
INSIDE

Financial Disclosure: Medical Writer Gary Evans, Editor Jill Drachenberg, Editor Dana Spector, and Nurse Planner Kay Ball report no 
consultant, stockholder, speaker’s bureau, research, or other financial relationships with companies having ties to this field of study. 

NOW AVAILABLE ONLINE! VISIT AHCMedia.com or CALL (800) 688-2421

APRIL 2017  Vol. 36, No. 4;  p. 37-48

Hazardous Drugs: 
NIOSH adds 34 new 
drugs to the list that 
can cause reproductive 
problems, other adverse 
effects in HCWs  .  .  .  .  . 40

Study Challenges 
Mandates: New research 
finds insufficient evidence 
to make seasonal flu 
shots a condition of 
employment  .  .  .  .  .  .  .  . 41

By the Numbers: Current 
flu shot efficacy 48%; 
historic average is 
59%   .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 44

A Tale of Two Studies: 
Unit failure, but system 
success  .  .  .  .  .  .  .  .  .  .  .  . 45

OSHA and Domestic 
Violence: With a large 
female work force, 
healthcare could be crime 
scene  .  .  .  .  .  .  .  .  .  .  .  .  .  . 47

“WE WOULD 
REALLY LIKE TO 

HAVE A POSITION 
STATEMENT 

THROUGH AOHP 
THAT RECOGNIZES 
WHAT WE SEE AS 

THE [APPROPRIATE] 
STAFFING RATIO 
PER EMPLOYEE.”

AOHP: Occupational Health 
Programs Understaffed, 
Overworked
Survey leads to call for a staffing ratio

By Gary Evans, Medical Writer

Employee health programs 
are woefully understaffed 
nationally, with a new survey 

suggesting it would 
take a 60-hour 
workweek to do 
what they are trying 
to accomplish in 40.

The staffing 
survey1 by the 
Association of 
Occupational 
Health Professionals 
in Healthcare 
(AOHP) raises the 
issue of whether 
employee health 
programs need to 
establish a standard 
staff-to-worker ratio to address the 
problem.

“We would really like to have a 
position statement through AOHP 

that recognizes what we see as the 
[appropriate] staffing ratio per 
employee,” says Mary Bliss, RN, 

COHN, executive 
president of the 
AOHP. “It’s going to 
be hard because all of 
our facilities are set 
up differently. That is 
a goal for the AOHP 
board, but it certainly 
needs to be validated 
because we hear it 
all the time from our 
membership. We do a 
lot of work with less 
staff than many other 
departments.”

The AOHP sent the 
online survey to 864 active members 
of its association. Responses came 
in from 156 individuals in 36 states. 
Hospitals were the primary work site 
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reported by 91% of respondents. 
However, 55.8% listed other 
facility types as well, indicating 
employee health professionals were 
also working in clinics and other 
settings.

The average ratio of an employee 
health nurse to healthcare worker 
was 1:1,344.

The highest staffing levels 
allocated in terms of full-time 
equivalent (FTE) positions were 
medical assistants, averaging 2.4 
FTE, and registered nurses, with 
an average of 2.3 FTE. Employee 
health “providers” had an average of 
2.3 FTE per program, with clerical 
staff reporting an average of 1.6 
FTE.

A Half FTE Short

The average amount of work 
not completed at the end of the 
week across all job categories was 
19.6 hours. Breaking it down, 
that suggests the average employee 
health professional would need to 
work a 60-hour week to get all of 
their work caught up.

“Exactly, people indicated that 
there is a lot of work not completed 
at the end of the week — across 
the board it seems to be fairly 
common,” says Carol Brown, PhD, 
lead author of the survey and a 
researcher at the Center for Health, 
Work, and Environment at the 
University of Colorado Anschutz 
Medical Campus. “We defined the 
full-time week as 40 hours, so we 
are sitting at about 20 hours [over]. 
Averaging that across these sites 
and departments, that would be 
about another half FTE that people 
need to keep up with the work.”

Still, it may be challenging for 
the individual employee health 
department to estimate the hours 

needed to complete assigned 
responsibilities because the duties 
don’t necessarily lend themselves to 
arbitrary division of labor lines.

“It is so difficult to determine 
how much work is done and not 
done because we can work 24/7 
and never be done,” Bliss says. “You 
come in every morning and there is 
still stuff to do that was obviously 
there the day before. In our jobs, 
I don’t know that anybody can say 
that they are ever going to get it 
all done. But I totally agree that 
employee health typically is not 
staffed for the amount of work load 
that we do.”

Employee health programs were 
usually managed by nurses, with 
68% of departments led by an 
RN. Not surprisingly, the survey 
showed corresponding increases in 
nursing, provider, and clerical FTE 
for employee health as the number 
of healthcare workers at a facility 
increased. For example, a hospital 
with 4,000 to 4,999 employees 
averaged 4.3 FTE, which included 
2.7 FTE in nursing.

