determining \vhich

variable is a better predictor (Champion, 1981).

Case Scenarios

Pilot studies were used to determine the degree of risk each officer perceived the

situation to represent. The following includes a brief overview of each scenario listed,

from the least degree of perceived risk to the greatest degree.

1. Drug Bust—the officers were asked to respond to a scenario that places them in a

situation as an undercover officer observing a parked car with suspects preparing to inject

an illicit substance. The officers observe the suspects with narcotics and paraphernalia

and arrest them. The officers must search the vehicle and handle all narcotics

paraphernalia for evidence processing. They were asked to respond to the level of

perceived risk they feel this situation would place them in for both HIV and HBV

separately, with the levels being:

a) high risk

b) moderate risk

c) low risk

2. Barroom Fight—the officers are dispatched to a local bar to intervene in a

bloody fight involving a knife. The situation does not involve injury to the police.

but does allow for officers to be exposed to suspect's blood. The officers are
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required to process the bloody knife as evidence. They were asked to respond to

the level of perceived risk to this situation for both HIV and HBV separately, with

the levels being:

high riska)

moderate riskb)

low riskc)

Violent Male Outside House—the officers are dispatched to a violent3.

confi-ontation involving a distraught male in a fi-ont yard. The officers arrive and find a

male screaming he is dying, and the officers are told by a witness (identified as a close

relative) that the suspect is in the latter stage of AIDS. Officers approach the suspect.

who becomes violent and assaults them, causing several superficial wounds to the

officers and requiring the officers to subdue him. They were asked to respond to the level

of perceived risk they feel this situation would place them in for both HIV and HBV

separately, with the levels being:

high riska)

b) moderate risk

c) low risk

Stabbing—the officers are dispatched to a hotel known for prostitution to4.

investigate the reported stabbing of a woman. Upon arrival, the officers find an

unconscious woman with two stab wounds, bleeding fi-om the mouth. Drug

paraphernalia is beside her. She stops breathing, requiring the officers to perform
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artificial respiration with the normal protective equipment handy. The officers

were asked to respond to the level of perceived risk to both HIV and HBV

separately, with the levels being:

high riska)

b) moderate risk

low riskc)

The scenarios are in the order from least to greatest risk as determined by the

previously mentioned pilot studies. The terminology is one used consistently with law

enforcement officers throughout the country. The officers did not appear to have any

trouble understanding what each scenario represented, nor were there any concerns

expressed during the pilot studies. The last scenario did prompt a number of police

officers to state the victim in this case would probably die because they would not

perform CPR on her.

Research Questionnaire Analysis

The first two research questions, listed below, were answered by analyzing the

police officers' response to instrument question three, regarding their current education

level, compared to their responses to the case scenarios. The first two research questions

answered were the following:

1. Does the amount of an officer's formal education influence his or her level of

perceived occupational risk to HIV?
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Does the amount of an officer's formal education influence his or her level of2.

perceived occupational risk to HBV?

The categories for questions one and two concerning education were (1) high

school or GED, (2) some college, (3) associate degree, (4) bachelor's degree, (5) some

graduate work and (6) master's degree or higher. These categories of formal education

were analyzed and collapsed by actual formal education attained, as stated in the research

question. This included a descriptive analysis of all the officers with a bachelor's degree

or better, associate degree, and high school or GED with some college. This would allow

some inferences to be drawn as to whether levels of formal education influence officers'

perceived risk as measured by the scenario responses. Somers’d (yx) calculations were

utilized to analyze these ordinal data.

The third and fourth research questions were answered by analyzing the police

officers' responses to instrument question four, pertaining to their experience, compared

to their responses to their recorded risk perception in the case scenarios. Question four of

the questionnaire pertains to the total amount of experience officers have in law

enforcement. The research questions answered were the following:

Does an officer's amount of law enforcement experience influence his or her level3.

of perceived occupational risk to HfV?

4. Does an officer's amount of law enforcement experience influence his or

her level of perceived occupational risk to HBV?
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The officers were asked with an open-ended question format how long they have

been employed in law enforcement. The category experience was then broken down for

fiirther analysis. This consisted of analyzing officers who have one or less to three years'

experience, four to six years' experience, and seven or more years of experience. In this

way the independent variable experience was reduced to produce ordinal -level data

utilized in the association test Somers’d (yx). This allowed some inferences to be drawn

as to whether experience influences an officer's level of perceived risk, as measured by

the scenarios.

The fifth and sixth research questions were answered by analyzing the police

officers' responses to instrument question ten, regarding the amount of training they have

received while in law enforcement regarding HIV and HBV, in comparison to the level of

perceived risk reported in the case scenarios. This independent variable was collapsed to

analyze different levels of training received while in law enforcement. Categories were

one or two series trained: N=64, or 61 percent; three to five series trained: N=30, or 28

percent; and six or more series trained: N=11, or 10 percent. The amount of training

received by the officers served as the independent variable training, as utilized for

statistical analysis for research questions 5 and 6. Somers’ d (yx) calculations were used

to analyze these ordinal- data. These categories were analyzed and compared to the

officers’ responses to the scenarios.

The research questions zinswered were the following:
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Does the amount of an officer's HfV training influence his or her level of5.

perceived occupational risk to HfV?

Does the amount of an officer's HBV training influence his or her level of6.

perceived occupational risk to HBV?

Somers’d (yx) association tests were used in analyzing the data. The officers

were asked how much training they had received since they had been in law enforcement.

These responses were compared to the officers' responses to the scenarios in determining

how the research question would be answered.

The seventh research question was answered by analyzing the police

officers' responses to instrument question 12, regarding whether the officers were

immunized to hepatitis, compared to their perceived level of risk reported in the

case scenarios. They were considered immunized if they reported receiving at

least one immunization injection. The research question answered was:

Do HBV-immunized officers have significant differences in their level of7.

perceived occupational risk to HBV?

These responses were compared to the scenarios in determining how the research

question would be answered.

Instrument questions 10 and 11 requested the officers to report how fi-equently, on

a weekly basis, they feel they are exposed to HIV and HBV, as well as how long they feel

such exposure takes place. These questions were used in an effort to gain information

about the officers’ perceived intensity of occupational exposure to such viruses. These
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questions may aid in examining training techniques that reduce officers’ perceptions of

risks that these viruses actually represent.

Summary

Chapter 3 describes the methodology employed in this study. A cross-sectional

survey research design was used to assess the officers' perceived risk of exposure to HIV

and HBV. Case scenarios were utilized in comparison to descriptive data that pertained to

the officers' formal educational attainment, years of experience, amount of training

received concerning HIV and HBV while in law enforcement, and HBV immunization

status. The development of the final instrument involved a panel of experts’ review and

two pilot studies. Statistical analysis involved measures of central tendencies, frequency

distributions, measures of variation, and Somers’d (yx).
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Chapter 4

Data Analysis

This chapter presents an analysis of the descriptive data collected through the

development and administration of the questionnaire. The chapter is organized into the

following sections: (1) Description of Sample, (2) Analysis of Data and (3) Summary.

Description of Sample

The sample surveyed consisted of 117 Knoxville City Police Department officers

serving in the patrol division. The total number of completed questionnaires were 105,

for a response rate of 90 percent. The sampled studied consisted of N= 99, or 94 percent

males and N = 6, or 6 percent females. This ratio was equal to the actual ratio of males to

females in the patrol division at the time the survey was distributed, with the total N= 389

officers with N= 19, or 5 percent females. The officers' average age was 31.2 years of

age, with the average length of employment in law enforcement being 6.89 years. The

descriptive data fi-om the survey are in Appendix F.

Analysis of Data

The following section examines the relationship between various independent

variables (described in previous section) and the responses to the case scenarios. The

strength of the relationships was assessed using Somers’d (yx).
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Research Question 1

Does the amount of an officer's formal education influence his or her level1.

of perceived occupational risk to HIV?

This question was addressed by analyzing the descriptive data reported in the first

part of the questionnaire in comparison to the officers' perceived risk. The variable formal

education was collapsed into three distinct levels in reviewing the research question. The

first level consisted of officers with a high school degree, GED, and some college (N=70,

or 67%). The second level consisted of officers with an associate degree (N=20, or 19%).

The third level consisted of officers with a bachelor's degree or some graduate work

(N=15, or 14%). The variable risk perception also had three levels: high, moderate, and

low corresponding to the perceived risk of the officers. These collapsed categories for

both variables produced the ordinal data from which associations were made.

Analysis of HIV Risk in Case Scenario 1

The officers’ perception of risk in the HIV drug-bust scenario was not

independent of educational level [Somers'd (yx) = 0.292, p = .00413] with risk perception

as the dependent variable. Education was statistically significant in its association with

perceived risk for scenario 1. A graphic illustration is given in figure 1 and table 1.
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Figure 1 Case Scenario 1, Drug Bust, Question 1

Table 1 Case Scenario 1, Drug Bust, Question 1

Education Moderate High TotalLow

High School or Some 21 26 23 70

(30%) (37.1%) (32.9%)College (66.6%)

8 9 3 20

Associate Degree (40%) (45%) (15%) (19%)

Bachelor's Degree or 10 4 1 15

Better (66.6%) (26.7%) (6.7%) (14.4%)

39 39Total 27 105

(37.1%) (37.1%) (25.8%)
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Analysis of HIV Risk in Case Scenario 2

The officers' perception of risk in the HTV barroom fight scenario was not

independent of educational level [Somers’d (yx) = .43273, - = .00001] with risk

perception as the dependent variable. Education was statistically significant in its

association with perceived risk for scenario 2. A graphic illustration is given in figure 2

and table 2.

Analysis of HIV Risk in Case Scenario 3

The officers' perception of risk in the violent offender scenario was not independent

of educational level [Somers’ d (yx) =4160, P = 0000] with risk perception as the

dependent variable. Education was statistically significant in its association with

perceived risk for scenario 3. A graphic illustration is given in figure 3 and table 3.

