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“[HOSPITALS] 
CLEARLY DON’T 

WANT TO BE 
OUTLIERS WHEN 

IT COMES TO 
THIS CHANGE 
IN PRACTICE 
ACROSS THE 
COUNTRY...”

CMS now publicly reporting 
hospital flu vaccination rates
Stressing staff flu immunizations despite poorly matched vaccine

Public reporting is raising the 
stakes for flu vaccination. For 
the first time, potential patients 

can compare health care worker influ-
enza immunization rates as part of the 
online hospital quality data provided by 
the Centers for Medicare & Medicaid 
Services (CMS) on 
hospitalcompare.hhs.
gov.

While that may 
not have been a 
blockbuster story 
for the broader news 
media, hospital 
leaders have taken 
notice and are placing 
more emphasis 
on achieving high 
vaccination rates. It 
is now common for 
hospitals to require employees to receive 
the flu vaccine or to wear a mask during 
the flu season.

Of the 3,676 acute-care hospitals 
reporting their rates for the 2013-2014 
flu season, 58 reported 100% coverage. 

Almost 200 hospitals reported a flu 
vaccination rate of 99% and another 
200 reported a rate of 98%. In fact, 
more than a third (37%) of all hospitals 
reported a rate of 90% or above — the 
HealthyPeople 2020 goal that has been 
promoted by The Joint Commission and 

the U.S. Department 
of Health and Human 
Services.

The influenza 
immunization rates 
reported by CMS 
include all employees, 
licensed independent 
practitioners 
(contracted physicians 
and advanced practice 
nurses), students, 
volunteers and trainees 

who worked in the 
facility for even one day during the flu 
season, from Oct. 1, 2013 to March 31, 
2014. Unknown status or even medical 
contraindications would lower the rate.

“[Hospitals] clearly don’t want to be 
outliers when it comes to this change in 
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practice across the country as more 
and more institutions move to a 
variety of mandated programs,” says 
William Schaffner, MD, professor 
of preventive medicine at Vanderbilt 
University in Nashville, TN, and past 
president of the National Foundation 
for Infectious Diseases.

“Many of them now record 
immunization rates above 90%. 
Having your institution stuck at 72% 
begins to look inappropriate and 
no longer the norm. That motivates 
CEOs to say, ‘We have to do better 
and we’re going to do whatever it 
takes.’”

Tighter requirements = 

higher vaccination rates

Schaffner’s own institution 
recently shifted from a voluntary, 
education-based approach to a 
stricter requirement.

Employees who decline 
vaccination must have either 
a medical contraindication 
or a strongly held religious or 
philosophical belief against 
vaccination. (They can’t simply 
say they don’t want the vaccine.) 
The decision was made by senior 
managers, including the CEO and 
chief medical officer, he says. “There 
are certain things you just have to 
oblige people to do,” he says.

Vaccination rates immediately 
jumped to about 90%, even though 
the policy didn’t include disciplinary 
action that would be taken against 
employees who failed to get the 
vaccine.

Even adding new requirements 
to a voluntary program can boost 
rates. At Allegheny Health Network, 
a multihospital system in western 
Pennsylvania, employees who 
decline the vaccine must complete 
online education about influenza 

vaccination.
That step alone raised rates from 

about 50% to 72%, says MaryAnn 
Gruden, MSN, CRNP, NP-C, 
COHN-S/CM, manager of employee 
health services. “We wanted to 
educate people and let them know 
why they need to get [the vaccine], 
the ethical issues of protecting 
themselves as well as patients, and 
the facts about the vaccine,” she says.

At Virginia Mason Medical 
Center in Seattle, the first hospital 
system in the nation to require 
flu vaccination of employees as 
a condition of employment, the 
mandate has become routine. As 
a result of legal action, nurses can 
decline the vaccine — but they must 
wear a mask during flu season if 
they are unvaccinated. Fewer than 
10 nurses declined the vaccine this 
year, says employee health supervisor 
Beverly Hagar, BSN, COHN-S, 
and Virginia Mason reported a 99% 
immunization rate. (See related article 
p. 27.)

CMS measure presents 

tracking challenges

The CMS reporting has brought 
new attention to obstacles in 
flu vaccination and reporting. 
Tracking influenza vaccination can 
be challenging, especially among 
contracted physicians who work in 
multiple hospitals and employees 
and others who received their vaccine 
elsewhere.

Since “unknowns” lead to a lower 
rate, hospitals must methodically 
document vaccination status, which 
can be a labor-intensive process, says 
Gruden, who is a community liaison 
for the Association of Occupational 
Health Professionals in Healthcare 
(AOHP).

“If you are a big medical center or 
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a multihospital system, it’s extremely 
difficult to get a handle on everybody 
who’s come through the door,” she 
says. “You have to work with other 
hospital departments [to gather the 
information].”

At Broward Health in Fort 
Lauderdale, the employees in the 
four-hospital system are culturally 
diverse, and many have pre-
conceptions about the flu vaccine, 
says John Berges, MD, CHCQM, 
medical director of Corporate 
Employee Health. Required 
annual education on influenza and 
vaccination hasn’t budged those 
attitudes. In the CMS reporting, the 
influenza vaccination rates at Broward 
Health hospitals ranged from 21% to 
52%.