“We only have 2.8 FTEs here 
for close to 5,000 employees, so we 
are not anywhere near that [4.3],” 
says Bliss, coordinator of employee 
health services at UnityPoint 
Health-Methodist/Proctor Hospital 
in Peoria, IL. “So I certainly believe 
[employee health departments] are 
understaffed because we fall into 
that category.”

Again, the major takeaway 
from the survey going forward 
is to establish an equitable ratio 
for employee health personnel to 
healthcare workers.

“I think our membership wants 
that from us, and that’s why we 
are considering writing a position 
paper on this,” Bliss says. “There 
is really nobody out there, no 
governing group that is saying 
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what the staffing should be. It’s 
important — our employees are 
just as valuable as our patients. 
There needs to be a standardized 
recommendation for that.”

Flu Tasks Dominate

The AOHP survey included 
a series of questions designed to 
estimate the time allotted to various 
duties.

“We tried to group them by type 
of tasks by provider, nursing, and 
administrative,” Brown says. “I think 
what came out of that is, by far, the 
nursing tasks are what take up the 
most time. And within that, clearly 
the flu shots and the flu reporting are 
things that take a lot of time in these 
[employee health programs].”

Indeed, within the nursing tasks, 
influenza immunization programs 
had the highest average time spent 
per month: 111.6 hours.

“We administered this [survey] 
in May or June. So it wasn’t at the 
height of flu season, which might 
have led to overreporting the flu 
[hours] because they were the midst 
of these massive flu [immunization] 
campaigns,” Brown says. “I 
think that, going forward, that is 
something we could follow up on try 
to get a better indication why that 
number is so high and make sure 
that number is accurate.”

The estimate is likely accurate 
because flu vaccination, tracking, 
and reporting has become a labor-
intensive task that includes working 
with infection control to report 
worker vaccination rates to the 
CDC’s National Healthcare Safety 
Network (NHSN), Bliss says.

“It consumes us,” she says. “Every 
year it’s the same thing — from Oct. 
1 through March 31 is flu season. 
Plus the fact that we have to track it 

and report our numbers because the 
NHSN and certainly people in the 
hospital want reports on how many 
flu shots [we have administered]. 
They look at those to make sure we 
are still at the right percentage that 
we want to have.”

Pre-placement Tasks 

Time-consuming

While flu was the leading time-
consuming task reported by nurses, 
those identifying as providers in 
employee health programs reported 
spending an average of 26 hours 
a month on administering pre-

placement medical exams. These 
exams are performed for employees 
who have been hired, but not 
assigned to a hospital unit.

“We asked them the things they 
tend to do in those exams and those 
included a healthcare questionnaire, 
a physical exam, vision testing, 
drug testing, and immunizations,” 
Brown says.

The shifting demographics 
and churn of turnover mean pre-

placement exams are an ongoing 
duty for employee health, says 
Bliss.

“It’s very time-consuming 
because of the turnover in nursing,” 
she says. “New nurses, new grads, 
they stay a period of time and then 
they look for something else. That’s 
across the nation — there is always 
that need to have more nurses.”

That, in turn, requires repetitive 
labor for the multiple steps of the 
pre-placement medical exams.

“We schedule all the pre-
placement physicals, and then we 
schedule their appointment to 
come see us after the physical,” 
Bliss says. “We have to review the 
physicals when we get them and 
enter them into our system. Then 
when we see them, we do all the 
follow-up like their TB [tests], 
immunizations, any titers that 
need to be ordered. So for every 
employee, no matter where they 
are working, there is a lot of time 
involved.”

The survey included an open-
ended question about other 
job duties, and Brown says 
common responses included 
counseling/mental health, workers’ 
compensation, wellness programs, 
safe patient handling, and 
education.

In terms of professional 
certification, 30.4% of respondents 
were Certified Occupational Health 
Nurses (COHN) and 41.8% had 
specialist degrees (COHN-S). 
Breaking that down further, 
13.2% of survey respondents said 
certification was required by their 
employer and 67.2% said it was 
“preferred” by their employer.  n
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“WE ASKED THEM 
THE THINGS 

THEY TEND TO 
DO IN THOSE 
EXAMS AND 

THOSE INCLUDED 
A HEALTHCARE 

QUESTIONNAIRE, 
A PHYSICAL 

EXAM, VISION 
TESTING, DRUG 
TESTING, AND 

IMMUNIZATIONS.” 
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NIOSH: 34 New Hazardous Drugs 
Used in Healthcare
Use chemo gloves, gowns, respirators as warranted

Employee health professionals 
should be aware that 34 

hazardous drugs have been added to 
the list of those that pose a risk to 
healthcare workers who prepare and 
administer them to patients with 
cancer and other conditions.

The National Institute for 
Occupational Safety and Health 
(NIOSH) recently released the 
updated list of hazardous drugs, 
bringing the total to well over 100 
that pose risk to healthcare workers.1 
NIOSH estimates millions of 
healthcare workers are potentially 
exposed to hazardous drugs used 
in the workplace, including those 
used for cancer chemotherapy, 
antiviral drugs, hormones, and some 
bioengineered drugs.

This list categorizes drugs into the 
following three groups.