Analysis of HIV Risk in Case Scenario 4

The perceived level of risk for all educational levels was extremely high for the

scenario involving the bloody, unconscious prostitute with drug paraphernalia present

[Somers’d (yx) =. 07673, P = .17994] with risk perception as the dependent variable. For

this scenario education was not statistically significant in its association with perceived

risk. A graphic illustration is given in figure 4 and table 4.
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Figure 2 Case Scenario 2, Barroom Fight with Blood Exposure, Question 1

Table 2 Case Scenario 2, Barroom Fight with Blood Exposure, Question 1

Education Moderate High TotalLow

70High School or Some 5 23 42

(7.1%) (32.9%) (60%) (66.6%)College

2 12 6 20

Associate Degree (10%) (60%) (30%) (19%)

Bachelor's Degree or 6 8 1 15

(40%) (53.3%)Better (6.7%) (14.4%)

Total 13 43 49 105

(12.4%) (41%) (46.6%)

58



100

80 phigh School

I Associate

□ Cdlege

S-.;

g  60
fe 40
“■ 20

I

If I-;-

t':

10 X

HghLjcw Mxterate

Perceived Risk

Figure 3 Case Scenario 3, Violent, Possible HIV-infected Offender, Question 1

Table 3 Case Scenario 3, Violent, Possible HIV-infected Offender, Question 1

HighEducation Low Moderate Total

High School or Some 3 8 59 70

College (4.3%) (11.4%) (84.3%) (66.6%)

6 131 20

Associate Degree (30%) (65%) (19%)

Bachelor's Degree or 2 11 2 15

(13.3%) (73.4%) (13.3%)Better (14.4%)

Total 6 25 74 105

(5.7%) (23.8%) (70.5%)
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Figure 4 Case Scenario 4, Stabbed, Drug-using Prostitute Needing CPR, Question 1

Table 4 Case Scenario 4, Stabbed, Drug-using Prostitute Needing CPR, Question 1

Education Low Moderate High Total

High School or Some 2 4 64 70

College (2.9%) (5.7%) (91.4%) (66.6%)

1 0 19 20

Associate Degree (95%) (19%)

Bachelor's Degree or 2 2 11 15

Better (13.3%) (13.3%) (73.3%) (14.4%)

Total 5 6 94 105

(4.8%) (5.7%) (89.5%)
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Research Question 2

Does the amoxmt of an officer's formal education influence his or her level2.

of perceived occupational risk to HBV?

To address this research question, a breakdown of each educational level in regard

to subjects’ responses to each scenario was reviewed. The variable formal education was

collapsed into three distinct formal levels in reviewing the research question. The first

level consisted of officers with a high school degree, GED, and some college (N=70, or

67%). The second level consisted of officers with an associate degree (N=20, or 19%).

The third level consisted of officers with a bachelor's degree or some graduate work

(N=15, or 14%). The variable risk perception also had three levels: high, moderate, and

low corresponding to the perceived risk reported by the officers. Each scenario was

analyzed by a review of descriptive statistics and Somers’d (yx) calculations.

Analysis of HBV Risk in Case Scenario 1

The officers' perception of risk in the drug-bust scenario was not independent of

educational level [Somers’ d (yx) (N=105) = .2720, P = .00676] with risk perception as

the dependent variable. Education was statistically significant in its association with

perceived risk for scenario 1. A graphic illustration is given in figure 5 and table 5.
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Figure 5 Case Scenario 1, Drug Bust, Question 2

Table 5 Case Scenario 1, Drug Bust, Question 2

Education Low Moderate High Total

High School or Some 16 35 19 70

College (22.9%) (50%) (27.1%) (66.6%)

6 11 3 20

Associate Degree (30%) (55%) (15%) (19%)

Bachelor's Degree or 10 3 2 15

Better (66.7%) (20%) (13.3%) (14.4%)

Total 32 49 24 105

(30.5%) (46.7%) (22.9%)
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Analysis of HBV Risk in Case Scenario 2

The officers' perception of risk in the HBV barroom fight scenario was not

independent of educational level [Somers’d (yx) = .45345, P =. 0000] with risk

perception as the dependent variable. Education was statistically significant in its

association with perceived risk for scenario 2. A graphic illustration is given in figure 6

and table 6.

Analysis of HBV Risk in Case Scenario 3

The officers' perception of risk to the violent offender scenario was not independent

of educational level [Somers’d (yx) = .3120, P = .00044]. Education was statistically

significant in its association with perceived risk for scenario 3. A graphic illustration is

given in figure 7 and table 7.

Analysis of HBV Risk in Case Scenario 4

The risks in this scenario were exceptionally high, and the responses indicated

officers from all formal education levels recognized this as true [Somers’d (yx)= .07745,

p= .17978]. For this scenario, education would not be statistically significant in its

association with perceived risk. A graphic illustration is given in figure 8 and table 8.
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Figure 6 Case Scenario 2, Barroom Fight with Blood Exposure, Question 2

Table 6 Case Scenario 2, Barroom Fight with Blood Exposure, Question 2

Education ModerateLow ffigh Total

High School or Some 234 43 70

College (5.7%) (32.9%) (61.4%) (66.6%)

1 14 5 20

Associate Degree (5%) (70%) (25%) (19%)

Bachelor's Degree or 5 9 1 15

Better (33%) (60%) (6.7%) (14.4%)

Total 10 46 49 105

(9.5%) (43.8%) (46.7%)
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Figure 7 Case Scenario 3, Violent, Possible HIV- infected Offender, Question 2

Table 7 Case Scenario 3, Violent, Possible HIV- infected Offender, Question 2

Education Moderate HighLow Totals

High School or Some 2 14 54 70

College (2.9%) (20%) (77.1%) (66.6%)

2 5 13 20

Associate Degree (10%) (25%) (65%) (19%)

Bachelor's Degree or 3 8 4 15

(20%)Better (53.3%) (6.7%) (14.4%)

Total 7 27 71 105

(6.7%) (25.7%) (67.6%)
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Figure 8 Case Scenario 4, Stabbed, Drug- using Prostitute Needing CPR, Question 2

Table 8 Case Scenario 4, Stabbed, Drug- using Prostitute Needing CPR, Question 2

Education Low Moderate High Total

High School or Some 2 3 65 70

College (2.9%) (4.3%) (92.9%) (66.6%)

2 0 18 20

Associate Degree (10%) (0)% (90%) (19%)

Bachelor's Degree or 2 1 12 15

Better (13.3%) (6.7%) (80%) (14.4%)

Total 6 4 95 105

(5.7%) (3.8%) (90.5%)
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Research Question 3

Does an officer's amount of experience influence his or her level of perceived3.

occupational risk to HIV?

The independent variable experience was referred to as years of employment in

law enforcement as reported on the questionnaire. This variable was collapsed into three

ordinal-level categories in order to test research question 3. The first includes responses

for one to three years, the second four to six years, and the last seven-plus years’

experience in law enforcement. The variable risk perception also had three levels: high.

moderate, and low corresponding to the perceived risk of the officers.

Analysis of HIV Risk in Case Scenario 1

Statistical computation did not indicate experience to be significant in influencing

officers' perceived risk in this scenario [Somers’d (yx) =. 02266, P= .79450] with risk

perception as the dependent variable. Education was not statistically significant in its

association with perceived risk for scenario 1. A graphic illustration is given in figure 9

and table 9.

Analysis of HIV Risk in Case Scenario 2

Statistical computation did not indicate experience to be significant in influencing

officers' perceived risk in this scenario [Somers’d (yx) = .03723, P= .65759] with risk

perception as the dependent variable. For this scenario experience was not statistically

significant in its association with perceived risk. A graphic illustration is given in table 10

and figure 10.
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Figure 9 Case Scenario 1, Drug Bust, Question 3

Table 9 Case Scenario 1, Drug Bust, Question 3

Experience HighLow Moderate Total

15 15 9 39

1-3 years (38.5%) (38.5%) (23.0%) (37.1%)

7 8 10 25

4-6 years (28%) (32%) (40%) (23.9%)

17 16 8 41

7 -I- years (41.5%) (39%) (19.5%) (39%)

Total 39 39 27 105

(37.1%) (37.1%) (25.7%)
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Figure 10 Case Scenario 2, Barroom Fight with Blood Exposure, Question 3

Table 10 Case Scenario 2, Barroom Fight with Blood Exposure, Question 3

Experience Low Moderate High Total

3 19 17 39

1-3 years (7.7%) (48.7%) (43.6%) (37.1%)

3 7 15 25

4-6 years (12%) (28%) (60%) (23.9%)

7 17 17 41

7 + years (17.0%) (41.5%) (41.5%) (39%)

Total 13 43 49 105

(12.3%) (41%) (46.7%)
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Analysis of HIV Risk in Case Scenario 3

Statistical computation did not indicate experience to be significant in influencing

officers' perceived risk in this scenario [Somers’ d (yx) =.03615, P= .62426] with risk

perception as the dependent variable. For this scenario experience was not statistically

significant in its association with perceived risk. All three levels of experience

(N=70.5%) of the total sample recorded a high perception of risk. A graphic illustration is

given in figure 11 and table 11.

Analysis of HIV Risk in Case Scenario 4

This scenario was reported as a consistent high risk for all three experience-level

categories (N=94, or 89.5%). Statistical computations indicated experience not to be

significant in influencing officers' perceived risk in this scenario [Somers’d (yx) = 01295,

P=. 82355] with risk perception as the dependent variable. For this scenario experience

was not statistically significant its association with perceived risk. A graphic illustration

is given in figure 12 and table 12.

70



80.0

i1-3>eers

|46 veers

□y+veens

^ 60.0
S 40.0
a! 20.0

Is

0.0

MxfersteLow

F%roeh«iRis

Figure 11 Case Scenario 3, Violent, Possible HIV- infected Offender, Question 3

Table 11 Case Scenario 3, Violent, Possible HIV- infected Offender, Question 3

High TotalExperience Low Moderate

9 28 392

(23.2%) (71.8%) (37.1%)1-3 years (5.1%)

19 250 6

(0)% (24%) (76%) (23.9%)4-6 years

4 10 27 41

(9.7%) (24.4%) (65.9%) (39%)7 + years

Total 6 25 74 105

(5.7%) (23.8%) (70.5%)
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Figure 12 Case Scenario 4, Stabbed, Drug-using Prostitute Needing CPR, Question 3

Table 12 Case Scenario 4, Stabbed, Drug-using Prostitute Needing CPR, Question 3

Experience Moderate High TotalLow

3 35 391

(2.6%) (8%) (90%) (37.1%)1-3 years

24 250 1

4-6 years (0)% (96%) (23.8%)

4 361 41

(2.4%) (9.8%) (87.8%) (39%)7 + years

Total 2 8 95 105

(1.9%) (7.6%) (90.5%)
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Research Question 4

Does an officer's amount of experience influence his or her level of4.

perceived occupational risk to HBV?

