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“WE NEED TO 
LOOK AT THE 

OPIOID CRISIS IN 
THE COUNTRY 
AND REALIZE 

THAT HEALTHCARE 
PERSONNEL 

ARE NOT 
INVULNERABLE TO 

THIS.”

Drug Diversion Rampant as Opioid 
Epidemic Explodes in Communities
With new guidance, many forming drug diversion committees

By Gary Evans, Medical Writer

While drug diversion experts 
draw a distinction between 
the national opioid epidemic 

and the longstanding problem of 
narcotics theft by addicted healthcare 
workers, it’s getting to the 
point where the lines 
may be blurring.

The CDC 
recently estimated1 
that the U.S. saw 
more than 60,000 
overdose deaths last 
year, which nearly 
doubles the 33,000 
the CDC estimated 
for 2015.2 (For more 
information, see 
related story on page 
135.)

A community 
opioid addiction problem of such 
staggering scale certainly adds another 
permutation to the hidden epidemic of 
drug diversion by healthcare workers.

“We need to look at the opioid 
crisis in this country and realize 
that healthcare personnel are not 
invulnerable to this,” says Kimberly 
New, RN, JD, a drug diversion 

specialist and executive 
director of the 
International Health 
Facility Diversion 
Association (IHFDA). 
“This is something 
that is growing. We 
are seeing more and 
more diversion by very 
alarming methods, 
like tampering with 
medications. The 
best place to start is 
to try to prevent it 
in the first place. I 

strongly recommend 
from an employee health standpoint 
that we inform [healthcare workers] 
who are coming back from a surgery or 
medical leave, for which they have been 
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prescribed opioids, that they are at 
risk.”

It certainly doesn’t help that 
nurses are among the most often 
injured professions, a problem 
aggravated by increasing patient 
body weight.

“Another thing we are seeing is 
a sharp increase in the number of 
veterans that are coming back from 
combat and self-medicating for 
PTSD and physical injuries,” New 
says.

The IHFDA is a fledgling 
nonprofit that recently held its 
second annual conference. The 
group brings together stakeholders 
in the drug diversion crisis to raise 
awareness of the longstanding 
problem and urge hospitals to 
establish prevention programs.

Employee Health 

Perspective

Attending the recent IHFDA 
conference in St. Louis with several 
of her colleagues was JoAnn Shea, 
RN, director of employee health 
and wellness at Tampa (FL) General 
Hospital.

“People all over the country were 
there and a lot of them are from 
hospitals that went through some 
significant issues,” Shea says. “This 
is something hospitals are going 
to really have to take a look at. I 
think we are really missing the boat 
on detecting them all. There are 
machines now that measure [drug 
dilution]. If you have fentanyl waste, 
it will tell you if it is concentrated or 
diluted. If it is diluted, it may not be 
fentanyl.”

Shea attended the conference 
with hospital colleagues that 
represented pharmacy, security, 
and human resources. The group is 
forming a drug diversion prevention 

program at Tampa General in 
accordance with recommendations 
issued this year by the American 
Society of Health-System 
Pharmacists (ASHP).

“They put out a really good 
guideline, so many hospitals are 
going to diversion coordinators 
now,” she says. “That’s what we 
put in for this budget year: a drug 
diversion coordinator.”

The person taking on the role 
could have an employee health 
background or other healthcare 
experiences, New says.

“We see a number of people in 
this role,” New says. “It needs to be 
someone who is resilient, has a keen 
ability to conduct investigations and 
get to the heart of issues, and that 
can communicate with people in all 
different levels of the organization. 
They have to have the ability, the 
time, and the resources to address 
this issue.”

ASHP recommends that 
healthcare facilities create a 
diversion program that ensures 
training and competency of all 
healthcare workers authorized 
to handle controlled substances. 
In addition to a coordinator, the 
diversion program should include 
an interdisciplinary committee 
that reports at least quarterly to the 
hospital administration, the ASHP 
recommends.

“Diversion driven by addiction 
puts patients at risk of harm, 
including inadequate relief of 
pain, inaccurate documentation 
of their care in the medical record, 
exposure to infectious diseases from 
contaminated needles and drugs, 
and impaired healthcare worker 
performance,” according to ASHP.1 
“In addition to patient harm, there 
are regulatory and legal risks to the 
organization, including fraudulent 
billing and liability for resulting 
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damages, and decreased community 
confidence in the healthcare system.”

An initial step at Tampa General 
will be to conduct a gap analysis 
that will include assessing current 
practices and drug oversight, Shea 
says.