Also, the health system’s billing, 
call center and information 
technology employees work in a five-
story building completely separate 
from the hospitals. “Most of them 
don’t feel motivated to receive the 
vaccination, and yet they’re counted,” 
Berges says. “It’s very challenging.”

The CMS reporting and the 
HealthyPeople 2020 goal of 90% 
vaccination have gotten the attention 
of the health system’s leadership. This 
season, for the first time, employees 
must receive the vaccination or sign 
a declination statement. Vaccination 
rates have risen, and a task force that 
includes the chief medical officer 

and chief human resources officer 
is looking at other steps to improve 
compliance, he says.

“This past year, we’ve had 
tremendous buy-in from the CEOs 
of the hospitals and administration 
in general,” says Berges. “Now they 
comprehend that we need to be at 
the 90% mark. The numbers have 
tremendously increased since we’ve 
gotten the CEOs involved.”

Looking beyond vaccine 

effectiveness

Hospitals underscore that 
vaccination is the best available 
method to prevent the spread of 
influenza — but that message was 
somewhat undercut this season with 
a vaccine that proved to be a poor 
match with the prevailing strain of 
the virus.

For employee health professionals, 
that meant promoting other 
important measures, including 
respiratory hygiene and the use of 
antiviral medications.

For example, Vanderbilt has 
“cough and sneeze stations” with 
tissues and hand sanitizer for both 
visitors and employees. Hospitals 
also have provided Tamiflu as a 
prophylaxis for employees who had 
an unprotected exposure to influenza.

CDC reported that 70% of the 

circulating influenza A H3N2 viruses 
had “drifted” from the strain used 
in the vaccine, which resulted in an 
overall vaccine effectiveness of just 
23%. Among adults ages 18 to 49, 
the vaccine effectiveness was 12%, 
and among adults 50 and older it was 
14%.

Still, CDC continued to 
emphasize the benefits even of an 
imperfect vaccine. “Even when 
vaccine effectiveness is reduced, 
vaccination still prevents some 
illness and serious influenza-related 
complications, including thousands 
of hospitalizations and deaths,” CDC 
epidemiologists said in a Morbidity 
and Mortality Weekly Report.1

Hospitals need to take a longer 
view of influenza immunization 
as they hone their programs, says 
Schaffner.

“A lot of institutions are taking 
responsibility and getting their 
workers immunized, even though the 
vaccine, as we know, is imperfect,” he 
says. “Now these institutions have to 
maintain that year in and year out. 
They can’t be discouraged just because 
the flu strain drifted.”  n

REFERENCE
1 . Flannery B, Clippard J, Zimmerman 

RK, et al . Early estimates of seasonal 

influenza vaccine effectiveness — 

United States, January 2015 . MMWR 

2015; 64:9-15 .

Flu shot mandate: It wasn’t easy being first

Ten years after: Virginia Mason’s landmark policy leads to 99% flu vaccination rate

More than a decade ago, prob-
lems with flu vaccination were 

commonplace: delays in delivery, 
mishaps with manufacturing, short-
ages. Even in a good year, only about 
50% of health care workers received 

the vaccine.
In 2004, a quality improvement 

team at Virginia Mason Medical 
Center in Seattle began discussing 
how to boost the vaccination rate. A 
medical assistant participating in a 

workshop asked a question that was 
simple but controversial: Why don’t 
just we make it a requirement for 
employees to get the vaccine?

That launched Virginia Mason 
on a path to become the first 
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hospital system to mandate annual 
flu vaccination. Hospital leadership 
signed on to the concept and brought 
it to the board.

 “Our board was a little surprised 
that we didn’t have a mandatory 
policy in place. They approved it and 
we ran with it,” says Beverly Hagar, 
BSN, COHN-S, supervisor of 
employee health.

The new initiative immediately 
hit a roadblock. Just as the hospital 
system was promoting the new policy, 
manufacturers announced a shortage. 
The vaccine needed to be preserved 
for at-risk patients and the health 
care workers who cared for them. The 
mandate was delayed until 2005-
2006.

Virginia Mason held informational 
forums, provided education and 
updates on the intranet. “We 
emphasized the patient safety aspect 
and protecting individuals,” says 
Hagar.

Still, there was pushback. Nurses 
challenged the legality of imposing 
a new condition of employment 
outside of their contract. They 
prevailed on that argument, but 
Virginia Mason was able to adopt a 
policy requiring unvaccinated nurses 
to wear a mask during flu season if 
they did not receive the vaccine.

Other employees still faced 
termination if they did not have a 

documented medical contraindication 
or strongly held religious belief. 
(Those employees also must wear a 
mask during flu season.)

“It was a difficult [first] year. It has 
progressively gotten much easier as 
they years have gone on,” says Hagar. 
“Now, it’s imbedded in our culture of 
safety.”