The variable experience was referred to as years of employment in law

enforcement as reported on the questionnaire. This variable was collapsed into three

ordinal levels in order to test research question 4. The first included responses for one to

three years, the second four to six years, and the last seven plus years’ experience in law

enforcement. The variable risk perception also had three levels: high, moderate and low

corresponding to the perceived risk of the officers.

Analysis of HBV Risk in Case Scenario 1

Statistical computation indicated experience not to be significant as it relates to this

scenario [Somers’d (yx) = -.00324, P =.97164 ] with risk perception as the dependent

variable. For this scenario experience was not statistically significant in its association

with perceived risk. A graphic illustration is given in figure 13 and table 13.

Analysis of HBV Risk in Case Scenario 2

Statistical computations did not indicate experience to be significant in influencing

officers’ perceived risk in this scenario [Somers’ d(yx) =.0669, P = .42008] with risk

perception as the dependent variable. For this scenario experience was not statistically

significant in its association with perceived risk. A graphic illustration is given

in figure 14 and table 14.
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Figure 13 Case Scenario 1 ,Drug Bust, Question 4

Table 13 Case Scenario 1, Drug Bust, Question 4

Experience HighLow Moderate Total

1-3 years 1 22 16 39

(2.6%) (56.4%) (41%) (37.1%)

4-6 years 6 11 8 25

(24%) (44%) (32%) (23.9%)

7 + years 15 16 10 41

(36.6%) (39%) (24.4%) (39%)

Total 22 49 34 105

(21%) (46.6%) (32.4%)
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Figure 14 Case Scenario 2, Barroom Fight with Blood Exposure, Question 4

Table 14 Case Scenario 2, Barroom Fight with Blood Exposure, Question 4

Experience Moderate High TotalLow

1-3 years 3 17 19 39

(48.7%)(7.7%) (43.6%) (37.1%)

4-6 years 5 7 13 25

(28%)(20%) (52%) (23.9%)

7 + years 4 20 17 41

(9.7%) (48.8%) (41.5%) (39%)

Total 12 44 49 105

(11.4%) (42%) (46.6%)
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Analysis of HBV Risk in Case Scenario 3

Statistical computations did not indicate experience to be significant in influencing

officers' perceived risk in this scenario [Somers’d (yx) =-.04046, P = .59491] with risk

perception as the dependent variable. For this scenario experience was not statistically

significant in its association with perceived risk. A graphic illustration is given in figure

15 and table 15.

Analysis of Perceived HBV Risk in Case Scenario 4

Statistical computation indicated experience not to be significant in influencing

officers' perceived risk for this scenario [Somers’d (yx) =-.05098, P = .28908] with risk

perception as the dependent variable. For this scenario experience was not statistically

significant in its association with perceived risk. A graphic illustration is given figure 16

and table 16.
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Figure 15 Case Scenario 3, Violent, Possible HIV- infected Offender, Question 4

Table 15 Case Scenario 3, Violent, Possible HIV- infected Offender, Question 4

Experience Moderate HighLow Total

1-3 years 1 12 26 39

(2.5%) (30.8%) (66.7%) (37.1%)

104-6 years 1 14 25

(4%) (40%) (56%) (23.9%)

7 + years 5 5 31 41

(12.2%) (12.2%) (75.6%) (39%)

Total 7 27 71 105

(6.6%) (25.7%) (67.6%)
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Figure 16 Case Scenario 4, Stabbed, Drug- using Prostitute Needing CPR, Question 4

Table 16 Case Scenario 4, Stabbed, Drug -using Prostitute Needing CPR, Question 4

Experience Low Moderate High Total

2 36 391-3 years 1

(2.6%) (5.1%) (92.3%) (37.1%)

4-6 years 0 2 23 25

(0)% (92%) (23.9%)

7 + years 2 0 39 41

(4.9%) (0)% (95%) (39%)

Total 6 4 95 105

(5.8%) (3.8%) (90.4%)
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Research Question 5

Does the amount of an officer's HTV training influence his or her level of5.

perceived occupational risk to HIV?

This research question was examined by using a frequency-distribution chart and

Somers'd (yx) computation comparing question 10 on the questionnaire asking the

officers how much training they had received concerning HIV or HBV, the independent

variable in comparison to the officers’ perceived risk responses to the case scenarios.

This question asked, “How many different series of training have you received

concerning HIV and HBV since you have been in law enforcement?” These categories

were collapsed into the three ordinal levels for analysis. The first level was one to two

training series, the second three to five training series, and the third six or more training

series. The variable risk perception also had three levels: high, moderate, and low

corresponding to the perceived risk of the officers.

Analysis of Perceived HIV Risk in Case Scenario 1

Statistical computation found training to be not significant in influencing officers'

perceived risk in this scenario. [Somers’d (yx) =.15024, P = .18342] with risk perception

as the dependent variable. For this scenario training was not statistically significant in its

association with perceived risk. A graphic illustration is given in figure 17 and table 17.
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Figure 17 Case Scenario 1, Drug Bust, Question 5

Table 17 Case Scenario 1, Drug Bust, Question 5

Series of Training Low Moderate High Total

received

1-2 20 26 18 64

(31.2%) (39.1%) (29.7%) (61%)

3-5 13 9 8 30

(43.3%) (30%) (26.7%) (28.5%)

6-1- 6 4 1 11

(54.5%) (36.4%) (9.1%) (10.5%)

Total 39 39 27 105

(37.2%) (37.2%) (25.6%)
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Analysis of Perceived HIV Risk in Case Scenario 2

Statistical computations did not indicate the amount of HIV or HBV training received

to be significant in influencing officers’ perceived risk in this scenario [Somers’d (yx) =

.03975, P = .74047] with risk perception as the dependent variable. For this scenario the

amount of training received was not statistically significant in its association with

perceived risk. A graphic illustration is given in figure 18 and table 18.

Analysis of Perceived HIV Risk in Case Scenario 3

Computation of Somers'd (yx) found training to be insignificant in influencing

officers' perceived risk in this scenario [Somers'd (yx) =.01073, P = .93491]. For this

scenario the amount of training received was not statistically significant in its association

with perceived risk A graphic illustration is given in figure 19 and table 19.

Analysis of Perceived HIV Risk in Case Scenario 4

Statistical computation found training to be not significant in influencing officers'

perceived risk in this scenario [Somers’d(yx) =.-01033, P =.79363 ] with risk perception

as the dependent variable. A review of the frequency distribution of the responses

indicated the number of training series received did not make any difference in the

amount of perceived risk to this high-risk situation. A graphic illustration is given in

figure 20 and table 20.
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Figure 18 Case Scenario 2, Barroom Fight with Blood Exposure, Question 5

Table 18 Case Scenario 2, Barroom Fight with Blood Exposure, Question 5

Series of Training Low Moderate High Total

Received

1-2 8 22 34 64

(12.5%) (34.4%) (53.1%) (61%)

3-5 3 16 11 30

(53.3%)(10%) (36.7%) (28.5%)

6+ 2 5 4 11

(18.1%) (54.5%) (36.4%) (10.5%)

Total 15 43 49 105

(14.3%) (41%) (46.7%)
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Figure 19 Case Scenario 3, Violent Possible HIV-infected Offender, Question 5

Table 19 Case Scenario 3, Violent Possible HIV-infected Offender, Question 5

Series of Training Low Moderate High Total

received

1-2 4 14 46 64

(6.2%) (21.9%) (71.9%) (61%)

3-5 0 9 21 30

(0)% (30%) (70%) (28.5%)

6+ 2 2 7 11

(18.2%) (18.2%) (63.6%) (10.5%)

Total 6 25 74 105

(5.7%) (23.8%) (70.5%)
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Figure 20 Case Scenario 4, Stabbed, Drug -using Prostitute Needing CPR, Question 5

Table 20 Case Scenario 4, Stabbed, Drug- using Prostitute Needing CPR, Question 5

Series of Training Low Moderate High Total

received

1-2 1 4 59 64

0/' (93%) (61%)0

3-5 0 0 30 30

(0)% (0)% (100%) (28.5%)

6+ 1 2 8 11

(18%) (73%) (10.5%)

Total 7 27 71 105

(6.6%) (25.8%) (67.6%)
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Research Question 6

Does the amount of an officer's HBV training influence his or her level of6.

perceived occupational risk to HBV?

To analyze this research question, the independent variable training was collapsed

into three categories. These categories were collapsed into the following groups: one to

two training series, three to five training series, and six or more training series. The

variable risk perception also had three levels: high, moderate, and low, corresponding to

the perceived risk of the officers. Frequency distributions and Somers’d (yx) test

computations were used to address this research question.

Analysis of Perceived HBV Risk in Case Scenario 1

Statistical computation found training to be not significant in influencing officers'

perceived risk in this scenario [Somers’d (yx) = -.05684, P= .63293] with risk perception

as the dependent variable. For this scenario the amount of training received was not

statistically significant in its association with perceived risk. A graphic illustration is

given in figure 21 and table 21.

Analysis of Perceived HBV Risk in Case Scenario 2

Computation of Somers’d (yx) statistical test found training to be not significant in

influencing officers' perceived risk to this scenario [Somers’d (yx) =-.06518, P = .53846]

with risk perception as the dependent variable. For this scenario the amount of training

received was not statistically significant in its association with perceived risk. A graphic

illustration is given in figure 22 and table 22.
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Figure 21 Case Scenario 1, Drug Bust, Question 6

Table 21 Case Scenario 1, Drug Bust, Question 6

Series of Training Low Moderate High Total

Received

1-2 15 33 16 64

(23.4%) (51.6%) (25%) (61%)

3-5 13 9 8 30

(43.3%) (30%) (26.7%) (28.5%)

6+ 7 4 0 11

(63.6%) (36.4%) (0)% (10.5%)

Total 35 46 24 105

(33.3%) (43.8%) (22.9%)
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Figure 22 Case Scenario 2, Barroom Fight with Blood Exposure, Question 6

Table 22 Case Scenario 2, Barroom Fight with Blood Exposure, Question 6

Series of Training Low Moderate High Total

Received

1-2 7 24 33 64

(10.9%) (37.5%) (51.6%) (61%)

3-5 1 16 13 30

(3.4%) (53.3%) (43.3%) (28.5%)

6+ 2 6 3 11

(18.2%) (54.5%) (27.3%) (10.5%)

Total 10 46 49 105

(9.6%) (43.8%) (46.6%)
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Analysis of Perceived HBV Risk in Case Scenario 3

Computation of Somers’d (yx) test found training to be not significant in

influencing officers' perceived risk in this scenario [Somers’d (yx) = -.05882, p =.54371]

with risk perception as the dependent variable. For this scenario the amount of training

received was not statistically significant in its association with perceived risk. A graphic

illustration is given in figure 23 and table 23.