Antineoplastic drugs: These 
primarily chemotherapy drugs meet 
one or more of the NIOSH criteria 
for a hazardous drug. In addition to 
many of these drugs being cytotoxic 
(e.g., toxic to living cells), the 
majority are hazardous to males or 
females who are actively trying to 
conceive, women who are pregnant 
or may become pregnant, and women 
who are breast-feeding, NIOSH 
warns.

New antineoplastic drugs 
include afatinib, axitinib, belinostat, 
bosutinib, cabozantinib, carfilzomib, 
dabrafenib, enzalutamide, histrelin, 
xazomib, panobinostat, pertuzumab, 
pomalidomide, ponatinib, 
regorafenib, trametinib, trifluridine/
tipiracil (combination only), 
vismodegib, and ziv-aflibercept.

Non-antineoplastic hazardous 
drugs: These drugs meet one or 
more of the NIOSH criteria for a 
hazardous drug, including those with 
the manufacturer’s safe-handling 
guidance. Some of these drugs may 
pose reproductive risks similar to 
those described for antineoplastic 
drugs. Newly listed drugs in 
this group include ospemifene, 
paliperidone, teriflunomide, and 
tofacitinib.

Non-antineoplastic drugs 
that primarily have adverse 
reproductive effects: The new drugs 
in this category include clomiphene, 
eslicarbazepine, lomitapide, 
macitentan, pamidronate, pasireotide, 
peginesatide, riociguat, and 
temazepam.

Depending on the activity in 
handling these drugs, NIOSH urges 
all or some combination of personal 
protective equipment including 
double chemotherapy gloves, 
protective gown, eye/face protection, 
respiratory protection, and a 
ventilated engineering control.

Hospital Employee Health talked 
to Thomas Connor, PhD, a research 
biologist in the NIOSH division 
of applied research and technology, 
about the new hazardous drugs and 
the ongoing process of reviewing and 
amending the list.

HEH: Can you provide a little 
background on this process with 
regard to how hazardous drugs in 
healthcare are determined and listed 
in NIOSH reports?

Connor: Originally in 2004, 
we published an alert on hazardous 
drugs. We did not have a list at that 

time, so we borrowed lists from 
different organizations — NIH, 
Johns Hopkins, and so forth. In 
2010 we started updating the list 
every other year. We have done so in 
2010, 2012, 2014, and now 2016. 
We are currently working on 2018 
and, actually, 2020 already. We 
monitor the FDA website for new 
drug approvals and new warnings on 
existing drugs.

There have been a lot of new 
warnings recently because drug 
companies are trying to get their 
drugs to the market more quickly. 
We are seeing post-marketing adverse 
effects, and we have to look at all 
of those. So basically we have two 
triggers — one is the new drug 
approvals, and the other is the 
warnings for existing drugs. We look 
at all of those for a two-year period. I 
think the FDA approves 15 to 25 new 
drugs every year; it hovers around 20. 
About a third of the antineoplastic 
drugs are used for cancer treatment.

This all goes through a very 
rigorous review process. We have an 
expert panel that reviews these, and 
then we publish our proposed list in 
the Federal Register and we get public 
comment back. So it takes two years 
to do our review each time.We are 
also a little out of date — we lag 
behind the FDA.

HEH: Just to clarify, the post-
marketing effects are reported when 
the drug has been approved and in 
public use?

Connor: Yes. When they do 
clinical trials they may have a few 
hundred to a couple thousand people, 
but then they give [the drugs] to a 
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million people [after approval]. Then 
you start to see different effects of 
the drugs in different populations of 
people. There’s a new [emphasis on] 
developing more targeted therapies. A 
lot these are relatively nontoxic, but a 
lot of them have serious reproductive 
effects. It’s kind of 50-50, but they are 
starting to get away from the drugs 
that cause general toxicity — the hair 
loss and all of those other side effects 
we associate with cancer drugs. They 
are going to more targeted therapies, 
but those have some [hazardous risks] 
of their own.

HEH: You mention that antineo-
plastic drugs comprise a majority of 
the drugs, particularly some that are 
already on the market.

Connor: They have a lot of acute 
effects. A lot of the old chemotherapy 
drugs are still being used. In health-
care workers we see acute effects like 
nausea, skin, and mucous membrane 
irritations. We do see adverse repro-
ductive effects. Probably close to 
100% [of antineoplastic drugs] have 
adverse reproductive effects. Some 
of them also cause secondary cancer 
in patients and we know they cause 
genetic damage in healthcare workers. 
There is some indication of cancer in 
healthcare workers, but it hasn’t been 
studied that well.

HEH: Are healthcare workers not 
always using proper protective equip-
ment for safe handling of the drugs? 
Is that a principal issue?

Connor: That is part of it. 

NIOSH has done surveys of health-
care workers [handling hazardous 
drugs]. Glove use is not 100% and 
use of protective gowns is relatively 
low — maybe 50% of the time. So 
certainly part of it is not using per-
sonal protective equipment.

HEH: Should employee health 
professionals look at this updated list 
and determine which hazardous drugs 
are being used in their facilities?