Vendors, contractors 

must receive vaccine

Virginia Mason’s program has 
always been all-encompassing. 
Contracts with physician groups 
and service providers, such as 
environmental services, stipulate 
that anyone working in the facility 
must receive the annual flu vaccine. 
Vendors are required to accept the flu 
vaccine in order to receive a badge 
allowing them access. Students, 
trainees and volunteers have the same 
requirement.

So it’s no surprise that Virginia 
Mason reported a vaccination rate 
of 99% in the first CMS public 
reporting of health care worker 
influenza immunization.

Despite the mandate, Virginia 
Mason strives to make getting the 
flu vaccine as pleasant as possible. 
Employees (and others) have a range 
of options, including the intranasal 

FluMist and tiny intradermal needles 
for those who have a fear of needles. 
Employees and others with egg 
allergies now can receive a vaccine 
that was made with an alternate 
technology from the standard vaccine, 
which is grown in chicken eggs.

Each flu vaccine campaign kicks 
off with a “tailgating” event featuring 
players and cheerleaders from the 
Seattle Seahawks, along with the NFL 
team’s mascot, Blitz.

Virginia Mason vaccinates about 
1,000 people at the event, which has a 
party-like atmosphere (and free food). 
Behind the scenes, Hagar and others 
follow up to make sure everyone 
receives the flu vaccine before the 
deadline, which is in November.

The hospital system takes influenza 
seriously, so when the vaccine 
turned out to be a poor match this 
year, employees were told to wear a 
mask and face shield when caring 
for influenza patients. Health care 
workers with an unprotected exposure 
are offered Tamiflu as prophylaxis.

Contact investigations found no 
transmission from health care workers 
to patients, but some employees 
became ill when they cared for patients 
who weren’t yet in precautions, says 
Hagar. “We have been following up 
on all of the positive flu cases that are 
coming through the organization,” she 
says.  n

A cautionary tale: Why you should ‘think TB’
Hospital occupational health program misses signs in screening

An employee health nightmare 
unfolded in El Paso, TX, last 

year when a patient care technician 
with active tuberculosis spent months 
bathing and caring for newborns 
before she discovered the source of 
her cough and fatigue. Some 853 

babies needed to be tested. At least 
two developed latent TB infection 
related to the exposure.

The incident underscores the 
importance of annual screening of 
employees with latent TB infection 
— and of detecting symptoms 

between those annual screenings, says 
Lisa Y. Armitige, MD, PhD, medical 
consultant with the Heartland 
National TB Center in San Antonio, 
TX, who provided assistance in the El 
Paso case.

The bottom line: “Any employee 
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who has a cough for more than 
three weeks should be evaluated in 
occupational health,” Armitige says.

Paradoxically, detecting TB 
becomes a greater challenge as the 
number of U.S. cases declines, notes 
Rachel Stricof, MPH, a consultant 
with the Council for State and 
Territorial Epidemiologists.

“We only are concerned when 
we start seeing transmission. Then 
[when TB spread subsides], we go 
into complacency,” says Stricof, who 
previously oversaw TB control at 
the New York State Department of 
Health. “And it inevitably resurfaces. 
We really cannot stop thinking 
[of ] TB when we see that cadre of 
symptoms.”

According to the Centers for 
Disease Control and Prevention, 
symptoms of active TB include a bad 
cough lasting three weeks or more; 
pain in the chest; coughing up blood 
or sputum from deep in the chest; 
weakness or fatigue; lack of appetite; 
weight loss; fever and night sweats.

‘No definitive diagnosis’ 

— and no chest X-ray

The patient care tech, who worked 
in the post-partum unit of Providence 
Memorial Hospital in El Paso, began 
having symptoms in December 
2013. She felt fatigued and had a 
“productive” cough, but although 
she’d had a positive TB test more than 
10 years earlier, no one suspected 
tuberculosis, according to findings of 
the Texas Department of State Health 
Services.

On July 2, the employee came 
to Occupational Health for her 
annual tuberculosis screening. She 
told the occupational health nurse 
that she was being seen by a private 
physician for her cough and fatigue, 
but “no definitive diagnosis had been 

determined,” according to the report. 
She apparently received no chest 
X-ray nor follow-up by the employee 
health department.

The chief nursing officer later told 
public health authorities that she had 
met with the employee and never 
observed her coughing and that the 
symptoms were attributed to allergies.

On August 21, a test at her 
physician’s office was positive for 
TB; the patient care tech had last 
worked on August 16. She notified 
her supervisor, and the hospital 
began working with local public 
health authorities on an exposure 
investigation. None of the employee’s 
coworkers developed TB infection.

An unresolved cough of any origin 
should be addressed with further 
follow-up, says Armitige. She also 
notes that a cough from allergies 
would be non-productive — a dry 
cough from post-nasal drip. “If I had 
a patient with a cough for more than 
three weeks and even one of those 
[other TB] symptoms, that’s a red 
flag,” she says.