Analysis of Perceived HBV Risk in Case Scenario 4

Computation of Somers’d (yx) test found training to be not significant in

influencing officers' perceived risk in this scenario [Somers’d (yx) = -.06161, P =.39018]

with risk perception as the dependent variable. For this scenario the amount of training

received was not statistically significant in its association with perceived risk. A graphic

illustration is given in figure 24 and table 24.
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Figure 23 Case Scenario 3, Violent, Possible HIV-infected Offender, Question 6

Table 23 Case Scenario 3, Violent, Possible HIV-infected Offender, Question 6

Series of Training Low Moderate High Total

Received

1-2 5 18 41 64

(7.8%) (28.1%) (64.1%) (61%)

3-5 0 7 23 30

(23.3%) (76.7%) (28.5%)

6+ 2 2 7 11

(18%) (18%) (64%) (10.5%)

Total 7 27 71 105

(6.6%) (25.8%) (67.6%)
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Figure 24 Case Scenario 4, Stabbed, Drug-using Prostitute Needing CPR, Question 6

Table 24 Case Scenario 4, Stabbed, Drug-using Prostitute Needing CPR, Question 6

Series of Training Low Moderate High Total

Received

1-2 2 3 59 64

(1%) (5%) (93%) (61%)

3-5 0 0 30 30

(28.5%) (28.5%)

6+ 2  (9.1%) 2 9 13

(9.1%) (81.8%) (12.5%)

Total 4 5 96 105

(3.8%) (4.8%) (91.4%)
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Research Question 7

7. Do HBV-immunized officers have significant differences in their level of

perceived occupational risk to HBV.

This question was addressed by reviewing the officers who had been immunized

to HBV in comparison to those who had not. The independent variable was immunization

status, with an overwhelming number of the officers (N=91, or 86.7%) being immunized.

Officers who had received at least one of the three shots were counted as being

immunized. The dependent variable was the risk perception, which was divided into three

levels: high, moderate, and low.

Analysis of Perceived HBV Risk in Case Scenario 1

The calculations were performed using Somers’d (yx) testing, and the results

indicated immunization was not significant in its association to perceived risk [Somers’d

(yx) = .00078, P = 1.000] with risk perception as the dependent variable. For this

scenario HBV immunization was not statistically significant in its association with

perceived risk. A graphic illustration is given in figure 25 and table 25.

Analysis of Perceived HBV Risk in Case Scenario 2

The calculations were performed using Somers’d ()oc) testing, and the results

indicated immunization was not significant [Somers’d (yx) = .06907, P = .68167] with

risk perception as the dependent variable. A graphic illustration is given in figure 26 and

table 26.
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Figure 25 Case Scenario 1, Drug Bust, Question 7

Table 25 Case Scenario 1, Drug Bust, Question 7

Immunizations Low Moderate High Total

YES 8 40 43 91

(44%) (47%) (87%)

NO 2 6 6 14

(14%) (43%) (43%) (13%)

Total 10 46 49 105

(9.5%) (43.8%) (46.7%)
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Figure 26 Case Scenario 2, Barroom Fight with Blood Exposure, Question 7

Table 26 Case Scenario 2, Barroom Fight with Blood Exposure, Question 7

Immunizations Moderate imLow Total

YES 20 44 27 91

(22%) (48%) (30%) (87%)

NO 5 5 4 14

(36%) (36%) (30%) (13%)

Total 25 49 31 105

(23.8%) (46.7%) (29.5%)
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Analysis of Perceived HBV Risk in Case Scenario 3

The calculations were performed using Somers’d (yx) testing, and the results

indicated immunization was not statistically significant [Somer’s d (yx)=-.08948, [p =

.51620] with risk perception as the dependent variable. A graphic illustration is given in

figure 27 and table 27.

Analysis of Perceived HBV Risk in Case Scenario 4

The calculation of the Somers’d (yx) testing indicated immunization was not

significant [Somers’d (yx) = -.02433, P = 1.0000] with risk perception as the dependent

variable. A graphic illustration is given in figure 28 and table 28.
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Figure 27 Case Scenario 3, Violent, Possible HIV-infected Offender, Question 7

Table 27 Case Scenario 3, Violent, Possible HfV-infected Offender, Question 7

Immunizations Low Moderate High Total

YES 5 26 60 91

(5.5%) (28.6%) (65.9%) (87%)

NO 2 1 11 14

(14.3%) (7.1%) (78.6%) (13%)

Total 7 27 71 105

(67.6%) (25%) (67.6%)
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Figure 28 Case Scenario 4, Stabbed, Drug- using Prostitute Needing CPR, Question 7

Table 28 Case Scenario 4, Stabbed, Drug -using Prostitute Needing CPR, Question 7

Immunizations Moderate High TotalLow

YES 852 4 91

(2.2%) (4.4%) (93.4%) (87%)

NO 1 0 13 14

(7.1%) (0)% (92.9%) (13%)

Total 3 4 98 105

(2.9%) (93.3%)
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Summary of p Values

A review of the P values (table 29) clearly indicated that formal education was the only

variable found to be statistically significant. The other variables were not significant in

influencing the officers' perceptions of risk using these case scenarios.

Table 29 p values

ScenariosIndependent Variables

3 4VARIABLES 1 2

*.00413 *.00001 *.00000 .17994Education HIV

*.00676 *.00000 *.00044 .17978Education HBV

.62426 .82355Experience HIV .79450 .65759

.59491 .28908Experience HBV .97164 .42008

.93491 .79363Training HIV .18342 .74047

Training HBV .63293 .53846 .54371 .39018

Immunizations 1.0000 .68167 .51620 1.0000

* E < .05
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Chapter 5

Summary, Findings, Conclusions, and Recommendations

Summary

The purpose of this study was to measure police officers’ levels of perceived risk

of occupational exposure to HIV and HBV. Case scenarios were used to determine

whether the amount of formal education, series of HIV and HBV training received,

experience, and HBV immunizations were significant factors influencing officers'

reported level of perceived risk. The scenarios were designed to be similar to actual

situations officers may encounter with an increasing degree of HIV and HBV

occupational exposure risk. The levels for measuring perceived risk in the four scenarios

were high, moderate, and low. Associations were drawn from these reported levels of

perceived risk.

A questionnaire was developed through the use of  a panel of experts' review and

two pilot studies to ensure the face validity of the instrument. The questionnaire was

administered to 105 Knoxville City Police officers to gather the descriptive data utilized

in addressing the research questions. The questionnaire was administered during roll call

and turned in by the officers on their way out to patrol. A SPSSX statistical package was

used to analyze the data.

Using Somers’d (yx) measures of association for collapsed ordinal- level data the

researcher found that only the independent variable formal education was statistically
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significant in its association with the scenarios. The other independent variables: (1)

experience, (2) series of training received (concerning HIV and HBV), and (3) HBV

immunization status were not statistically significant in their association with the

scenanos.

Findings

This section outlines the research findings of the study. Each scenario was

examined individually, with the research question focusing on the association between

the independent and dependent variables. Each question is listed and the research findings

are addressed for each scenario, which involved four separate summaries for each

question for a total of 28 findings.

Research Question 1

1. Does the amount of an officer's formal education influence his or her level of

perceived occupational risk to HIV?

Scenario 1 Findings

The officers’ perception of risk in the HIV drug- bust scenario was not independent

of educational level. Formal education was statistically significant in its association with

perceived risk for scenario 1. Therefore, it was determined that the higher the educational

level of the subjects, the lower the perception of risk. For this scenario the independent

variable, formal education, was statistically significant in its association with the

dependent variable, perceived risk. These findings supported the research question that

formal education did influence an officer's level of perceived risk.
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Scenario 2 Findings

The officers' perception of risk in the HIV barroom fight scenario was not

independent of educational level. Formal education was statistically significant in its

association with perceived risk for scenario 2. For this scenario the independent variable,

formal education, was statistically significant in its association with perceived risk, the

dependent variable for this scenario. These findings supported the research question that

formal education did influence an officer's level of perceived risk.

Scenario 3 Findings

The officers' perception of risk in the possibly violent HIV offender scenario was

not independent of educational level. Formal education was statistically significant in its

association with perceived risk for scenario 3. These findings supported the research

question that formal education did influence officers' level of perceived risk.

Scenario 4 Findings

The perceived levels of risks for all educational levels were extremely high for the

scenario involving the bloody, unconscious prostitute with drug paraphernalia present.

This scenario clearly imposed a high risk of possible HIV occupational exposure, with

almost 90 percent of the total sample indicating they perceived this scenario to be high

risk. In this scenario where multiple factors of risk to possible occupational exposure

were involved, formal education did not make any significant difference in influencing an

officer’s perceived risk.
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Findings for Research Question 1

The officers' perception of risk in scenarios 1,2, and 3 was not independent of formal

education level. Formal education was statistically significant in its association with

perceived risk for these scenarios. The only exception was the last scenario, which

included multiple high-risk factors relating to possible HIV occupational exposure. A

review of these findings indicated the more formal education an officer has, the lower the

perceived risk to HIV occupational exposure based on three of these four case scenarios.

This indicated that the level of formal education could serve as a predictor in determining

how officers may perceive the risk to occupational HIV in certain scenarios.

Research Question 2

2. Does the amount of an officer's formal education influence his or her level of

perceived occupational risk to HBV?