Connor: The main goal of this 
list is to make people aware of which 
drugs they need to use precautions 
with. So many institutions in the U.S. 
and around the world have taken 
this list and looked at the formulary 
in their hospital to do a comparison 
and see which drugs they are using 
are on the list. That would be their 
starting point, and then they would 
make recommendations within their 
healthcare facility regarding the engi-
neering controls, what types of PPE, 
and so forth. Some of them are new 
drugs and some of them have been on 
the market for a number of years. It 
is a mix of both. The main purpose of 
this list is to raise awareness of which 
drugs precautions are needed for.

HEH: What about the non-
antineoplastic drugs and the list 
of other drugs that may cause 
reproductive problems?

Connor: The non-antineoplastic 
drugs have other side effects — 
they may cause cancer in animals, 
immunosuppression, and things 
like that. Some of those in group 2 

have adverse reproductive effects. 
All of those drugs in group 3 have 
adverse reproductive effects — that’s 
the only effect they have. If you are 
not at reproductive risk — post-
menopausal or you are using effective 
contraception — the risk is extremely 
low.

HEH: Some these drugs pose 
reproductive risk to men as well?

Connor: Yes, some of these have 
adverse reproductive effects for men. 
The groups that we say are at risk are 
men and women who are actively 
trying to conceive, women who are 
pregnant, and women who are breast-
feeding. In the document, we put 
together some potential exposure [sce-
narios] in healthcare. It is just some 
general guidance. For example, in 
dispensing a single intact pill to a pa-
tient, there is no risk to the healthcare 
worker. However, there is more oral 
chemotherapy being used in pediatric 
and geriatric populations, and the 
pills have to be ground up and put in 
some kind of liquid or applesauce to 
give to the patients. That poses a risk 
because you are producing dust and 
so forth. We try to cover most of the 
scenarios in there.  n
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Study Challenges Flu Shot Mandates
Research findings support AOHP position on controversial issue

A new research analysis that  
 concludes there is insufficient 

evidence to make seasonal 
vaccinations a condition of 

employment essentially validates the 
position taken on this controversial 
subject by the Association for 
Occupational Health Professionals in 

Healthcare (AOHP).
“We do support a mandate 

to ‘provide’ flu vaccinations for 
employees, but we have not made 
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the statement that they should be 
mandatory and you lose your job if 
you don’t take it,” says Mary Bliss, 
RN, AOHP executive president. “We 
have not taken that position.”

Using a policy that requires 
healthcare workers to wear a mask 
for patient care if they are not 
immunized, Bliss achieves annual 
influenza immunization rates 
above 90% without making the 
shot a condition of employment 
as coordinator of employee health 
services at UnityPoint Health-
Methodist/Proctor Hospital in Peoria, 
IL.

In the new study, Canadian 
researchers report1 that the four 
randomized controlled trials (RCTs)2-5 
commonly cited to justify compulsory 
immunization lack scientific rigor 
and overstate the protective benefit 
to patients. The four trials were 
conducted in long-term care facilities, 
but have generally been extrapolated 
to support flu immunization 
requirements in acute care and other 
settings. Among other benefits, the 
studies generally link reductions in 
resident mortality to higher staff flu 
vaccination rates.

With healthcare worker 
vaccination rates lagging in most 
hospitals, several facilities began 
mandating immunization several 
years ago in what has since become 
a national trend. Mandatory 
vaccination policies are driving a 
trend that saw 91% of hospital 
workers immunized during the last 
flu season — a far cry from the 
lagging levels of the voluntary flu shot 
era, the CDC reports.6

As the RCTs are often cited in 
support of such policies, the new 
Canadian study attacks a core 
rationale for making flu shots a 
condition of healthcare employment. 
After an elaborate analysis using the 
“dilution” principal of mathematics, 

the authors of the study conclude that 
there is insufficient scientific evidence 
to mandate flu vaccine as a condition 
of healthcare employment.

“It is unsupported by science,” says 
the lead author of the study, Gaston 
De Serres, MD, of the Institut 
national de santé publique du Québec 
in Quebec City, Canada. “When 
you are mandating a public health 
intervention, you better be sure that 
the burden of disease that you want 
to prevent is substantial. At this time, 
no one knows how many patients are 
infected annually in the United States 
by unvaccinated healthcare workers. 
Nobody knows.”

Prevented Mortality 

Overstated?

The upshot of the paper is that 
the RCTs vastly overstate the protec-
tive effect to patients being treated 
by immunized healthcare workers, 
particularly in the area of prevented 
deaths. In contrast to the “mathemati-
cally impossible” prevented-mortality 
estimates reported in the papers, De 
Serres and colleagues project that 
it actually may take from 6,000 to 
32,000 healthcare worker immuniza-
tions to prevent one patient death 
from influenza.

“We found that the four studies 
were reporting results for [reductions 
in] all-cause mortality that were not 
50%, not even 100% greater,” De 
Serres says. “They were 10 to 12 
times greater than could plausibly 
be achieved if the vaccine was 60% 
effective.”