There are other reasons why health 
care workers sometimes minimize 
the significance of a cough. In one 
case, a Virginia nurse developed a 
persistent cough but thought it was 
due to her smoking. By the time 
she was diagnosed, the tuberculosis 
had advanced beyond treatment and 
she died. In that case, about 1,700 
patients, visitors, and co-workers were 
evaluated for tuberculosis. (See HEH, 
September 2004, page 114.)

Even a “smoker’s” cough warrants 
a chest X-ray, Armitige says.  “I would 
be worried about cancer as much as I 
am worried about TB,” she says.

Costs mount to test, 

treat after exposures

Undetected tuberculosis is very 

disruptive and costly for hospitals. 
On September 18, the Center for 
Medicare & Medicaid Services 
declared that Providence Memorial’s 
deficiencies presented an “immediate 
jeopardy to patient health and safety.” 
As part of an action plan, Providence 
Memorial Hospital revised its 
policies. Health care workers with a 
positive TB test and TB symptoms 
will not be able to return to work 
until they have received a further 
follow-up, including a chest X-ray, 
and medical clearance, the hospital 
said.

The policy applies to employees, 
contractors, volunteers, and anyone 
else working in patient care areas.

Meanwhile, the chief nursing 
officer oversaw an audit of all health 
care worker files to make sure they 
had complied with TB screening. 
Infection Prevention and Control 
will continue to audit 30 random 
health files every month for at 
least six months to ensure 100% 
compliance, the hospital said in its 
plan. Occupational health nurses are 
required to complete online CDC 
training and to take re-training 
annually.

By the end of December the 
hospital had paid more than 
$260,000 to the city of El Paso 
for public health costs, including 
notification, testing and treatment of 
babies, the El Paso Times reported.

After another inspection, CMS 
fully restored the hospital’s “deemed” 
status. “The past few months have 
been trying, but I am confident 
that we will emerge from this an 
even better organization,” CEO J. 
Eric Evans said in a statement. “We 
take personally our obligation to 
care for our community, and we are 
relentlessly focused on protecting the 
health and wellbeing of those we are 
privileged to serve.”

The El Paso case may prompt 
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discussions about the treatment of 
latent TB infection. Each case must 
be evaluated carefully, says Stricof. 
For example, while typically the risk 
of developing active TB is greatest 
in the first few years after infection, 
a health care worker may develop a 
health condition that compromises 

the immune system and raises the 
risk of active TB over time, she says.

TB blood tests are more specific 
than the skin tests, which may 
convince some health care workers 
who received the BCG vaccine that 
the positive result is a valid one. New, 
shorter regimens make it easier for 

patients to complete the treatment — 
and more likely they will accept it in 
the absence of active infection, says 
Armitige.

“With TB, you keep one person 
safe [through treatment] and you 
keep all the people around them safe,” 
she says.  n

Clusters of worker illness may be unrelated,
but investigation needed to make the call
‘Don’t solve the problem until you know what [it] is — whether it even exists’

Many hospital employee health 
directors have encountered 

the occasional report that a number 
of employees have gotten sick and 
there might be something in the 
work environment causing it. With 
media reports over the years of sick 
building syndrome and cancer clus-
ters, people are alert to anecdotal 
reports that suggest such a trend.

For instance, a hospital 
director might have people call to 
say they’ve heard of five people 
diagnosed with breast cancer 
within the last six months. In a 
health system with more than 
1,000 employees, this is not out of 
the ordinary, says Nicole Shaffer, 
DNP, CRNP-BC, COHN-S, 
director of occupational health 
and wellness at Pfizer in Lititz, 
PA. Shaffer will speak about this 
topic at the American Association 
of Occupational Health Nurses 
(AAOHN) 2015 conference, which 
will convene in Boston on March 
23-26, 2015.

“I use that example because 
one in seven women will develop 
breast cancer, and when it’s in 
a close setting like that, people 
automatically assume it has to 
be something happening in the 

workplace,” she explains. “So how 
do we prepare for when people 
come in with these concerns; what 
do we say and not say?”

Shaffer suggests employee 
health directors establish a process 
for investigating workplace 
reports of illness clusters. Here 
are her suggestions for how to 
handle potential cluster illness 
investigations:

• Listen without exhibiting 
emotion. “When people come 
to you with these concerns, you 
cannot respond emotionally,” 
Shaffer says. “Listen to what they’re 
saying and be objective because 
even an inappropriate nod of the 
head can give them the wrong 
message.”

An empathetic head nod 
might suggest the employee 
health director agrees with the 
complainant’s assessment of the 
situation or that there really is a 
problem.

“Talk about their concern, 
but don’t try to provide them 
with answers right away,” Shaffer 
says. “Thank them for raising the 
concern and tell them you will look 
into the concern.”

• Involve experts and staff 

appropriate to the question 
raised. “Gather your thoughts 
and make sure the appropriate 
people are involved, including an 
epidemiologist, an environmental 
health and safety director, a 
safety office — depending on the 
complaint,” she says.

If the reported cluster involves 
staff working within one area 
or section of a hospital, the 
investigation might require an 
epidemiologist and experts who 
could answer questions about the 
type of medications they were 
handling or a hospital’s building 
and environmental staff to answer 
questions about potential mold or 
other allergens in that area.