Findings Scenario 1

The officers' perception of risk in the drug- bust scenario was not independent of

formal educational level. Formal education was statistically significant in its association

with perceived HBV risk for scenario 1. Therefore, it was determined that the higher the

educational level of the subjects, the lower the perception of risk. These findings

supported the research question that formal education did influence officers' level of

perceived risk.
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Scenario 2 Findings

The officers' perception of HBV risk in the barroom fight scenario was not

independent of formal educational level. Formal education was statistically significant in

its association with perceived risk for scenario 2. The higher the educational level of the

subjects, the lower the perception of HBV risk was found. These findings supported the

research question that formal education did influence an officer's level of perceived risk.

Scenario 3 Findings

The officers’ perception of risk in the HIV violent offender scenario was not

independent of formal educational level. Formal education was statistically significant in

its association with perceived risk for scenario 3. These findings supported the research

question that formal education did influence an officer's level of perceived risk.

Scenario 4 Findings

The perceived levels of risks for all educational levels were extremely high for the

scenario involving the bloody, unconscious prostitute with drug paraphernalia present.

Clearly evident of the total sample (N=95 or 90.5%) perceived this scenario as high risk.

In this scenario where multiple factors of risk were involved, formal education did not

have a significant association in influencing an officer’s perceived HBV occupational

exposure. This scenario imposes such a high risk of possible HBV occupational

exposure that formal education did not influence an officer's risk perception.
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Findings for Research Question 2

The officers' perception of risk to scenarios 1,2, and 3 was not independent of formal

education level. Formal education was statistically significant in its association with

perceived risk for these scenarios. The only exception was to the last scenario, which

included multiple high-risk factors relating to possible HBV occupational exposure. A

review of these findings indicated that the more formal education an officer has, the lower

the perceived risk to occupational exposure to HBV using three out of four case

scenarios. This indicated the level of formal education could serve as a predictor in

determining how officers may perceive the risk to occupational HBV in certain scenarios.

Research Question 3

3. Does an officer's amount of experience influence his or her level of

perceived occupational risk to HIV?

Scenario 1 Findings

Statistical computations indicated that amount of experience was statistically

insignificant in its association with perceived risk in the drug -bust scenario. All

categories of experience were similar in the frequency distributions of perceived risk for

this variable. A review of these findings indicated amount of experience was not

significant in influencing officers’ perceived risk in this scenario. These findings

supported the research question that amount of experience did not influence an officer's

level of perceived risk.
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Scenario 2 Findings

Statistical computation indicated amount of experience to be insignificant in

influencing officers' perceived HIV risk in the barroom fight scenario. All categories of

experience were similar in the fi-equency distributions of the variable perceived risk. For

the purpose of the study, the researcher concluded that amount of experience did not

influence an officer’s perceived risk in this scenario. These findings supported the

research question that experience did not influence an officer's level of perceived risk.

Scenario 3 Findings

Statistical computations indicated amount of experience to be insignificant in

influencing officers’ perceived risk with the HIV violent offender in this scenario. All

categories of experience were similar in the frequency distributions of the variable.

perceived risk. These findings supported the research question that experience did not

influence an officer's level of perceived risk.

Scenario 4 Findings

Statistical computation indicated amoimt of experience to be insignificant in

influencing officers' perceived risk involving the bloody, unconscious prostitute with

drug paraphernalia present. This scenario was reported as a consistent high risk for all

three experience-level categories (N=94, or 89.5%) of the total sample. These findings

supported the research question that amount of experience did not influence an officer's

level of perceived HIV risk.
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Research Question 3 Findings

Statistical computation indicated amount of experience to be insignificant in

influencing officers' perceived risk to any of the scenarios. For the purpose of the study,

the researcher concluded that the independent variable, amount of experience, did not

influence an officers' perceived risk in these scenarios. These findings were based on the

associations of the independent variable, amount of experience, and dependent variable.

perceived risk. These findings supported the research question that amoimt of experience

did not influence an officer's level of perceived risk.

Research Question 4

4. Does an officer's amount of experience influence his or her level of perceived

occupational risk to HBV?

Scenario 1 Findings

Statistical computation indicated amount of experience to be insignificant in its

association to perceived risk as it relates to the drug bust scenario. The moderate

perceived risk category was the dominant choice for all experience levels (N=39, or 39

%) of the total. These findings supported the research question that experience did not

influence officers' level of perceived risk.

Scenario 2 Findings

Statistical computations indicated amount of experience to be insignificant in

influencing officers’ perceived HBV risk in the barroom fight scenario. In this scenario

no major fi-equency-distribution differences were foimd in the reported levels of
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perceived risk. These findings supported the research question that amount of experience

did not influence officers' level of perceived HBV risk.

Scenario 3 Findings

Statistical computations indicated amount of experience to be insignificant in the

influencing of officers’ perceived HBV risk with the violent offender scenario. In this

scenario no major frequency-distribution differences were found in the reported perceived

HBV risk. These findings supported the research question that experience did not

influence an officer's level of perceived HBV.

Scenario 4 Findings

Statistical computation indicated amount of experience to be insignificant in

influencing officers' perceived HBV risk involving the bloody, unconscious prostitute

with drug paraphernalia present for this scenario. This scenario reported high risk as

consistent for all categories of experience levels (N=95%) of the total. These findings

supported the research question that amount of experience did not influence an officer's

level of perceived HBV risk.

Findings for Research Question 4

Statistical computation indicated amount of experience to be insignificant in

influencing officers' perceived HBV risk in any scenario. For the purpose of the study the

researcher concluded that amount of experience did not influence an officer’s perceived

level of HBV risk in this scenario. These findings supported the research question that

experience did not influence an officer's level of perceived HBV risk.
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Research Question 5

5. Does the amount of an officer's HTV training influence his or her level of perceived

occupational risk to HIV?

Scenario 1 Findings

Statistical computation found amoimt of HIV training to be insignificant in

influencing officers' perceived risk in the drug bust scenario. These findings supported

the research question that amount of HIV training did not influence an officer's level of

perceived risk.

Scenario 2 Findings

Statistical computations found amount of HIV training to be insignificant in

influencing officers’ perceived risk to HIV in the barroom fight scenario. In this scenario

no major frequency-distribution differences were found in the reported perceived risk.

For the purpose of this research, the researcher concluded that the amount of HIV training

received by officers did not influence their perceived HIV risk.

Scenario 3 Findings

Statistical computations found the amount of HIV training to be insignificant in

influencing officers' perceived risk in the violent offender scenario. A review of this

frequency distribution indicated that all categories of perceived risk were somewhat

similar. For the purpose of this research, it can be concluded that the amount of training

received by officers did not influence their perceived risk.
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Scenario 4 Findings

Statistical computation foimd amoimt of HIV training to be insignificant in

influencing officers' perceived risk in this scenario. A review of the fi'equency

distribution of the responses indicated the amount of training regarding HIV made no

difference in the amount of perceived risk recorded for this high-risk situation. For the

purpose of this research, the researcher concluded that the amount of HIV training

received by officers did not influence their perceived risk.

Research Question 5 Findings

Statistical computation indicated the amount of training to be insignificant in

influencing officers' perceived HIV risk in all the scenarios. For research purposes, this

indicated that the amount of HIV training did not influence an officer’s level of perceived

risk to HIV using these case scenarios. These findings supported the research question

that the amount of HIV training did not influence officers' level of perceived risk.

Research Question 6

5. Does the amount of an officer's HBV training influence his or her level of perceived

occupational risk to HBV?

Scenario 1 Findings

Statistical computation found the amount of HBV training to be insignificant in

influencing officers' perceived risk in the drug- bust scenario. For the purpose of this

research, it was concluded that the amount of HBV training received by officers did not

influence their perceived risk of HBV in this scenario. These findings support the
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research question that the amount of HBV training did not influence an officer's level df

perceived risk.

Scenario 2 Findings

Statistical computation found the amount of HBV training to be insignificant in

influencing officers' perceived HBV risk in this scenario. For the purpose of this research,

the researcher concluded that the amount of HBV training received by officers did not

influence their perceived risk in this scenario. These findings supported the research

question that training did not influence an officer's level of perceived risk.

Scenario 3 Findings

Statistical computation found amount of HBV training to be insignificant in

influencing officers' perceived HBV risk to this scenario. For the purpose of this research,

the researcher concluded that the amount of HBV training received by officers did not

influence their perceived risk in this scenario. These findings supported the research

question that training did not influence an officer's level of perceived risk.

Scenario 4 Findings

Statistical computation found HBV training to be insignificant in influencing officers'

perceived risk to this scenario. A review of the fi-equency distribution of the responses

indicated the number of trainings received made no difference in the amount of perceived

risk to this high-risk situation. For the purpose of this research, the researcher concluded

that the amount of HBV training received by officers did not influence their perceived

risk.
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Research Question 6 Findings

Statistical computation indicated amount of experience to be insignificant in

influencing officers' perceived HBV risk in any scenario. For research purposes, this

indicated that HBV training did not influence an officer’s level of perceived risk to HBV

using these case scenarios. These findings supported the research question that the

amount of HBV training did not influence officers' level of perceived risk.

Research Question 7

7. Do HBV-immunized officers have significant differences in their level of

perceived occupational risk?

Scenario 1 Findings

Statistical computation found HBV immunization to be insignificant in influencing

officers' perceived HBV risk in the drug- bust scenario. Frequency distribution

concerning officers who have been HBV immunized differed little from those who were

not immunized. The overwhelming number of officers had been immunized (N=91, or

87%), so generalizations made should consider this the majority. For the purpose of this

research, the researcher concluded that HBV immunizations did not influence officers’

perceived risk.

Scenario 2 Findings

Statistical computation found HBV immunization to be insignificant in

influencing officers' perceived HBV risk in the barroom fight scenario. For the
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purpose of this research, the researcher concluded that HBV immunizationy did

not influence officers' perceived risk.

Scenario 3 Findings

Statistical computation found HBV immunization to be insignificant in

influencing officers' perceived HBV risk in the violent offender scenario.

Frequency distribution concerning officers who have been HBV immunized

differed little fi-om those who were not immunized in comparing their perceived

level of risk in this scenario. For the purposes of this research, the researcher

concluded that HBV immunization did not influence officers' perceived risk.