“I went to leadership and said, ‘we 
don’t know what we don’t know,’” she 
says. “If we don’t do a gap analysis 
we don’t know where our weaknesses 
are, where people could actually go 
in and steal — whether it’s receiving, 
ordering, or retail pharmacy.”

Though the issue appears to be 
finally gaining momentum, many 
hospitals currently do not have 
diversion prevention programs, New 
says.

“I would say less than 50% 

have proactive diversion programs, 
but I do think the number is 
increasing because we have had some 
unfortunate, high-profile cases,” 
New says. “Every hospital needs a 
proactive drug diversion program. 
Many hospitals don’t see this as an 
ongoing threat, so they treat these 
cases as isolated events. They are 
not equipped to deal with them 
appropriately if they are treating 
them as isolated.”

How common is healthcare drug 
diversion? Unfortunately, experts say 
that if hospitals look for it, they are 
likely to find it.

Far from being a rare 
phenomenon, healthcare drug 
diversion is rampant and largely 
undetected, says John Burke, 

president of the IHFDA. Burke 
began investigating incidents of 
drug diversion in healthcare as a 
Cincinnati police officer in the 
1990s. A team of investigators began 
looking into the problem and found 
healthcare workers were frequently 
stealing opioids.

“We started that in 1990 and I 
was there for nine years, and at that 
time we averaged an arrest a week,” 
Burke says. “That was just the city 
of Cincinnati — at that time, a 
population of some 400,000.”

Since he is often asked to estimate 
the size of the healthcare drug 
diversion problem in the U.S., Burke 
crunched the Cincinnati arrest data 
and extrapolated it nationally.

“It comes out to about 102 arrests 

CDC: 60,000 Died of Opioid Overdoses  
 in 2016

The nation’s expanding opioid epidemic has many ramifications for healthcare facilities, including the threat of 
violence by addicts seeking care, exposure of healthcare workers to powerful narcotics, and the potential for street 

opioids to exacerbate the longstanding problem of drug diversion by healthcare workers.
The CDC recently estimated that 60,000 overdose deaths occurred last year in the U.S., with the toll driven by a 

five-fold increase in overdose deaths involving synthetic opioids.1

“Illicitly manufactured fentanyl, a synthetic opioid 50-100 times more potent than morphine, is primarily 
responsible for this rapid increase,” the CDC noted. “In addition, fentanyl analogs such as acetylfentanyl, 
furanylfentanyl, and carfentanil are being detected increasingly in overdose deaths and the illicit opioid drug supply.”

In particular, carfentanil is estimated to be 10,000 times more potent than morphine, and healthcare workers have 
had to be revived with an emergency antidote after coming into contact with these patients. (For more information, 
see stories in the October 2017 issue of Hospital Employee Health.) The toll estimated for 2016 was extrapolated from 
surveillance data from 10 states. The overdose deaths estimated for 2016 almost double the 33,000 deaths the CDC 
previously estimated for 2015.2

“Illicitly manufactured fentanyl is now a major driver of opioid overdose deaths in multiple states, with a variety 
of fentanyl analogs increasingly involved, if not solely implicated, in these deaths,” the CDC concluded. “This finding 
raises concern that in the near future, fentanyl analog overdose deaths might mirror the rapidly rising trajectory of 
fentanyl overdose deaths that began in 2013 and become a major factor in opioid overdose deaths.”

The CDC had expanded its drug and overdose surveillance to 32 states this year.  n
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Indeed, HCV and other 
bloodborne infections may have few 
symptoms initially, meaning those 
patients will be lost to follow-up and 
unlikely to be linked to receiving 
healthcare as a risk factor. Thus, the 
reported outbreaks of drug diversion-
related infections by healthcare 
workers represent only a portion of 
the actual infections.

While state laws vary on this issue, 
Ohio laws favored Burke’s police 
enforcement and explain, in part, the 
success of his program.

“In Ohio, not only do you have 
the [federal] DEA regs, but you also 
have the Ohio Board of Pharmacy, 
which says you have to report the loss 
of any prescription drug — not just a 
controlled substance,” he says. “Also, 
it is a crime in Ohio to not report a 
felony. All of these [diversion] offenses 
are felonies.”

Diversion may come to light as a 
cluster of infections are identified and 
reported by public health officials, but 
the recurrent problem is that hospitals 
will too often let diverters leave 
without reporting them.

“Those [infected patients] 
ultimately get reported because 
they have to,” Burke says. “In the 
average healthcare diversion issue, 

“I THINK THE 
PROBLEM IN THE 

HEALTHCARE 
FACILITIES HAS 
ALWAYS BEEN 

THERE. WE DON’T 
KNOW IF IT HAS 
GOTTEN WORSE, 

BUT THERE IS 
A LITTLE MORE 
AWARENESS.”

a day in the country,” he says. “And 
you have to understand, we didn’t 
catch everybody, either. We weren’t 
100% successful, but it kind of gives 
you a little bit of a sense of what 
the problem is in the United States. 
Cincinnati is not a hotbed for hospital 
diversions — it is as typical as any 
other community in the country.”