Others who should be involved 
in the case are the hospital’s 
legal representation and human 
resources.

• Gather facts and evaluate. 
“Don’t solve the problem until 
you know what the problem is and 
whether it even exists,” Shaffer says. 
“Identify who might be involved 
and who may be exposed.”

If three employees came forward 
with concerns about a cluster of 
illnesses, this could mean there are 
only three people involved or that 
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more employees are impacted. The 
employee health director won’t 
know the scope of the problem until 
more facts are collected, she adds.

During the fact-collecting 
process, staff making the report and 
others identified as impacted by the 
possible illness cluster should be 
interviewed about their health.

“Ask what symptoms they’re 
having, what their job is, what areas 
they work in, and how long they’ve 
been there,” Shaffer says. “Learn 
more about their medical condition 
and from a medical practitioner, 
ask for a full detailed medical 
history.”

Sometimes the cluster complaint 
is raised by an employee who is not 
the impacted party. When a third 
party is making the complaint, the 
investigation should include an 
interview with that person to ask 
for a list of everyone the employee 
believes is affected, Shaffer suggests.

“We’ll listen to what the third 
party says, but I won’t ask a ton 
of health questions because that 
person is not the source,” she says. 
“We’ll encourage people to come 
forward if they have concerns about 
their health, and, in the meantime, 
I’ll pull health claims data.”

In the case of a cancer cluster 
concern, pulling health data from 
the past decade might be wise, she 
adds.

“We look at the entire facility 
to see how many claims of ‘X’ 
type of condition have happened,” 
she says. “How many employees 
have been treated for X and which 
departments do they work in?”

Once the facts are collected, 
the evaluation should take 
place. Employee health, a legal 
representative, an epidemiologist, 
human resources, senior 
management, and others might be 
involved with the evaluation.

Sometimes the findings will 
show that what appears to be 
a cluster is actually a series of 
unrelated events. For example, a 
reported cluster of miscarriages 
in a hospital might turn out to 
be a perception of a problem 
where none exists, particularly if 

the employees involved work in 
different areas and on different 
shifts. On the other hand, a cluster 
of miscarriages in one area, such as 
an oncology or radiation treatment 
area, might require further 
investigation and cellular pathology 
reports, Shaffer says.

Another situation in which 
an illness cluster might prove to 
be a true cluster involves molds 
and allergens. Shaffer has seen 
clusters traced to mold problems, 
including in carpets that may 
need to be replaced. In one 
case, a cluster of employees with 
allergy-like symptoms brought the 
carpet situation to the employer’s 
attention.

Stress can cause similar 
symptoms in workers, who may 
then be perceived as a cluster. 
“Stress is a very tricky one because 
it’s often difficult to prove that 
anyone is being treated differently 
than anybody else,” Shaffer says. 
“But if it’s all in one department 
then there has to be discussions, 
and this needs to be handled 
delicately.”

• Communicate findings: A 
report of the findings will go to the 
hospital’s leadership. This should 
include a statement of the problem, 
description of the investigation, 
and an evaluation of the findings, 
Shaffer says.

The evaluation could describe 
national incidence rates for the 
diagnoses and compare these to site 
rates.

“In my experience, you do not 
provide the written report to the 
employees who asked the question 
about the cluster,” Shaffer notes. 
“Instead, we meet with them 
in person and give them verbal 
responses.”

The final report goes on 
file with the company, but 
communicating findings to 
employees should be done verbally 
to allow for open exchanges of 
communication, she says.

When the findings indicate that 
no cluster was found, the employee 
health director should explain the 
process, describing the review of 
medical claims data and industrial 
hygiene data, and saying that the 
organization has gone as far as it 
can.

“The more open you are about 
communication of the process, the 
better people will understand,” 
Shaffer says. “Explain the normal 
incident rate of the disease and how 
the cases in the organization are 
well within normal rates.”  n

“DON’T SOLVE 
THE PROBLEM 

UNTIL YOU 
KNOW WHAT 

THE PROBLEM IS 
AND WHETHER 

IT EVEN EXISTS,” 
SHAFFER SAYS. 

“IDENTIFY 
WHO MIGHT BE 
INVOLVED AND 
WHO MAY BE 

EXPOSED.”
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Nurses report bullying, disrespectful behavior
by other nurses similiar to ‘hazing’

A hierarchical order that ‘eats their young’

A common perception is that a 
lot of the bullying and disre-

spect that can create a toxic work 
culture in health care settings is 
directed by physicians toward 
nurses. Surprisingly, nurses appear 
to observe a hierarchy within their 
own ranks that may be just as 
mean-spirited, says Elaine Larson, 
PhD, RN, FAAN, CIC, associate 
dean for research at the Columbia 
School of Nursing in New York.

“A doctoral student who just 
graduated did her dissertation on 
bullying among nurses,” Larson 
says. “Actually, there is quite a body 
of literature on bullying within 
the profession of nursing, and it is 
rather common. What she found 
was that a majority of nurses at 
some time in their career have been 
harassed or bullied by a colleague 
in nursing. So I don’t think it 
is specifically just physicians to 
nurses.”