The paper has the devastating 
cumulative effect of a legal argument, 
and indeed concludes with a 
disclosure endnote that several of 
the authors have provided expert 
testimony during legal challenges to 
mandatory flu vaccination policies 

in Canada. In a recent case that 
surprised some, six healthcare workers 
fired for refusing mandatory flu shots 
for religious reasons won back pay 
and offers of reinstatement from Saint 
Vincent Hospital in Erie, PA, after 
their case was taken up by the U.S. 
Equal Employment Opportunity 
Commission. (For more information, 
see the February 2017 issue of HEH.)

“Each of the four cluster RCTs 
used to champion compulsory HCW 
influenza vaccination policies reports 
benefits that are mathematically 
impossible under any reasonable 
hypothesis of indirect vaccine effect,” 
the Canadian authors conclude. 
“Through this detailed critique and 
quantification of the evidence, we 
conclude that policies of enforced 
influenza vaccination of HCWs 
to reduce patient risk lack a sound 
empirical basis. In that context, an 
intuitive sense that there may be some 
evidence in support of some patient 
benefit is insufficient scientific basis 
to ethically override individual HCW 
rights. While HCWs have an ethical 
and professional duty not to place 
their patients at increased risk, so 
also have advocates for compulsory 
vaccination a duty to ensure that the 
evidence they cite is valid and reliable, 
particularly in the absence of good 
scientific estimates of patient impact.”

The author of one of the 
randomized controlled trials on 
the protective effect of immunizing 
healthcare workers against influenza 
defended his research, but emphasized 
it applies only to long-term care 
settings. In an article7 published along 
with the Canadian study, Andrew 
C. Hayward, MD, a member of the 
National Institute for Health and 
Clinical Excellence, defended his 
2006 RCT.

“In our discussion, based on our 
own findings and those from other 
studies, we concluded that healthcare 
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worker vaccination provides an 
important level of resident protection 
in long-term care facility settings,” he 
concluded. “While we claimed that 
the findings may be generalizable to 
other settings, we did not intend to 
imply that the extent of the benefit 
would be similar in other settings. 
Indeed, we think the effect is likely to 
be substantially greater in long-term 
care facilities for frail elderly residents 
than in the acute care setting or in 
long-term care facilities catering for 
less frail patients.”

Although current data are 
inadequate to support enforced 
healthcare influenza vaccination, they 
do not refute voluntary vaccination 
or other more broadly protective 
practices such as staying home or 
masking when acutely ill, De Serres 
notes.

“There is a real problem with the 
healthcare system and it is going 
to work when you are sick — not 
only for influenza, but the other 
respiratory viruses,” De Serres says. 
“You don’t want your professionals 
— your nurses caring for patients 
— to be at the bedside when they 
are sick. And that really is not often 
addressed. It appears to be a sort of 
magical solution to use the influenza 
vaccine and coerce vaccination to 
demonstrate that you really care for 
patients.”

Presenteeism is a widely reported 
problem that challenges short-
staffed facilities, in part fueled by the 
prevailing mentality that healthcare 
workers don’t want to let their 
colleagues down by failing to report 
for duty.

“I found it interesting at the end 
of the discussion [the authors] say we 
ought to think about other things in 
addition to voluntary immunization, 
like staying home when sick or 
masking,” says William Schaffner, 
MD, a professor of preventive 

medicine at Vanderbilt University 
in Nashville. “I find it stunning that 
they, in effect, recommend those 
interventions, over which the data 
are much less [established] than for 
influenza immunization.”

Having long acknowledged the 
flu vaccine is imperfect and subject 
to seasonal fluctuations in efficacy, 
Schaffner nevertheless favors man-
datory immunization of healthcare 
workers despite the Canadian study.

“If you take the RCTs all by 
themselves — off to the side — our 
Canadian colleagues have a point, 
but I don’t believe their point carries 
the day,” he says. “They only looked 
at the RCTs. These provide the most 
rigorous data, but we recognize that 
RCTs on this question are hugely dif-
ficult to do. If we are going to address 
the entire question of the scientific, 
professional, and ethical basis of 
mandates, you ought to look at the 
entire body of evidence. There are 
any number of observational studies 
of one kind or another that could be 
added. Obviously they have profound 
scientific limitations also, but at least 
in my mind they add to the body 
of evidence that makes mandatory 
influenza immunization more than 
reasonable.”

A past president of the National 
Foundation for Infectious Diseases 
and a frequent host of its annual flu 
vaccine press conference, Schaffner 
has long advocated immunization 
for healthcare workers and others as 
recommended by the CDC. As men-
tioned, the Canadian study focused 
on the questionable prevented-mor-
tality estimates linked to vaccinating 
healthcare workers, but there are 
secondary benefits that should also be 
noted, he says.

“That is not the only issue to con-
sider,” Schaffner says. “We also don’t 
want to make patients ill with influ-
enza, and that issue is not addressed. 