Currently, healthcare diverters 
primarily are caught when their 
activities trigger an outbreak of 
bloodborne infections, such as 
hepatitis C virus (HCV). Thus, 
patients may suffer a lifelong injury 
beyond the initial insult of stolen 
opioid pain medication.

Consider the case of a single 
mother of a one-year-old child 
who underwent emergency surgery 
for kidney stone complications. 
Upon discharge, she progressively 
succumbed to a jaundice-inducing 
illness. After weeks and months of 
turmoil and unanswered questions, 
she found out she was infected with 
HCV by a surgical tech who was 
stealing fentanyl and replacing it 
with saline. (For more information, see 
related story on page 137.)

While discovering the source of 
her misery was initially relieving, that 
feeling gave way to anger for patient 
Lauren Lollini when she realized 
she was not the victim of an isolated 
incident. She discovered that drug 
diversion by healthcare workers is a 
common problem, in part because 
diverters — including the one who 
infected her — may be fired or leave 
a job and have no record to warn the 
next hiring facility.

“When I dug deeper, I thought, 
'How is an employee able to steal 
controlled substances?'” she tells 
Hospital Employee Health. “Then I got 
angry. I realized it wasn’t about one 
rogue employee, about her having an 
addiction and needing the drug — it 
was about a broken hospital system.”

unfortunately, the [diverter] is either 
fired or quits and goes on to another 
facility. Different states have differing 
requirements, but these are crimes 
that some hospitals have decided they 
are just not going to report. I’m sure 
they are concerned about the publicity 
that would follow.”

New argues for legislation 
mandating the reporting of suspected 
diversion.

“If you terminate somebody 
under suspicion for diversion, there 
should be mandatory reporting [of 
that] so subsequent institutions can 
at least have some idea,” she says. 
“There should be reporting to police 
authorities so it can become public 
record.”

Having looked at the issue for 
decades, Burke says the common 
misperception is that hospitals 
reporting diverters are facilities to be 
avoided.

“It’s exactly the opposite. These are 
people who are trying to do the right 
thing,” he says. “That’s where you 
want to be a patient. It’s something I 
have been battling since the 1990s — 
trying to get proper reporting.”

In addition to protecting 
downstream patients, the other 
reason to report is to get the addicted 
healthcare worker into treatment, he 
says.

“When you fire them or allow 
them to leave and don’t follow a 
process to get treatment, essentially 
their addiction gets worse,” Burke 
says. “More patients are in jeopardy 
and there is more liability for 
the healthcare facilities. It’s like a 
snowball that rolls down hill and gets 
worse and worse if you don’t take 
action.”

The message to diverters is to 
seek help before their addiction 
turns into patient harm and criminal 
proceedings.

“They need help. We are not 
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looking to put these people in the 
penitentiary,” Burke says. “They 
have an addiction issue, but it is still 
against the law. Often times, the court 
system will work through mandatory 
treatment directives. I have seen that 
work tremendously, but it does not 
work when you fire them or they quit 
and go on to another facility. That is a 
recipe for disaster.”

Having seen both sides of the 
street, so to speak, Burke says 
healthcare diversion predates the 
current opioid epidemic and remains, 
in some ways, distinctly different.

“[Healthcare workers] have the 

drugs there available to them; they 
are diverting in the healthcare facility 
now,” he says. “I think the problem 
in the healthcare facilities has always 
been there. We don’t know if it has 
gotten worse, but there is a little more 
awareness.”  n
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The Patient’s Tale: A Victim of Drug Diversion
‘I was resigned to the fact that I would probably never know what happened’

The story of Lauren Lollini and 
Kristen Parker is a cautionary 

tale that healthcare workers tempted 
to divert drugs should consider.

In 2009, Lollini was the innocent 
patient, admitted to the ED for 
surgery at Rose Medical Center in 
Denver. Parker was a surgical tech 
who would be sitting in a courtroom 
admitting she was a drug addict the 
very next year. She currently is serving 
a 30-year prison sentence for infecting 
at least 18 patients with hepatitis C 
virus (HCV). Parker was an HCV 
carrier and she spread the virus to the 
patients while swapping out syringes 
and vials of the opioid fentanyl with 
saline solution.