Factors contributing to such 
behavior include a high-stress work 
environment where lives could 
literally be at stake. Any bullying or 
disturbing disrespect on top of the 
normal job stress can endanger the 
health of both patients and workers.

“The tradition in medical 
education has been much more 
confrontational,” Larson says. 
“There is such a high level of stress 
and rushing around that a sense 
of respect and mutual kindness [is 
lost].”

As a result, some health care 
cultures “eat their young,” to 
borrow a disturbing phrase from 
the aforementioned dissertation. 
“Some of the rude and aggressive 

behaviors probably have to do with 
self-protection,” Larson adds. “There 
are some people who have learned 
to move along the blame as much as 
possible and cover their backs.”

In another study, a 2014 survey 
of more than 2,000 nursing school 
graduates found that 48% were 
concerned about being the victims 
of bullying or working in a hostile 
environment, according to Kaplan 
Test Prep of New York City.1

“It’s a pretty common 
phenomenon that nurses talk about,” 
says Susan Sanders, DNP, RN, 
NEA-BC, vice president for Kaplan 
Nursing.

The organization conducted its 
survey to see if the problem was 
pervasive, Sanders says.

“Sure enough, the majority 
of new nurses had heard about 
bullying, knew someone who 
experienced it, or experienced it 
themselves,” she adds.

They primarily described peer-to-
peer bullying, Sanders says.

“It’s thought to be the result 
of having high-pressure jobs,” she 
notes. “In general, nurses are very 
collaborative and yet they have 
high expectations, so if you come 
into our environment and are 
not meeting our expectations for 
whatever reason, it falls on us to do 
more.”

Resentment of new and 
inexperienced or otherwise slower 
nurses can set in and result in 
bullying behavior, she adds. Kaplan 
Test Prep’s survey found that 79% 
of nursing school graduates think 
nursing schools should provide 
special training on how to handle 

workplace bullying or hostile work 
environments.

ANA developing 

position paper

The issue of workplace violence 
and bullying has become a major 
topic of discussion among health 
care leaders. For instance, the 
American Nurses Association (ANA) 
of Silver Spring, MD, has convened 
a professional issues panel on 
workplace violence, bullying, and 
civility.

“Our focus is to develop 
a position statement for RNs 
and employers, and it includes 
background research,” says Jaime 
Murphy Dawson, MPH, senior 
policy analyst in the department 
for nursing practice and work 
environment at ANA.

ANA’s panel of 25 health care 
professionals now is working on the 
draft document. ANA also formed 
an advisory panel of more than 400 
registered nurses.

“The exciting part is when we 
develop these policy foundational 
statements, we’ll do continuing 
education programs and toolkits,” 
Dawson says. “This is the first step in 
a multipronged initiative to address 
workplace bullying and violence.”

ANA recently surveyed nurses, 
asking about bullying and violence, 
as part of the preparation for 
the panel. Four thousand nurses 
responded to the unpublished 
survey, and a majority said they were 
interested in the topic of violence 
and bullying because they wanted to 
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create a safer health care workplace, 
Dawson says.

Nurses reported the groups most 
likely to commit a violent act were 
patients and their family members, 
and the groups most likely to exhibit 
incivility were their colleagues, 
including nurses and physicians, she 
says.

“For a long time, bullying and 
violence were accepted as part of the 
job,” Dawson notes. “We hope that 
culture is changing and nurses will 
be comfortable reporting incidents.”

Employee health leaders can help 
reduce bullying and incivility by 
encouraging employees to report 
incidents and also by teaching them 
the difference between acceptable 
and unacceptable behaviors, she 
suggests.

“Then you have to show nurses 
that what they’re reporting is leading 
to policy changes,” she adds.

Akin to hazing 

Research into hospital workplace 
bullying suggests there is a hazing 
culture among nurses, says James 
Blando, PhD, an assistant professor 
at Old Dominion University College 
of Health Sciences in Norfolk, VA.

“It’s an ‘I had to deal with it, so 
you have to deal with it,’ attitude,” 
he says. “Bullying goes beyond 
name-calling.”

While interviewing nurses for 
research into hospital violence, 
Blando found that some forms of 
bullying had major impacts on 
their home life. For instance, some 
nurses reported that one way a 
hospital manager might get back 
at an employee is by cutting their 
work hours when they count on the 
extra income or by giving them less 
desirable tasks.

“That’s a real significant issue 

because health care is the type 
of work where you have to work 
together,” Blando says.

Another commonly reported 
problem was bullying by physicians, 
he says.

“Since physicians are the money-
generators, nurses would say they 
felt management was extremely 
permissive toward them,” Blando 
says.

In one example, there was an 
emergency department nurse who 
made a decision about putting a 
patient on a fast track. A doctor 
disagreed angrily, throwing a 
clipboard at her and breaking her 
nose, Blando recalls.

“He was reprimanded, and 
that was it,” he says. “We heard of 
another surgeon who was operating 
on a patient and then threw a 
bloody scalpel at a nurse who was 
not moving fast enough. The patient 
had AIDS, and the physician’s 
hospital visiting privileges were 
revoked, but he went on to another 
hospital.”