They put much of their emphasis on 
the most severe endpoint. Similarly, 
they didn’t look at any other poten-
tial benefits of immunization such 
as worker absenteeism during an 
influenza outbreak, or the extended 
[protective] benefit to the worker’s 
family. These may not be the primary 
issues underlying a mandate, but they 
sure have come up in virtually every 
discussion of influenza vaccination 
mandates that I have read or written 
about.”

Schaffner says the issue boils down 
to a central question: How much 
evidence is necessary in order to make 
a recommendation for a mandate?

“From my point of view, the ac-
cumulated evidence, including and 
beyond the RCTs, is sufficient on a 
scientific, professional, and ethical 
basis,” he says. “There must be 20 
professional societies now that have 
agreed with this [mandated] posi-
tion.”

On the contrary, the findings are 
compelling enough that professional 
groups should rethink their endorse-
ment of mandatory flu vaccination, 
says Michael Edmond, MD, clinical 
professor of internal medicine and 
infectious diseases at the University of 
Iowa in Iowa City.

“I don’t want this to be confused 
with any kind of anti-vaccine rheto-
ric, but to me it kind of plays into it,” 
says Edmond, who was not involved 
in the study. “The anti-vaccine 
rhetoric focuses on false claims of 
adverse effects of vaccines, and that is 
completely wrong. But on the other 
side of it, we have to acknowledge the 
shortcomings of vaccines in an honest 
way as well. I would argue that we 
have to look at the science on both 
sides of it and do what the science 
tells us to do.”

With any intervention to improve 
quality or patient safety, the expecta-
tion for compliance should be directly 
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CDC: Current Flu Shot Efficacy at 48%
Historic average is 59%

related to the evidence, he says.
“In this case, we don’t have a high 

level of evidence,” he says. “Therefore, 
to mandate it — and in this case, to 
say if you are not in compliance you 
will be fired from your job — to me 
is just an unacceptable situation.”  n
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In interim efficacy data for the 
2016-2017 flu season, the current 

vaccine is proving 48% effective, the 
CDC reports.1

The overall efficacy was based 
on efficacy against influenza A and 
influenza B virus infection associated 
with acute respiratory illness requiring 
medical attention. As of Feb. 17, 
2017, most influenza infections were 
being caused by A (H3N2) viruses. 
Vaccine efficacy specifically against 
H3N2 was estimated to be 43%, 
but efficacy rose to 73% against the 
circulating B virus.

“These interim vaccine efficacy 
estimates indicate that influenza 
vaccination reduced the risk for 
outpatient medical visits by almost 
half,” the CDC reported.

Historically, a comprehensive 
review of the literature estimated an 
overall flu shot efficacy of 59% in 
healthy adults ages 18 to 64 years.2 
Evidence was inconsistent or lacking 
to determine vaccine efficacy in those 

ages 2-17 and those over 65.
Of course, the vagaries of 

antigenic “drift” or more dramatic 
“shift” of circulating, mutable 
influenza viruses create an ongoing 
challenge to making an annual 
vaccine with a good match. For 
example, last year’s overall flu 
vaccine efficacy was 41% against 
the predominant H1N1 influenza A 
strain and 55% against circulating B 
strains.3

While the overall societal benefit 
is frequently underscored by even 
partially effective flu vaccines, 
it is harder to make the case for 
mandatory immunization of 
heathcare workers, says Gaston De 
Serres, MD, the lead author of a 
recent paper calling mandates into 
question.4

“It is interesting that most of 
the organizations and associations 
that publish support for mandating 
immunization [in healthcare 
workers], use data underscoring 

that influenza is a terrible disease 
with tens of thousands of deaths 
annually and hundreds of thousands 
of hospitalizations,” De Serres 
says. “Well, that’s irrelevant 
and will not be affected by the 
immunization of healthcare workers. 
The relevant burden of disease [in 
making an argument for mandated 
immunization] are only the cases 
represented by unvaccinated 
healthcare workers.”

In a political climate where even 
widely accepted science may be 
challenged, proponents of mandatory 
flu shots for healthcare workers 
should be wary of refuting the 
findings without clear evidence of 
vaccination benefits, says Michael 
Edmond, MD, clinical professor 
of internal medicine and infectious 
diseases at the University of Iowa in 
Iowa City.

As an alternative, flu vaccination 
should be voluntary, but highly 
encouraged to get as many healthcare 
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A Tale of Two Studies: Unit Failure, 
System Success
‘It’s important to HCWs that safety is adding value to their work’

Two recently published stud-
ies show that employee health 

interventions may fail at the unit 
level, but can succeed if embraced as 
part of larger system change in a work 
culture.

“One of the lessons learned is 
that we really need to think about 
the systemwide norms and policies, 
the infrastructure that can be 
translated to the unit level,” said Jack 
Dennerlein, PhD, associate director 
of the Center for Work, Health, & 
Well-being, which is affiliated with 
Harvard’s T.H. Chan School of Public 
Health. A co-author of both studies, 
Dennerlein recently described the 
projects at a presentation for the 
Association of Safe Patient Handling 
Professionals.