It is worth emphasizing that 
Parker’s later appeal for leniency on 
the grounds of addiction curried no 
favor with the judge who handed 
down her lengthy sentence. Calling 
her actions “incomprehensible 
and unconscionable,” the judge 
said “addiction explains, but never 
excuses.”1

No doubt contributing to that 
decision was the bleak testimony 
of patients who told of chronic 
illness and awaking from surgery in 
severe pain. The Parker case rocked 
healthcare in Denver at the time, but 
the issue faded from the spotlight in 
the state until a surgical tech named 
Rocky Allen was convicted of a 
similar diversion crime at Swedish 
Medical Center in Englewood, CO, 
last year. Now, the state has some 
of the toughest anti-diversion laws 
in the country. Last year, Allen was 
sentenced to 6.5 years in prison for 
theft of a fentanyl syringe that led 
to the testing of 2,400 patients at 
Swedish Medical. No patients were 
found to be infected, although Allen 
clearly put them at risk because he 
was HIV-positive and had previously 
been implicated in drug diversion.2

Lollini recovered from her HCV 
infection and is an outspoken 
advocate of preventing drug 
diversion in healthcare facilities for 
the International Health Facility 

Diversion Association (IHFDA). Now 
a psychotherapist living near Chicago, 
she talked to Hospital Employee Health 
about the difficult journey that began 
when she lived in Denver and arrived 
at the ED that day.

HEH: When did you realize 
something was wrong after the 
surgery?

Lollini: Probably five or six 
weeks later, I was really fatigued and 
nauseous. I couldn’t keep anything 
down and had some sort of bronchial 
problems, too, so I thought maybe I 
just had the flu. I noticed my urine 
was very dark. The procedure I had 
gone in for was to remove a kidney 
stone, so I thought the dark urine was 
related to that. I called my urologist 
and said, “Is this normal?”

HEH: Is that when you were told 
you may be infected with HCV?

Lollini: I have to be honest, I 
called them several times and could 
never get a hold of the doctor and 
could never get them to call me back. 
The third time that I called someone 

http://bit.ly/2idBfPT
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at the front desk said, “We knew you 
might call back and we need to ask 
if you are in any pain.” I said no, I 
am not in any pain but I feel pretty 
sick. They said, “You will be fine if 
you don’t have pain.” They kind of 
dismissed me.

I finally went to an urgent care 
center and they took one look at 
me and said, “Do you realize you 
are yellow, you’re jaundiced?” I was 
sent to the emergency room again. 
Six weeks prior, I went to the ER 
with a kidney stone and then this 
time I went back for a series of tests. 
My [liver] levels were elevated and 
then the diagnosis of HCV came, 
ironically enough, on April 1. But 
it was no joke. I didn’t know what 
would cause that and what harm it 
could do. I was a single parent to a 
one-year-old daughter. Could she be 
infected? There was so much fear and 
anger.

HEH: At that point, had the 
hospital started notifying patients that 
they may have been exposed?

Lollini: No. Once I was diagnosed 
with hepatitis C, the questions were: 
How did this happen? What were 
your risk factors? I had none. I had 
a tattoo years and years before that, 
but had given blood multiple times 
since then. Then the Colorado Health 
Department notified me because I 
had an infectious disease, and they 
gave me a lot of resources. They 
referred me to a local [HCV expert] 
doctor. I asked him, “Could it have 
been related to the surgery?” He said, 
“Absolutely.”

My greatest fear was that if it 
happened to me it could happen to 
other people, because I had no other 
risk factors. Unbeknownst to me, 
another patient had been identified 
with HCV and the investigation had 
started. We had surgery one day apart 
in February. It wasn’t until later that 
the patient letters and notifications 

went out because that is when an 
arrest was made. There was about 
a three-month gap between when I 
figured out what had happened and 
the letters went out to patients.

HEH: How did you feel when you 
were told what had happened?

Lollini: I didn’t know what that 
term “drug diversion” even meant. I 
was resigned to the fact that I would 
probably never know what happened 
exactly. A phone call came from one 
of my friends and said, “I think you’re 
on the news” when the story broke [of 
Kristen Parker’s arrest]. I can’t tell you 

I felt relieved by knowing a name and 
a face. What it did allow me was an 
opportunity to realize an investigation 
was done, and that if other people 
had it, they could be treated.

HEH: You then took legal action?
Lollini: I decided to pursue 

damages and sue. I told my lawyer, 
“If I sue, can you promise me that 
we can make a difference?” Because 
I did not want this to happen again. 
If it happened so easily here, it 
can happen in other places. This 
was before I really understood the 
magnitude of drug diversion. The 
lawyer told me, “I can’t promise we 
will make a difference, but if you 
are truly committed to this, I will 
do everything I can to help you.” I 
became really outspoken. I wanted 

people to understand that if it 
happened to me this easily, it could 
happen to them.