The key to preventing these 
incidents and other less extreme 
forms of bullying is to teach nurses 
and other hospital staff that putting 
up with bad behavior is not part of 
their jobs, Blando says.

“You should have respectful 
behavior among all of your 
coworkers,” he says.

Bullying in hospitals is not a new 
phenomenon, says Susan King, MS, 
RN, executive director of Oregon 
Nurses Association (ONA) in 
Tualatin, OR. ONA has addressed 
the issue with resources about 
bullying available online (http://
www.oregonrn.org/?103). 

The bigger issue is the hostile 
work environment that many nurses 
and other health care employees 
experience, King says.

“Nurses, whether in a hospital or 

long-term care facility, are finding 
that individuals who are making 
decisions are not clinicians and have 
little understanding of what patient 
care requires,” King says. “Yet they 
are making decisions on staffing, and 
front-line managers are responsible 
for implementing and upholding 
bad decision-making.”

Hospital employee health 
leaders could identify bullying as an 
important worker health issue and 
take preliminary steps to determine 
if there is a problem in their 
hospital, Sanders suggests.

They can do this with a staff 
survey that asks:

• Have you ever experienced 
bullying?

• Have you seen bullying occur?
• Is there something happening 

in our organization that is causing 
bullying?

The goal is to identify patterns 
and trends. For instance, if there is 
a high nursing turnover rate, then 
stress and factors like bullying could 
play a role, Sanders notes.

Employee health has an 
opportunity to identify what’s going 
on and determine ways to support 
new nurses and other staff to 
prevent resignations due to a hostile 
work environment, she adds.

“There is literature that says one-
third of nurses leave their nursing 
jobs within the first year,” Sanders 
says. “It may be due to bullying or 
to not recognizing what the nursing 
career is about, but that’s a huge 
financial impact on the hospital.”  n
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A matter of trust? Job security, comorbidities 
are top ‘Return to Work’ predictors

Fear of being fired prolonged disability leave

Concerns about job security and 
comorbidities are two impor-

tant predictors related to whether 
or not injured workers return to 
work, according to the Workers 
Compensation Research Institute 
(WCRI) of Cambridge, MA.

WCRI research released in late 
January 2015 included input from 
workers in Indiana, Massachusetts, 
Michigan, Minnesota, North 
Carolina, Pennsylvania, Virginia, and 
Wisconsin. Researchers interviewed 
workers about three years after 
they suffered a workplace injury 
in 2010 and also received workers’ 
compensation benefits.

The findings in the study apply 
to all claims in a state, and the 
predictors that are highlighted 
as important apply to the overall 
sample of claims, while keeping 
other factors constant, according 
the study’s three researchers, who 
responded to Hospital Employee 
Health questions via email: Bogdan 
Savych, PhD, public policy analyst; 
Vennela Thumula, PhD, policy 
analyst, and Rick Victor, PhD, JD, 
executive director of WCRI.

The study did not include 
separate predictors for subgroups, 
such as health care, but the 
researchers say the predictors are 
likely to apply to most workers 
in the sample. Hospital employee 
professionals can compare the 
general research with their own 
data about workers’ return-to-work 
patterns, the researchers suggest. 
For instance, a hospital that finds a 
trend of diabetic employees having 
a slower return-to-work rate could 

target this population with special 
interventions to facilitate return 
to work or to determine the need 
for coordination of care between 
multiple providers, they told HEH.

The research, Predictors of 
Worker Outcomes, found trust in the 
workplace — an issue that has been 
rarely examined — to be one of the 
more important predictors. To assess 
the level of trust or mistrust in the 
work relationship, study interviewers 
asked workers if they were concerned 
about being fired as a result of the 
injury. The following are some 
findings regarding this predictor: 

• Workers who were strongly 
concerned about being fired after the 
injury experienced poorer return-
to-work outcomes than workers 
without those concerns. 

• One in five workers who were 
concerned about being fired reported 
that they were not working at the 
time of the interview. This was 
double the rate that was observed 
for workers without such concerns. 
Among workers who were not 
concerned about being fired, one in 
ten workers was not working at the 
time of the interview. 

• Concerns about being fired were 
associated with a four-week increase 
in the average duration of disability. 

Comorbid conditions

The researchers also identified 
workers with specific comorbid 
medical conditions (existing 
simultaneously with and usually 
independently of another medical 
condition) by asking whether the 

worker had received treatment for 
hypertension, diabetes, and heart 
problems. The medical condition 
may have been present at the time of 
the injury or may have manifested 
during the recovery period. Among 
those findings: 

• When comparing workers with 
hypertension with those who do not 
have hypertension, researchers found 
that those with the condition had a 
3% higher rate of not working at the 
time of the interview.

• Employees with heart problems 
had an 8% higher rate of not 
working at the time of the interview, 
and they had disability duration that 
was four weeks longer.

• Workers with diabetes had a 
4% higher rate of not working at the 
interview.