First the proverbial bad news, 
which in this case was an attempt to 
implement worker safety and wellness 
education on four units of a Boston 
hospital. The study1 was a proof-of-
concept trial designed to examine the 
feasibility and estimate the efficacy 
of a workplace intervention called 

“Be Well, Work Well.” The study was 
conducted in eight hospital units, 
with four serving as the control and 
the rest the trial arm. The interven-
tion included consultation with nurse 
managers to implement changes on 
patient care units and education of 
patient care staff on safety and health 
behaviors.

“We talked to them about both 
safe patient handling and good, 
healthy eating habits,” Dennerlein 
said.

The intervention included feed-
back assessments to workers on ergo-
nomics, held educational events, and 
created competitive challenges.

“In the end, we saw no effects in 
the units for any of the outcomes we 
measured, [including] safety practices, 
dietary patterns, physical activity, and 
sleep,” he said.

Surveys and evaluations with the 
healthcare workers revealed that the 
intervention was seen as a competing 
priority with the physical demands 
and time constraints already commit-
ted to patient care.

“We found that the workers 
were not engaging with us at all,” 
Dennerlein said. “A lot of that had 
to do with the fact that their patient 
care priorities were competing with 
the priorities that we were trying to 
promote. They had a big workload 
and they didn’t want to think about 
things like what they were eating. 
There were a lot of competing 
demands and barriers to having 
people participate [in behavior 
change].”

The take-home lesson was that it is 
extremely difficult at the patient care 
unit level to try to change behavior 
engrained by a larger work culture.

“They had a cultural commitment 
to put patients first, and we were not 
aligned with that message,” he said. 
“A lot of people [told us], ‘We have 
to live in this bigger system, which is 
not pushing us to go down the road 
you want us to go down.’ A lot of 
workplace safety is making sure that 
the goals of the program are aligned 
with the goals of the worker. It’s 
important to the healthcare workers 

workers immunized as possible, he 
says.

“But to say that we are going to 
fire you?” Edmond says. “Over the 
last 10 years or so there have been 
years where the vaccine is barely 
20% effective — one year it was 
10% effective. Are you are going to 
fire people because they didn’t get a 
vaccine that is 10% effective? And 
we can’t even prove if they got it, it 
would reduce influenza in patients. 
We would have to have a very tight 

set of data to take it to that level. I 
can’t think of another example that 
is taken to this extreme, without a 
very high level of evidence to support 
it.”  n
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that the safety is actually adding value 
to their work.”

In contrast, a large systemwide 
intervention2 at another Boston 
hospital yielded dramatic results, 
reducing patient handling injuries 
substantially.

The recuperative benefit of patient 
mobility has more hospitals trying 
to get patients moving to the highest 
degree possible.

“The big question we had is when 
such a program is initiated, what 
does it do in terms of the physical 
load on caregivers?” Dennerlein said. 
“Because the idea of more frequent 
mobilization would infer that the 
load on the healthcare workers could 
increase, as well as patient outcomes 
such as risk of patient falls.”

The solution at the Boston 
hospital was to create a hybrid 
program that focused on both safe 
patient handling and increased 
patient mobility.

“They saw this as an opportunity 
to develop a hospitalwide safe 
patient handling program and 
change a lot of the infrastructure 
and work practices,” he says. “Again, 
mobilize patients more frequently, 
but provide strategies for the staff 
to do it safely without injuries. The 
key was developing a hospitalwide 
infrastructure that supported and 
gave the resources at the bedside. 
So when they are at that moment of 
making decisions, do they have the 
equipment they need for safer worker 
practices?”

An overview of the challenge made 
it clear that for something like this 
to work, several key measures had to 
be in place, including management 
commitment, worker involvement, 
clearly stated policies, formation of 
key committees, and an initial needs 
assessment of both the organization as 
well as of patient function in terms of 
mobility.

“They discovered the hospital 
had been investing in [safe patient 
handling equipment], but the use of 
it was kind of sporadic,” Dennerlein 
said. “There were just a few isolated 
areas that seemed to be using the 
equipment consistently. There was 
really no ownership of this, and as a 
result there was no involvement of 
hospital leadership and staff beyond 
a few advocates in the organization. 
They had a lot of equipment but no 
organization structure that supported 
its use and maintained that at a 
system level. They realized they didn’t 
have enough slings to keep the system 
going all the time, so they made a 
huge investment in slings.”

Sustainable ongoing training was 
performed through a mentoring 
program, with policies requiring use 
of equipment for all patient handling. 
Manual patient movement was only 
to be done in medical emergencies.

“They made sure they had the 
equipment and training, followed by 
surveillance and evaluation,” he said. 
“At the hospitalwide infrastructure, 
it was necessary for the program to 
maintain and service equipment, 
provide clean [patient] slings to the 
units, and make sure that the patient 
practices were embedded in the care 
plans.”

That included identifying the 
safe lifting protocols and tools in the 
patient care plan, even to the point 
of adding new fields in the electronic 
medical records. In addition to slings, 
the hospital added more ceiling lifts, 
sit-to-stand devices, air-assisted lateral 
transfer devices, and portable floor-
lift equipment.