HEH: It is becoming increasingly 
clear how widespread and 
underreported drug diversion is in 
healthcare. It certainly validates your 
decision to go public with this.

Lollini: It does, and you 
know what? I wouldn’t change 
anything that I did. I don’t work 
in healthcare, so this idea of drug 
diversion — that someone could do 
something intentionally that could 
harm someone else — was just 
unbelievable to me. Unfathomable. 
I had this one isolated incident, and 
as I continued to speak out there was 
another, and another, and another. 
It keeps happening. What are we 
going to do to stop it? I keep talking 
to these drug diversion specialists 
and I think, “If we are all out there 
together, talking, why is this still 
happening?” It is still out there.

At least now we have resources 
we can point to. We have automated 
systems and we are able to track 
medications better and able to see 
errors. There is still the problem of 
drug-wasting, and reporting waste 
correctly. There are still problems 
of hiring diverters who worked at 
another facility. Up until 2010 in 
Colorado, surgical techs didn’t even 
have to register with regulatory 
agencies in the state. I helped pass 
legislation for that. There are a lot of 
things now that are in the works, but 
not quite there yet.

HEH: You were later called as an 
expert witness about that law?

Lollini: It’s stranger than fiction. 
That [2010] bill was in sunset review 
and I was contacted by some folks 
who asked if I would support it. I 
testified via video, but it didn’t look 
like it was going to be renewed. 
That’s when the Rocky Allen case 
happened. Then, of course, not only 

“MY GREATEST 
FEAR WAS THAT 
IF IT HAPPENED 
TO ME IT COULD 

HAPPEN TO 
OTHER PEOPLE, 
BECAUSE I HAD 
NO OTHER RISK 

FACTORS.”
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did the law get renewed, but they 
were also able to get a couple of 
amendments added to the legislation. 
One is mandatory checks, as well as 
pre-employment drug screenings. I 
have been able to share my story by 
joining the folks at IHFDA. These 
stories are getting out there and 
are being heard. We are breaking 
through, finally.

HEH: You have lived with this 
problem and have been telling your 
story for quite a while. Is there one 
action you would like to see taken to 
address this ongoing problem?

Lollini: I really wish we could 
have a national registry. Not just 

for physicians, but for other people 
in healthcare. So, if someone is 
considering hiring a Kristen Parker or 
a Rocky Allen, they can look and see 
if they were dismissed from another 
facility. There isn’t something like 
that in place, so they are jumping 
from job to job. Even Kristen Parker, 
once she realized the jig was up 
and she was going to get fired or let 
go [at Rose Medical], she actually 
left and went to work at another 
medical center in the southern part 
of Colorado. She left Rose Medical 
Center in April and was rehired at 
a surgical center at the end of June. 
The 4,700 letters that went out from 

Rose Medical didn’t include the 
1,200 letters that had to go out for 
those other patients.  n
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Homicide at Hopkins: Healthcare Workers  
Seek Solace in Aftermath
Hospital’s RISE program allows peer support

A recent shocking act of violence  
 at Johns Hopkins Hospital in 

Baltimore quickly underscored the 
importance of the hospital’s state-
of-the art peer responders program: 
Resilience In Stressful Events (RISE).

“We just had a major event at 
our hospital, and it affected a lot of 
staff members,” says Matt Norvell, 
MDiv, MS, BCC, NBCC, a chaplain 
at Hopkins and member of the RISE 
team. “We have probably had six or 
eight different individual and group 
meetings with folks. It was a violent 
event. It makes them scared about 
whether they are safe, and also raises 
the question of whether they could 
have done anything and [concerns] 
about the other patients. They just 
want to talk about it. We think what 
happened was unpreventable.”

In a case of visitor-on-visitor 
violence, a woman fatally stabbed 
her estranged husband in a closed 

room in a Hopkins ICU on Oct. 13, 
2017, according to police and press 
reports. They both were visiting their 
son, who was a patient at Hopkins. 
The woman left the hospital, but was 
arrested and charged with the crime 
the next day. Some healthcare workers 
tried to help the victim to no avail. 
In the aftermath of the disturbing 
incident, workers on the unit turned 
to the RISE program to talk it out 
with peers.

“This was just a little sleepy 
inpatient unit that normally doesn’t 
have a lot of drama,” Norvell says. 
“It ended up involving a lot of staff 
who were present and trying to help 
[the victim]. Then it turned into a 
security question, and on and on. 
A lot of layers. Lots of hospitals are 
dealing with the issue of violence 
against employees and it is amazing 
the anxiety that it brings up, because 
this is supposed to be a safe place and 

our job is to help people get better. 
Everybody is dealing with some 
aspect of this. We are running out of 
safe spaces.”