• In all three instances, the reason 
for the workers staying off the job 
was predominately due to their 
injuries.

Although the state-by-state 
comparisons suggest a trend of a 
higher rate of people not returning 
to work in Southern states, such 
as Arkansas and Tennessee, it’s too 
soon to draw any state-to-state 
comparison conclusions until 
more states have been studied, the 
researchers say.

The WCRI Researchers 
conducted telephone interviews of 
3,200 injured workers across the 
eight states.

Editor’s note: For more information 
on the research, including breakdowns 
by state, go to the WCRI website at: 
http://bit.ly/1jAYD1S  n
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 nMA task force seeks new push for 
safe patient handling

 n Do you know how to select a 
protective gown or coverall?

 n Key coverage of the American 
Association of Occupational 

Health Nurses (AAOHN) 2015 
conference in Boston

 n Tips to ensure measles immunity 
among your workforce

 n Early detection, prevention of 
workplace violence incidents

COMING IN FUTURE MONTHS

Only 1 HCW confirmed as occupationally infected 
with HIV in last 15 years, with 12 ‘possible’ cases

Safer devices, PEP reduce risk of exposure and seroconversion

In the 1990s, tragic cases of 
health care workers who acquired 

AIDS and hepatitis on the job 
helped propel the movement for 
sharps safety. The evidence now 
shows the success of safer devices, 
standard precautions and post-
exposure prophylaxis: In the past 
15 years, only one health care 
worker developed HIV in a con-
firmed occupational exposure, 
according to a report from the 
Centers for Disease Control and 
Prevention.1

Twelve other health care 
workers had HIV infections that 
were possibly occupationally 
linked, CDC says.

The improvement in HIV 
treatment often means lower viral 
loads for patients and better post-
exposure prophylaxis for health 
care workers, says David Kuhar, 
MD, medical officer with CDC’s 
Division of Healthcare Quality 
Promotion. But health care workers 
must report their exposures and 
receive prompt evaluation and 
follow up, he says.

“It remains critical to report 
these injuries and take them 
seriously, and not just [out of 
concern] for HIV,” he says. 
“There’s also risk for infection with 
other bloodborne pathogens.”

The only recent confirmed 
case of occupationally acquired 
HIV involved a technician in a 
research laboratory who sustained 
a needlestick with an HIV-positive 
culture in 2008. The technician did 
not take antiviral medications for 
post-exposure prophylaxis, says M. 

Patricia Joyce, MD, medical officer 
and epidemiologist with CDC’s 
Division of HIV/AIDS Prevention.

“We don’t know all the factors 
and decisions that were made in 
the clinical management of this 
case,” she says. But Joyce adds 
that testing, evaluation and follow 
up need to be done in a timely 
manner.

Between 1985 and 2000, 
57 health care workers 
had documented cases of 
occupationally acquired HIV. 
Twenty-four (42%) of them 
were nurses and 16 (28%) were 
laboratory technicians. Some 88% 
of the incidents involved hollow-
bore needles.2

Of the 12 cases since 2003 that 
were deemed to have a possible 
occupational link, five were 
clinical lab technicians, two were 
nurses, and one was a non-surgical 
physician, Joyce says. “Nurses are 
among the highest risk [groups] 
both for the confirmed and the 
possible [cases],” she says.

Joyce also notes that hospice 
nurses and health aides have 
potential exposure to blood and 
body fluids and also are at risk 
of HIV and other bloodborne 

pathogens.
The small number of 

occupationally acquired HIV 
cases shows the effectiveness of 
precautions, safer devices and 
prophylaxis. But that shouldn’t be 
interpreted as evidence that there’s 
less risk of getting HIV from a 
needlestick or other exposure, 
say Joyce and Kuhar. “We don’t 
know how many people were at 
risk and because they followed 
[recommended protocols] and took 
post-exposure prophylaxis didn’t 
get infected,” says Joyce.  n
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1. In the first public report of 
health care worker influenza 
immunization rates, what 
portion of hospitals had 
achieved the goal of 90% 
vaccination?

A . 22%
B . 37%
C . 42%
D . 50%

2. According to Lisa Y. Armitige, 
MD, PhD, medical consultant 
with the Heartland National TB 
Center in San Antonio, TX, what 
key symptom should trigger 
TB evaluation of a health care 
employee?

A . a cough lasting more than 
three weeks
B . sudden weight loss
C . fatigue
D . recurring nausea

3. According to Susan Sanders, 
DNP, RN, NEA-BC, vice 
president of Kaplan Nursing, 
which of the following 
characteristics have been 
recognized in bullying of 
nurses? 

A . primarily peer-to-peer 
B . linked to high pressure of jobs
C . experienced nurses may resent 
new, inexperienced or otherwise 
slower nurses 
D . All of the above

4. The Centers for Disease 
Control and Prevention 
reported that only one U.S. 
health care worker developed 
HIV following a confirmed 
occupational exposure in the 
past 15 years. How many 
additional health care workers 
with HIV were considered 
“possibly occupationally linked” 
over the same time period?

A . 7 
B . 12
C . 16
D . 23