Training on the equipment was 
critical, so the hospital called in extra 
employees so others could be trained 
during work hours. “That took several 
months, but it was key in showing 
people and demonstrating how to 
integrate the use of the equipment 

and practices into patient care,” he 
said.

It took about eight months to 
completely roll out the program. 
Researchers looked at worker injury 
rates for 12 months pre-rollout, and 
then one year after the full program 
was in place.

“We saw about a 13% reduction 
in the injury rate in the hospital,” 
he said. “The big area where we saw 
the most significant reductions was 
[worker] injuries associated with lift 
and exertion — we saw that being 
reduced by almost 25%. We also saw 
a reduction in neck and shoulder 
injuries as well.”

In comparing the two studies, 
Dennerlein said the key difference 
was the commitment from hospital 
administration.

“There is a huge need for 
leadership commitment, especially 
by the upper-middle level managers,” 
he said. “Because they can create on 
the unit the climate and support for 
policy implementation. They can also 
provide the support and necessary 
resources for workforce training. 
This really points to the need for 
embedding system-level efforts into a 
systemwide initiative.”  n
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 nWhere does TJC stand on staffing 
ratios?

 nWhen HCWs experience “moral 
distress” on the job

 nMeasles: Who’s exposed and 
who’s immune?

 n CDC says Zika will be back: The 
key employee health issues 

COMING IN FUTURE MONTHS

Should OSHA Include Domestic Violence 
in Work Regulation?
With a large female work force, healthcare could be crime scene

While OSHA is promulgating a 
standard primarily to protect 

healthcare workers from patient 
violence, a domestic violence expert 
reminds the agency that many attacks 
against women from husbands or 
boyfriends occur at the workplace.

“Homicide is the No. 1 cause of 
death for women in the workplace,” 
Pam Paziotopoulos, executive 
director of the Center for Domestic 
Violence Policy, said in comments 
submitted to the OSHA docket. 
“The U.S. Department of Justice has 
determined approximately 13,000 
acts of violence are committed at the 
workplace each year by husbands and 
boyfriends. In nearly two-thirds of 
workplace assaults, women were the 
victims.”

OSHA announced on Jan. 10, 
2017, that it will promulgate a federal 
regulation to protect healthcare 
workers from violence. That action 
followed an OSHA Dec. 7, 2016, 
request for information,1 and the 
docket is open for comments through 
April 6, 2017.

“I understand that domestic or 
intimate partner workplace violence 
falls under the Type IV category of 
relationships between the victim and 
perpetrator … and that the Request 
for Information generally intends 
to focus on Type II relationships 
between the worker and the client 
or patient,” Paziotopoulos states. 
“However, I disagree with [OSHA’s] 
characterization that violence 
stemming from Type IV relationships 
‘are not the typical foreseeable 
workplace violence incidents that are 
associated with predictable risk factors 

in the workplace that employers can 
reduce or eliminate.’”

Employers can reduce or eliminate 
the risk of workplace violence 
stemming from Type IV relationships, 
she argues, noting that “many 
forward-thinking employers already 
have rigorous policies in place to 
do so. These policies can save lives, 
particularly workers who have no 
relationship with the perpetrator 
but happen to be near the intended 
victim when the perpetrator arrives 
at the workplace with an intention to 
cause harm.”

To prevent this type of violence, 
the employer must be informed of the 
potential threat by the employee. The 
employer then must make reasonable 
accommodations to the employee 
to minimize the opportunity for 
contact between the perpetrator 
and the intended victim-employee, 
Paziotopoulos said in the comments.

“Without prevention policies in 
place, workers suffer,” she says. “For 
example, 74% percent of female 

victims of domestic violence are 
harassed by their abusers on the job, 
56% are late for work on several 
occasions per month, 28% leave work 
early at least five times per month, 
54% miss a minimum of three days 
per month, and 75% use company 
time to handle domestic violence-
related matters.”

If employers do not include 
intimate partner violence in their 
policies, then OSHA should impose 
a “substantial fine” to the workplace, 
she concludes.

“The primary concern should 
be on generating awareness of how 
intimate partner violence infiltrates 
the workplace and the realistic 
potential harm it can cause to the 
abused employee and fellow co-
workers,” she notes.  n
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professionals .
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1. A staffing survey by the 

Association of Occupational 

Health Professionals in 

Healthcare (AOHP) found that 

which work task consumed the 

most time for those identifying 

as employee health nurses?

a . Flu immunization and tracking

b . TB testing

c . Pre-placement medical exams

d . Respirator fit-testing

2. AOHP survey respondents said 

pre-placement medical exams 

of employees included:

a . healthcare questionnaires .

b . vision testing .

c . immunizations .

d . All of the above

3. Regarding antineoplastic drugs, 

NIOSH said they pose no risk to 

men — only women in the first 

trimester of a pregnancy.

a . True

b . False

4. A Canadian study estimated 

that it may take from 6,000 

to 32,000 healthcare worker 

influenza immunizations to 

prevent:

a . a decline in herd immunity .

b . a single hospital outbreak .

c . one patient death from 

influenza .

d . 8 to 12 patient flu infections .