While the homicide was publicly 
reported, the RISE team sometimes 
deals with healthcare workers sharing 
something they may not have told 
anyone else. Healthcare workers who 
come to the RISE team are termed 
“second victims” in clinical parlance 
because they often are emotionally 
affected by adverse outcomes in 
patients.

“If a nurse or physician can 
actually identify that they made an 
error, that can be traumatic,” Norvell 
says. “Their intention was to help 
someone get better. If they think they 
hurt them or made them worse, that 
causes some guilt. It also creates this 
really difficult swirl of self-doubt. 
One mistake may not be that big of a 
deal, but I’ve heard nurses say, ‘I had 
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an IV that infiltrated — that’s three 
in two months.’ If they start to repeat 
something, they feel really bad. If a 
doctor misses a couple of diagnoses, 
they start to question themselves. It 
starts to get into these existential self-
worth questions.”

Sometimes, healthcare workers are 
affected by an event in which they 
played no part — for example, a bad 
patient outcome that was no one’s 
fault, he adds.

“Sometimes, it is a surprising 
event,” he says. “They are not so 
much doubting themselves. They 
couldn’t have made the outcome any 
different, but they have to recalibrate 
a little and say, ‘look at the kind of 
things that can happen.’”

Relatively inexperienced clinicians 
may be particularly struck in seeing 
this kind of thing for the first time.

“There is always this learning 
curve when they see that somebody 
can just die,” Norvell says. “It’s a new 
experience. They provided all the best 
care they could, were safe as possible, 
made no mistakes — and someone 
can still just die.”

Peers Who Listen

People who volunteer to be part of 
the RISE team are trained to provide 
emotional support to their peers 
primarily by listening.

“That’s really all we do,” Norvell 
says. “We have taken clinical 
providers and have trained them to 
show up, listen, and not try to fix 
the problem. We’re kind of a bridge. 
It may turn out that someone needs 
to go talk to a licensed therapist. We 
are doing a version of emotional or 
psychological first aid.”

The current program was 
established after a pilot study asked 
workers who they would prefer to talk 
to in a crisis.

“Overwhelmingly, people wanted 
to talk to a clinician peer,” he says. 
“So, that’s what we created. We 
have nurses and doctors, respiratory 
therapists — I’m the token chaplain 
on the team. We have really worked 
hard to provide it as a confidential 
service. We don’t take notes and 
we don’t report to anybody. Nine 
times out of 10, that is the primary 
intervention that they need — just 
somebody to sit and listen.”

Of course, given the nature of 
the profession, healthcare workers 
sometimes find it difficult not to try 
to address the problem in providing 
emotional support.

“There is sort of a reassurance and 
normalizing,” Norvell says. “You just 
can’t take that away no matter how 
much you ask them to just sit and 
be present. Nurses, for example, are 
trained to identify problems and fix 
them. That’s what we pay them for 
and that’s why I love them. In this 
situation, we are asking them to not 
solve the problem.”

Instead, they are trained to say 
things like, “That sounds really hard. 
When you have been in difficult 
situations before, what did you do?”

“These are smart, capable 
people that have just been through 
something that has temporarily jarred 
them out of their normal thinking 

pattern,” Norvell says. “It’s almost like 
coaching them back into their right 
decision-making [mindset].”

Other prompts from the RISE 
team may include asking the troubled 
worker what they would tell a 
colleague to do in the same situation.

The approach is simple, but 
it can provide considerable relief. 
After the program started in 2010, 
a nurse came forward to talk about 
a patient death of a child that had 
been troubling her for a decade. The 
cause had nothing to do with her 
nursing care, but the child’s death 
bothered her so much she moved out 
of pediatric nursing to adult care two 
years after it happened, Norvell says. 
The nurse said it eased her burden 
to have a forum to talk about the 
experience.

Pay Back With Interest

The Johns Hopkins program has 
recently been shown in a published 
study to yield a good monetary 
return on the emotional investment.

“In a cost-benefit model showing 
how doing this would avert people 
taking off work or even quitting, 
it consequently saved the hospital 
money to the tune of approximately 
$20,000 per call,” says Albert W. 
Wu, MD, MPH, one of the RISE 
program founders in the Johns 
Hopkins Bloomberg School of Public 
Health.

Wu and colleagues modeled a 
one-year cost-benefit analysis with 
and without the RISE program from 
a hospital perspective. The cost of 
running the RISE program, nurse 
turnover, and nurse time off were 
modeled.