Scenario 4 Findings

Statistical computation found HBV immunization to be insignificant in

influencing officers' perceived HBV risk to the bloody, unconscious prostitute

scenario. Frequency distribution concerning officers who have been HBV

immunized differed little fi-om those who were not immunized in comparing their

perceived level of risk to this scenario. For the purpose of this research, the

researcher concluded that HBV immunization did not influence officers' perceived

risk.

Research Question 7 Findings

These findings were based on the collapsed ordinal data of the independent

variable, HBV immunizations, as defined in the previous chapter. If an officer

had at least one immunization, he or she was considered immunized. The results
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indicated HBV immunization was not significant in its association to recorded

levels of perceived risk to these scenarios. For the purpose of this research, it was

concluded that HBV immunization did not influence officers' perceived risk to

occupational exposure HBV in this scenario. It must he noted that the majority

(87%) of the total was immunized.

Conclusions

Based upon the findings, the following conclusions were made:

Knoxville Police patrol officers were influenced by their level of formal1.

education attained. The degree of significance that formal education has

on police officers can only be estimated using this ordinal-level data. A

review of these findings indicated the more formal education an officer

has, the lower the perceived risk to HIV occupational exposure based on

three of these four case scenarios. The level of formal education did not

influence the officers in simations of extremely high perceived risk to

occupational exposure to HIV.

2. Knoxville Police patrol officers were influenced by their formal education.

The degree of significance that formal education has on police officers can

only be estimated using this ordinal-level data.  A review of these findings

indicated the more formal education an officer has, the lower the perceived

risk to HBV occupational exposure based on three of these four case

scenarios. The level of formal education did not influence the officers in
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situations of extremely high perceived risk to occupational exposure to

HBV.

Knoxville Police officers were not influenced by their years of service in3.

law enforcement as indicated by their responses to occupational risk to

HIV. The recorded perceived levels of risk to the scenarios indicated

amount of experience not to be significant using these case scenarios.

Knoxville Police officers were not influenced by their years of service in4.

law enforcement as indicated by their responses to occupational risk to

HBV. The recorded perceived levels of risk to the scenarios indicated

amount of experience not to be significant using these case scenarios.

The number of times Knoxville Police patrol officers received training5.

concerning HfV or HBV did not influence their perceived risk to

occupational exposure to HfV using these case scenarios.

6. The number of times Knoxville Police patrol officers received training

concerning HfV or HBV did not influence their perceived risk to

occupational exposure to HBV using these case scenarios.

7. Knoxville Police patrol officers who have received the HBV vaccination did

not have a different level of perceived risk to occupational exposure compared

to those not immimized to HBV using these case scenarios.
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Recommendations

On the basis of the literature review and the findings fi-om this study, the

following recommendations are offered for future research:

1. Formal education can serve as predictor as to how officers may perceive the actual

occupational risk involving situations of possible exposure to HIV and HBV. This

would merit that police departments hire only college-educated officers in order to

reduce the departments' overall liability.

2. The hiring of college graduates would reduce training costs in the area of bloodbome

pathogen training as required by OSHA and the ICAP.

3. Training for bloodbome pathogens should be targeted to different levels of formal

education. The major finding of this study was that distinct levels of formal education

reported differences in perceived risk. Training for less formally educated officers

would likely require a different approach to adequately train these officers.

4. Bloodbome pathogen training should be offered more consistently and be geared

toward specific law enforcement issues in situations that actually occur. It was

apparent in this study that officers' who participated in the survey felt they were at

some risk to being occupationally exposed to HIV and / or HBV. Training geared

toward police officers and their occupational responsibilities in a timely manner

may reduce many misconceptions formed fi-om outside influences.
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CHAPTER 6

The Study in Retrospect

The original idea for this study came from real-life situations involving

occupational exposure to HIV and HBV. Working with violent juvenile sex offenders

created many opportunities for this researcher to be exposed to bloodbome pathogens.

After reviewing much literature, it became apparent very little descriptive data were

available which assessed the perceived risk of occupational exposure to HIV and HBV.

The first target population of this study was correctional officers, but law enforcement

officers were determined to be a more accessible population because they faced a wider

range of situations involving occupational exposure. The variables of formal education.

experience, amount of HIV and HBV training received, and HBV immunizations were

compared to four case scenarios that law enforcement officers may face.

Strengths of the Investigation

The study offered a large quantity of descriptive data comparing officers’ levels of

reported risk in four case scenarios. One finding was that law enforcement officers do

think the risk to HfV and HBV occupational exposure exists. This information may aid

in the development of training procedures that take these factors into consideration.

The literature review clearly indicated that training is the best way to reduce fears and the

spread of misinformation concerning these infections. The review also indicated that

limited training might account for an overall perception of high risk. Replication of this
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study would be fairly easy and would allow researchers to change the scenarios as

needed. Case scenarios may offer training personnel a variety of ways to determine what

situation officers fear most. Further research may reinforce the important influence that

such training can have in reducing officers’ fears regarding the occupational risk these

diseases represent.

Limitations of the Investigation

The fact that this research used non-parametric data limited the degree of study

generalization. All findings could only be generalized to the population sampled.

Knoxville City patrol officers. The population of police officers sampled was

homogenous to the area, but a more diverse heterogeneous police department may find

significant differences among the variables examined for this study. The case scenarios

used for this study provoked a high risk of possible occupational exposure in each

scenario. The use of scenarios that are less threatening concerning the level of perceived

risk to possible occupational exposure would allow for a closer look at more common

everyday situations. These suggestions may give researchers a better understanding of

how certain variables can influence officers in particular situations. The way the variables

were operationally defined for this study limited the variables under review to some

degree. The variable, formal education, was operationally defined without taking into

account those who had almost finished a degree. The variable experience was limited to

reported years of law enforcement experience without taking into account similar

experiences that may have influenced an officer, such as experience in a correctional
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setting. Asking more about the type of training received and content of training rather

than the number of training series received might have produced different results for this

variable. Research supports training as an effective tool in reducing police officers' fears

concerning bloodbome pathogens. A closer review of the time frames and curricula

reported by these officers may have provided different results. The questionnaire was

limited to gathering descriptive demographic data without making inferences to attitudes

concerning the viruses HIV and HBV. It would have been interesting to look at the

officers' attitudes concerning HIV and HIV in comparison to how they perceived the risks

to the scenarios. The findings may not accurately determine how much each of the

variables, in conjunction with each other, actually influences an officer’s perception of

overall risk. Studies of this type are limited in nature as to the generalizations that can be

made. Statistical analyses for small sample sizes or response rates limited certain

categories. This was especially true for the officers who were not HBV immunized since

90 percent had been immunized.

Significance of the Study

Police officers are aware of the perceived risks represented by occupational

exposure to HIV and HBV. The findings indicated the more formal education an officer

has, the lower the perceived risk to HIV and HBV occupational exposure. The fact that

none of the other variables were statistically significant indicates that formal education

can serve as a good predicator concerning how officers perceive risks involving

occupational exposure to HIV and HBV. A better understanding of the factors that
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influence an officer’s perceived risk may allow for training that prepares officers to

adequately address situations that put them at risk. The fact that the incidence of HIV

and HBV is increasing will lead to more occupational encounters that place officers at

risk. This alone should be enough to stimulate training personnel to look at the

importance of including HIV and HBV risk education in designing training curricula.

Reducing the fears of such risks can only provide  a better quality of service rendered by

law enforcement personnel in emergency or crisis situations.
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COMMUNICABLE
DISEASE

Numtrr£/{tatmO«r

CawMiuMc DiMiM

/ttfrrma

fqs

iwcnury. The tusptct nuy abo be asked
to remove such objects ban his person,

c Needles Shan tun be recapped, bent, bnkctv.
removed from a disposable syrinte or
otherwise iiunipulated by hand,

d. Needles shall be placed in a pimcture-
resistant contaitter when being collected for
evidentiary or disposal purposes.

6. Officers shall not smoke, eat, drink or apply
makeup around body fiuid spiUs.

7. Any evidence contamiruted with body tuids
will be dried, double bagged in plastic bap and
marked to identify potential or known commu-
lucable disease contamination

B. Traruport and Custody
1. Where appropriate protective equipment is

avaiiabie. no officer shall refuse to arrest or
otherwise physically handle any person who
ituy have a coirununicable disease.

2. Officers shall not pul their fingers tot or near
any person's mouth

3. Individuals with body fluids on I. dr persons
shall be transported tot separate vehicles from
other individuals The in^vidual may be re
quired to wear a suiuble protective coverirtg
if he is bleeding or otherwise emitting body
fluids.

4. Officers have an obligation to notify relevanl
el during a transfer of custodysupport pert

L nflirOSE
The purpose of this policy is to provide guidelines for
law enforcement officers tot preventing the contraction
of communicable diseases

n. roucY
It is the responsibility of the departmeni to ensure that
its members are able to perform their duties in a safe
and effective manner. The safe perfomtartcc of daily
operationt has recently become threatened by life-
endangering communicable diseases. Therefore, it shall
be the policy of this department to continuously provide
employees with up-to-date safety procedures and
communicable disease totforination that will assist in.
minimiring potential eaposure while increasing their
understanding of the nature and potential risks of
communicable diseases.

m. DEFINTnONS

A. Body Fluids- l^uid secretions including blood,
serrren and vagin^ or other secretions that might
contain these fluids such as salivs vomiL urine or
feces.

B. Communicable Disease; Those infectious illnesses
that are trinsridlied through contact vrilh the body
fluids of an infected tordividual

rv. mOCEDUKES
A. Communicable Disease Prevention

1. In order to minimize potential eaposure to
communicable diseases, officers should assume
that all persons are potential carriers of a
communicable dbeate.

2 Disposable gloves shall be
any persoru, clothing or equipment sviih body
flu^s on them.

3. Masks, protective eyewear and coveralls shall
be worn where body fluids may be splashed
on the officer.

4. Plastic moulhpiem or other authocized barrier'
resuscitaiion devices shall be used whenever an
officer perfoems CPR or moulh-lo-moulh resus
citation.

5. All sharp inslrumenu such as kruves, scalpels
and needles shall be handled vrith extraordinary
care, and should be coruidered conuminated
items

a. Leather gloves shall be worn when search
ing for or handling sharp toutruments.

b. Officers shall not place their hands tot areu
where sharp toutruotents might be hidderr.
An initial visual search of the area should
be conducted, using a flashlight where

when harrdling

whm the suspect has body fluids present on
his person, or has suied that he has a com-
murticabte disease.