“Expected model results of the 
RISE program found a net monetary 
benefit savings of U.S. $22,576.05 
per nurse who initiated a RISE call,” 

“NINE TIMES 
OUT OF 10, THAT 
IS THE PRIMARY 
INTERVENTION 

THAT 
[CLINICIANS] 
NEED — JUST 

SOMEBODY TO 
SIT AND LISTEN.”
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the researchers concluded.1 “The 
budget impact analysis revealed that a 
hospital could save $1.8 million each 
year because of the RISE program.”

Such findings may spur wider 
adoption of similar programs, which 
another study2 by Wu suggests are 
not commonly offered in hospitals. 
Employee assistance programs are 
common, but raise confidentiality 
concerns in some healthcare 
workers, he said. Wu and colleagues 
conducted a study to see if programs 
like RISE had been adopted in 
Maryland hospitals.

Only six of the 38 hospitals 
polled had second victim support 
programs of some sort. Another five 
hospitals were developing them. 
There is no way to extrapolate the 
findings nationally, but Wu offered 
an opinion.

“In my conversations with people 
around the country, I think that this 
is similar to — or perhaps even a 
little bit better than — many other 
parts of the U.S.,” he tells Hospital 

Employee Health. “I think that 
there are only a few well-developed 
programs, and then there are 
many programs where the hospital 
recognizes that this is a necessary 
function. There are others that are 
doing something, but the program 
may not be that developed and may 
not reach that many people.”

Study participants identified a 
need for peer support, both for the 
second victim and potentially for 
individuals who were not directly 
involved.

“Think about people who do 
disaster response,” Wu says. “You 
show up at an earthquake zone 
and you see widespread misery and 
destitution. Those folks themselves 
need counseling and support. It is 
completely normal that if you come 
into contact — whether directly or 
indirectly — with disturbing and 
tragic incidents, it is also going to 
have an impact on you.”

While a physician or nurse comes 
to mind when one thinks of a bad 

patient outcome, other ancillary 
workers also can be affected, Wu says.

“It may be a food handler who 
delivers a meal to a patient every 
day for a week and they make some 
connection with them,” he says. 
“Then, that person dies suddenly. 
That food service worker or, say, an 
environmental services worker, could 
be very disturbed by it. We actually 
have taken calls from all of these 
people because they are working 
and basically helping to take care of 
people, too.”  n
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Evidence That Working ‘Bare Below the Elbows’ 
Protects Patients
But some physicians charge ‘fashion police’

E xperimental evidence supporting 
the concept of healthcare 

workers working “bare below the 
elbows” to prevent transmission of 
pathogens to patients via long sleeves 
was recently presented in San Diego 
at the IDWeek 2017 conference.

A study using two mannequins 
and a surrogate DNA marker for 
Clostridium difficile showed that 
workers in long sleeves were more 
likely to contaminate a subsequent 
patient than workers wearing short 
sleeves.1

“During simulations of patient 
care, the sleeve cuff of the long-sleeve 
white coats frequently transferred 
the viral DNA marker,” said Amrita 
John, MBBS, infectious disease 
epidemiologist at University Hospitals 
Cleveland Medical Center. “No 
transmission occurred when short 
sleeves were worn. During work 
rounds, the cuffs of physicians in 
long-sleeved white coats frequently 
contacted patients or environmental 
surfaces.”

The healthcare system in the 

United Kingdom went to a bare-
below-the-elbows policy in 2007. 
In 2014, the Society for Healthcare 
Epidemiology of America (SHEA) 
said the practice should be considered 
in the U.S. “based on biological 
plausibility and the low likelihood of 
harm.”2

A sharp decline in C. diff 
infections in the U.K. after adoption 
of the policy led to John’s interest in 
conducting the study.

“This [decline] has been attributed 
to a decrease in fluoroquinolone 
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prescriptions,” she said. “It’s 
intriguing to me that it also happens 
to perfectly coincide with this new 
bare-below-the-elbows policy.”

The findings have implications for 
healthcare worker dress in general, 
but the primary reaction has come 
from physicians accustomed to 
wearing the classic white coat.

“This policy has created a lot of 
angst among physicians,” John said. 
She cited some of the online reactions 
to previous studies, including the 
following comments:

• “Just because they cultured some 
bacteria on a couple of white coats 
does not mean that these are vectors 
of disease transmission.”

• “What about patient 
perceptions?”

• “Fashion police.”
• “Another stupid checkbox for 

healthcare workers that makes no 
practical sense. Our skin have bacteria 
on them as well.”

Cross Transmission 

Possible

In the study, healthcare workers 
were randomly selected to wear either 
long-sleeved or short-sleeved white 
coats while examining a mannequin 
contaminated with cauliflower mosaic 
virus DNA, a surrogate pathogen. 
The workers would then remove 
their gloves, wash hands, and don 

new gloves before moving to another 
“patient” mannequin that was 
uncontaminated.