S. Suspects taken into custody with body fluids
on their persoru shaD be directly placed tot the
desigrui^ holding area for processirtg. The
holding ares shaD be posted with an ‘Tsolated
Area—Do Not Enter' sign.

6. Officers shall document on the appropriate
arrest or irtcident form when a suspM Uken
into custody has body fluids on his pecsoti, or
has stated that he has a communicable disease.

C Disinfection
1. Any unprotected skin surfaces that come toito

contact with body fluids shall be immediately
and thoroughly washed with hot rututittg water
and soap for IS seconds before riruing and
drying,
a. Alcohol or antiseptic towelettes ouy be used

where soap and water are unavailable,
b. Disposable gloves should be rinsed before

removal The hands and foreantu should
then be washed.
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Waieipnof bindign
h. Abaorbenl cluning mainuls
i. “Iwlation Do Not Entn" signs

4 Officm using supplies stored in police vehicles
are responsible tor their immediate replacement.

5. Officers are required to keep disposable gloves
in their possession while on either motor or toot
patrol

E Line of Duty Exposures to Communicable Diseases
I. Any officer who has been bitten by a person,

or who has had physical contact with body fluids
oi another persim while in the line of duty shall
be considered to have been exposed to a com
municable disease.

I A supervisor shall be contacted, and all ap
propriate duty iniury and medical forms shall
be completed by the supervisor.

3. Immediately after exposure, the officer shall be
Iranspotted to the appropriate health care
facility tor clinical and serological testing tor
evidence of infection,
a. The department shall ensure continued

testing ol the officer tor evidence of infec
tion and provide psychological counseling
at determined necessary by the health cate
official

b Unless ditcloture to an appropriate depart
mental official is authoriied by the officer
or by state law, the officer's test results shall
remain confidential

4. Any person responsible for potentially exposing
the officer to a cotrununicable disease shall be
encouraged to undergo testing to determine if
the person has a communicable disease,

be provided a copy of the
test results and guaranteed its confiden
tiality

b Criminal chafes may be sought against any
person who intentionally acu to expose an
officer to a communicable disease

5. Officers who test positive tor a communicable
disease may continue working at long at they
maintain acceptable performance and • i not
pose a safety and he^lh threat to them elvev
the public or memben of the department,
a  The department shall make all decisions

concerning the cmployce't work status
solely on the medic^ opinioeu and advKe
of the department's health cate officials,

b The department may requite an employee
to be examined by dep
officials to determine if he is able to perform
his duties withcnit haxard to himself or
others

6. All personnel shall treat employees who have
contracted a communicable disease fairly,
courteously and with dignity.

F. Record Keeping
The department shall maintain written records of
all incidents involving employees who have
potentially been exposed to a communicable disease
while acting in the line of duty. The records shall
be stored in a secured area with limited access, and
maintained in conformance with applicable privacy
laws

a. The

health care

c. Hand lotion should be applied after dis
infection to prevent chapping and to teal
cracks and cuts on the skin,

d. All open cuts and abrasions shall be cov
ered with waterproof bandages before
reporting for duty.

3 Officers should remove ctothing that hat been
contaminated with body fluids at toon as
practical Any contacted si
be cleansed in the prescribed fashion. Contam-
ituled clothing should be handled carefully and
laundered in the nocrtul fashion.

3 Disinfection procedures shall be initialed
whenever body fluids are spilled, or an indi
vidual with body fluids on hit person it
transported in a d^ttmental vehicle,
a A supervisor shall be notified and the vehicle

taken to the service center at toon as
pouiblc.

b. Affected vehicles shall be immediately
designated by the potting of an ‘Tnfectious
Disease Contamination" sign upon arrival at

'the service center and while awaiting
disinfection,

c. Service persoruiel shall any excess
body fluids from the vehicle with an
absorbent doth, paying special attention to
any cracks, crevices or teams that may be
holding excess fluid,

d. The affected area should be disinfected using
hot water and detergent or alcohol and
allowed to air dry.

e. All police vehicles token to a service center
tor scheduled washing and lubrication will
routinely be cleaned in the intetioi with an
approved disinfectant.

4. Nondisposable equipment and areas upon
which body fluids have been spilled shall be
disirdected at tollowt:
a. Any excess of body fluids should first be

wiped up with approved disposable absorb
ent Duterials.

b. A freshly prepared solution ol one part
bleach to 10 parts water or a fungicidal/
mycobactericidal disinfectant shall be used
to clean the area or equipment.

5. Alt dispouble equipment, cleaning materials or
evidence contaminated with body fluids shall
be bagged and disposed of in compliance with
state law provisions for disposal ol biologically
hazardous waste material

Supplies
1. Supervisors are responsible tor continuously

maintaining and storing in a convenient loca
tion an adequate amount ol communicable
disease control supplies tor their unit.

Z Supervisors are responsible tor dissemination of
supplies tor infectious disease control Protec
tive gloves, other first aid supplies atui disin
fecting materials will be made readily available
at aU limes-

3. All departmental vehicles shall be continuously
slocked with the following communicable
disease control supplies:
a Qean coveralls in approp
b. Disposable gloves and leather gloves
c Punciure-resUtant containers and scalable

plastic bags
d. Barrier resuscitation equipment, goggles and

masks

e. Liquid germicidal cleaner
f. Disposable lowelettes (70 percent isopropyl

sizes

D.

BY ORDER OF

CHIEF OF POLICE

BSBS B
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KEN PEARSON

8900 Colcheoer Ridge Road
Knoxville. TN 37922

Dear Panel Member,

Fim I want to thank you for agreeing to review my questionnaire as your expertise will he
valuable to my research efToits. I am enclosing Chapter I and a copy of the questionnaire for
your review. As I mentioned in our phone conversation I am hoping to analyze the variables
formal education, experience and amount of training received while they have been in law
enforcement concerning AIDS, HIV, or Hepatitis B (HBV). I svould like to he able to gather
this descriptive data and compare it to four common simations police ofTicers may face while on
the job. I am hoping to gain a better understanding of police olTicers levels of perceived risks
to possible occupational exposure to HIV and HBV.  1 am planning on u.sing Chi-Square and
frequency distributions to address the research questioas.
suggestioas/recommendations.

Plea.se feel free to make

Thank you once again.

Sincerely,

Ken Pearson

SSBSSS B
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SURVEY

This part of the survey deals with dcnographic data,

educational attainaent experience and training that you have had

concerning Huaan Zanunodeficiency Hepatitis B Virus.

Please check the appropriate space or fill in the

appropriate space to the best of your Scnowledge.

1. What is your age?,

2. What is your current education level?

High School Degree or G.E.D.

Soae College

Associate Degree

Bachelor's Degree

Soae Graduate Work

Master's Degree or higher

3. How aany years have you been employed with your department,

this includes volunteer work, years months

*. How many years have you been- employed in law enforcement

altogether? monthsyears

5. What is your current position?

Patrol Officer

Jail Officer

Investigator

Line Supervisor

Administrator

Other (specify)

BS
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6. How often would you say you receive training concerning AIDS

and/or Hepatitis B?

_ Only once

J Monthly

. Every three aonths

. Every six months

. Yearly

. Never received

7. When was the last tine you attended a training session that

included information on HIV/HBV?

Within last month •

within last three months

Within last six months

Within last nine months

Over a year

8. How many tines have you received this training since yoi- have

been in law enforcement?

9. How long does this training session usually last?

30 minutes or less

1 hour

11/2 hours

2 hours

More than 2 hours

Does,not apply

&
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10. How froquent would you *ay you are occupationally exposed to

HIV or HBV during an average work week?

0 Tises

1-3 Times

4-6 Times

6 or more

11. When you feel you have been occupationally exposed to HTV or

KBV bow long do you feel such risks to the exposure usually last

on an average?

Less than 1 minute

1 to 2 Minutes

3 to 5 Minutes

Over 5 Minutes

Do not know

12. Have you received any of the inoculations for the Hepatitis B

vaccination? Ves, No

(If you

have received at. least one shot answer yes.)

actual number of shots you have received.

Do not know.

Please record the

One

Two

Three
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13. Do you feel that Occupational Exposure to HIV is a threat to

you?

Strongly agree

Agree

Not sure

Disagree

Strongly disagree

14. Do you feel that Occupational Exposure to HBV is a threat to

you?

Strongly agree

Agree

Not sure

Disagree

Strongly disagree

The next part of the survey as)cs you to respond to the degree of

perceived risk-you would feel in the scenarios provided?
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Drug Bust

When the call comes In: Several trchants have

coi^>lained about the sale and use of IV drugs in their

parting lots. As a result, you are one of the two

undercover officers who have been staking out the
area

for several weeks.

Mien you arrive on the scene;

who show suspicious behavior in a parked

your partner approach the car from behind the scene and

observe they have narcotics paraphernalia and

preparing to shoot up.

then search and handcuff them.

You observe two people

car. You and

are

You arrest the suspects, and

Next, you conduct a

thorough search of the vehicle, handling and bagging

the above noted paraphernalia.

Please respond to what you believe is the amount of

perceived risk of exposure to the diseases below,

honestly:

Please

Make full statements: "Your percieved risk of

 answer

exposure to HIV/HBV after arriving is best described as follows:’

HIV HBV

A. Extremely high risk

B. High risk

A. Extremely high risk

B. High risk

C. Moderate riskC. Moderate risk

D. Low risk D. Low risk

E. No risk E. No risk

SB a
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BARSOOH rZGBT

w>gp g»U cgwt; >,n: At 10:00 p.B., your car la

dispatched to a report of a fight in a local bar.

When you arrive on the scene: Two Ben are in a violent

fight; one has a knife. Both are Injured and bleeding

froB Bultiple wounds at the Bouth, nose, arms, and

hands. As you approach the sen, you order then to

break up the fight. They ignore you. Your partner

draws his nightstick and tries to break up the fight.

As he approaches the Ben, he slips and falls down. You

subdue the other Ban and handcuff hlB. Next, you pull

the Ban with the knife off your partner and hold biB to

the ground, while your partner calls for backup,

gain control of the bloody knife and process it as

You

evidence.

Please respond to what you believe the amount of perceived

risk of exposure to the disease below.

Make full statements:

Please answer honestly:

"Your perceived risk of exposure to

HIV/HBV after arriving is best described as follows:"

HIV HBV

A. Extremely high risk

B. High risk

A. Extremely high risk

B. High risk

C. Moderate risk C. Moderate risk

D. Low risk D. Low risk

E. No risk E. No risk
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VIOLENT MALE OOTSIOB BOOSE

Wien the call coaes in: At 2:00 p.m. you have been

dispatched to a report of an cztreaely violent,

distraught person who is yelling and screaaing in a

front yard.

When you arrive on the scene: You find a 39-year-old

male outside a bouse screaming ’Take me to the

hospital! 1 am dying! I am dying!* A witness who

identifies herself as a close relative tells you that

he is suffering the later stages of AIDS and lost

control of his mental reasoning. When you approach

him, he becomes violent and assaults you inflicting

several superficial wounds to your body. To avoid more

serious harm you are forced to physically subdue him.

Please respond to what you believe of perceived risk of

exposure to the disease below. Please answer honestly. Make

full statements: ’Your perceived risk of exposure to HIV/HBV

after arriving is best described as follows:"

siy HBV

A. Extremely high risk A. Extremely high risk

B. High risk

C. Moderate risk

B. High risk

C. Moderate risk

D. Low risk 0. Low risk

E. No risk E. No risk
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STABBING

Wbgn the call comes in: At 2:00 a.m. you are

dispatched to a reported stabbing of a woman in a hotel

that is knom to be frequented by prostitutes.

When you arrive on the scene:

bleeding from two stab wounds in the chest

You find a woman in bed

area. She

is unconscious and has labored breathing,

blood seeps from her mouth,

the bedside table.

Red frothy

Drug paraphernalia is on

The woman appears to stop breathing

and you must perform artificial respiration to keep her

Assume you have all the protective equipmentalive.

you would normally have.

Please respond to what you believe is the amount of

perceived risk of exposure to the disease below,

honestly: Make full statements:

Please answer

■Your perceived risk of

exposure to HIV/HBV after arriving is best described as follows:"

HIV HBV

A. Extremely high risk

B. High risk

A. Extremely high risk

B. High risk

C. Moderate riskC. Moderate risk

D. Low risk D. Low risk

E. No risk E. No risk
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QtlBSTIONKAIRB

P*rt I

This part of the questionnaire deals with formal educational

attainment, experience and training that you have received

concerning Human Immunodeficiency (HIV) and Hepatitis B Virus

(HBV).

Please chec)c the appropriate space or fill in the

appropriate space to the best of your knowledge.

1. What is your age?.

2. What is your gender? Male Female

3. What is your current Education Level? (Check all that

apply)

High School Degree or G.C.D.

Some College

Associate Degree

Bachelor's Degree

Some Graduate Work

Master's Degree or higher

How many years have you been employed in law4.

enforcement?

Years Months

5. What is your current position?

Patrol Officer

Dispatcher

a B
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Jail Officer

Investigator

Line Supervisor

Administrator

Other (specify)

Did you attend the academy ?6. Yes No

How long have you been out? Years

How often have you attended a training concerning HIV

Months7.

8.

and/or Hepatitis B?

Never received

Only once

Monthly

Semi-annually

Annually

9. When was the last tioie you attended a training session

that included information on HIV/HBV?

Date: Month Year

January - March

April - June

July - September

October - December

10. How many different series of training have you received

concerning HIV and HBV since you have been in law

enforcement?

B
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11. How frequently are law enforcement officers (LEO's)

occupationally exposed to HIV or HBV during an average

work week?

0 Times

1-3 Times

4-6 Times

6 or More

12. When you feel you have been occupationally exposed to

HIV or HBV, how long do you believe such risks to the

exposure would usually last?

Less than 1 Minute

1 to 2 Minutes

3 to 5 Minutes

Over 5 Minutes

Do not know

13. Have you ever received any of the inoculations for the

Hepatitis B vaccination?

Yes No

(If you have received at least one shot answer yes.)

Please record the actual number of shots you have

received.

One Two Three

B

154



Part II

The next part of the questionnaire asks you to respond to

the degree of perceived risk you would feel in the scenarios

Please answer the questions honestly.provided.
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Drug Bust

When the call comes In; Several Merchants have

complainea about the sale and use of IV drugs in their

parking lots. As a result, you are one of the two

undercover officers who have been staking out the
area

for several weeks.

Wben you arrive on the You observe two people

who show suspicious behavior in a parked car.
You and

your partner approach the car from behind the scene and

observe they have narcotics paraphernalia and

You arrest the suspects, and

Next, you conduct a

thorough search of the vehicle, handling and bagging

the above noted paraphernalia.

are

preparing to shoot up.

then search and handcuff then.

Please respond to what you believe is the amount of

perceived risk of exposure to the diseases below,

honestly:

Please

Make full statements: "Your perceived risk of

 answer

exposure to HIV/HBV after arriving is best described as follows:"

HIV HBV

A. High risk A. High risk

B. Moderate risk B. Moderate risk

C. Low risk C. Low risk
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BMtROOM FIGHT

tQign thg tn:

dispatched to a report of a fight in a local bar.

When you arrive on the scene: Two sen are in a violent

fight; one has a knife.

At 10:00 p.B., your car is

Both are injured and bleeding

fron multiple wounds at the aouth, nose, ams, and

hands. As you approach the aen, you order thea to

break up the fight. They ignore you. Your partner

draws his nightstick and tries to break up the fight.

As he approaches the aen, he slips and falls down,

subdue the other sian and handcuff hia.

Y

Next, you pul

ou

l

the B:an with the knife off your partner and hold hia to

the ground, while your partner calls for backup,

gain control of the bloody knife and process it

evidence.

Please respond to what you believe the aaount of perceived

risk of exposure to the disease below.

Make full stateaents:

HIV/HBV after arriving is best described as follows:"

You

as

Please answer honestly:

"Your perceived risk of exposure to

HIV my

A. High risk A. High risk

B. Moderate risk B. Moderate risk

C. Low risk C. Low risk
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VXOLEMT HALE OOTSXDB BOOSE

When the call conies in: At 2:00 p.a. you have been

dispatched to a report of an extremely violent,

distraught person who is yelling and screaming in a

front yard.

When you arrive on the sren.r You find a 39-year-old

male outside a house screaming "Take me to the

hospital! I am dying! I am dying!" A witness who

identifies herself as a close relative tells you that

he is suffering the later stages of AIDS and lost

control of his mental reasoning. When you approach

him, he becomes violent and assaults you inflicting

several superficial wounds to your body. To avoid more

serious harm you are forced to physically subdue him.

Please respond to what you believe of perceived risk of

exposure to the disease below,

full statements:

Please answer honestly.

"Your perceived risk of exposure to HIV/HBV

after arriving is best described as follows:"

Make

HIV HBV

A. High risk A. High risk

B. Moderate risk B. Moderate risk

C. Low risk C. Low risk
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STABBING

At 2:00 a.B. you areWhW ing-COll CgjBQg tn:

dispatched to a reported stabbing of a tranan in  a hotel

that is knovm to be frequented by prostitutes.

When you arrive on the scene: You find a woman in bed

bleeding from two stab wounds in the chest area. She

is unconscious and has labored breathing. Red frothy

blood seeps from her mouth. Drug paraphernalia is on

the bedside table. The woman appears to stop breathing

and you must perform artificial respiration to keep her

alive. Assume you have all the protective equipment

you would normally have.

Please respond to what you believe is the amount of

perceived risk of exposure to the disease below. Please answer

honestly: Make full statements: "Your perceived risk of

exposure to HIV/HBV after arriving is best described as follows:"

HIV HBV

A. High risk A. High risk

B. Moderate risk B. Moderate risk

C. Low risk C. Low risk

B
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Descriptive Data

2. What is your gender?

Sex Number %

Male 99 95%

Female 6 5%

Total 105 100%

3. What is your current education Level? (Check all that apply)

Education Number %

High School or GED 21 20%

Some College 49 47%

Associate Degree 20 19%

Bachelor’s Degree 13 12%

Some Graduate Work 2 2%

Total 105 100%
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5. What is your current position?

Position Number %

Patrol Officer 97 92%

Dispatcher 0 0%

Jail Officer 0 0%

Investigator 1 1%

Line Supervisor 5 5%

Administrator 0 0%

Wagon Driver 1 1%

Unknown 1 1%

Total 105 100%

8. How often have you attended training concerning HIV or HBV?

Answer Number %

Never received 0 0

Only once 36 35%

Monthly 0 0

Semi-annually 12 11%

Annually 57 54%

Total 105 100%

162



8. How often have you attended training concerning HIV and/or HBV?

Year attended Number %

1995 52 50

1994 47 45

1993 3 2.5

1992 3 2.5

Total 105 100

10. How many different series of training have you received concerning HIV and HBV since

you have been in law enforcement?

Training received Number %

One 32 30.5%

Two 32 30.5%

Three 13 12.5%

Four 13 12.5%

Five 4 3%

Six or more 11 10%

Total 105 100%
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11. How frequently would you say you are occupationally exposed to HFV or HBV during an average

work week?.

Frequency %Number

1-3 times a week 65 62

4-6 times a week 22 21

6 times a week 18 17

Total 105 100

12. Have you ever received any of the inoculations for the Hepatitis B Vaccination? (If you

received at least one shot answer yes.) Please record the actual number of shots you have

received

Response Number %

Yes 91 87

No 14 13

Total 105 100

Shots received Number %

14 0

1 4 4

2 22 21

3 65 62

Total 105 100
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Appendix F

Dissertation Matrix
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Ken Pearson was bom in Memphis, Tennessee and has lived in East Tennessee for 38

years. After graduating from Dobyns-Bennett High School in Kingsport Tennessee, he

attended East Tennessee State University where he received a Bachelor of Science and a

Master of Arts in Criminology. He worked for Youth Services International as a group

Leader and health educator for male juvenile sex offenders for 4 years. He worked as a

Health Education Specialist for the East Tennessee Area Health Education Center for

about 8 months. He currently works with the Knox County Health Department in the

Community Assessment and Planning Division as a Health Planner.
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