“In 25% of interactions when 
long-sleeved coats were worn, it was 
noted that the sleeve cuffs and wrists 
were found to be contaminated with 
the DNA markers after examining 
the first mannequin,” she said. “No 
such contamination was noted with 
short-sleeved coats. It was then 
noted that in 15% of interactions 
when long-sleeved coats were worn, 
the environment of the second 
mannequin was contaminated 
with the DNA marker. Again, 
no contamination with the short 
sleeves. Finally, in 5% of interactions 
when long-sleeved coats were 
worn, the [second] mannequin was 
contaminated. Nothing with short 
sleeves.”

A total of 34 healthcare workers 
participated in the study, which was 
supplemented by observational data 
of physicians wearing long-sleeved 
coats during clinical rounds.

“In 44% of their interactions 
between physicians and patients, 
the sleeves of their coats came into 
contact with either the patient or the 
patient environment,” John said. “The 
environmental surfaces that were 
most frequently contacted by the 
sleeves include high-touch surfaces 
such as bed rails, beddings, and 
privacy curtains. These results provide 
support for the recommendation 

that healthcare personnel wear short 
sleeves to reduce the risk of pathogen 
transmission.”

Enacting such a policy in the 
hospital setting is another matter, 
as John said it will take more data 
to move the needle on something 
involving traditional attire like the 
long-sleeved coat. This is similar to 
the outcry among surgeons when 
it was suggested their traditional 
skull caps do not sufficiently protect 
patients in the operating room.

“[This study] has changed my 
personal preference,” John said. “I 
now tend to roll up my coat sleeves 
above my elbows, but institutionally 
I would say we are not there yet. It 
would probably take some evidence 
in terms of larger studies or showing 
actual transmission in the clinical 
setting to convince people. I would 
say this is definitely some evidence 
pointing in that direction.”  n
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Healthcare Workers Prone to Unhealthy Coping
Nurses under pressure turn to junk food, alcohol

Wellness and nutrition programs 
should be emphasized to help 

healthcare workers overcome stress 
without resorting to poor coping 
mechanisms, researchers report.

“In every profession there is 
stress, but the moment you realize 
you are not able to manage it 
well, you start coping poorly,” says 
Jagdish Khubchandani, PhD, 

health science professor at Ball State 
University in Muncie, IN.

Khubchandani and colleagues 
found that nurses with high stress 
and poor coping devices had 
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difficulty with patients, working in 
teams, communicating with co-
workers, and performing their jobs 
efficiently.1

The study found that 92% of 
the 120 nurses surveyed reported 
moderate to very high stress levels. 
In addition, 78% slept less than 
eight hours per night and only 
31% exercised regularly. Almost 
one-fourth of respondents met the 
criteria for binge drinking, and 70% 
said they consumed more junk food 
when under stress. Overall, 63% 
said they used food as a coping 
mechanism.

The authors also reported the 
effects of shift work, as nurses 
who worked eight hours weighed 
an average of 16 pounds less than 
nurses who worked 12 hours. 
In addition, nurses who worked 
full-time were heavier than their 
part-time counterparts. A similar 
weight increase was found in 

nurses who worked in medical/
surgical departments or ICUs 
when compared to nurses in other 
departments.

“Nurses’ body weights are likely 
influenced by their eating habits at 
work,” the authors reported. “Two 
of five nurses reported that they eat 
less healthy at work than they do 
at home. Barriers to healthy eating 
at work included limited choices of 
healthy foods, too much work to 
do during their shift — not enough 
time to eat healthy — and the 
cafeteria being closed during their 
shift.”

Another study of healthcare 
workers found similar weight 
problems and poor eating habits 
overall. The study of 924 employees 
at six hospitals in Texas found that 
78% of healthcare workers were 
overweight or obese.

“Obese participants had higher 
consumption of potatoes, fats, 

sugary beverages, and spent more 
time watching television, playing 
computer games, and sitting than 
those having normal weight,” the 
authors found.2 “Being obese was 
positively associated with blood 
pressure, blood glucose, low-density 
lipoprotein, and negatively associated 
with high-density lipoprotein.”  n
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NIOSH to Focus on Musculoskeletal Injuries
Healthcare workers at high risk of ergonomic injuries

Healthcare workers are among 
the occupational groups most at 

risk for musculoskeletal injuries, the 
National Institute for Occupational 
Safety and Health (NIOSH) 
announced in a series of blog posts 
on these all-too-common harms.

“Healthcare personnel in 
hospitals, nursing homes, home care, 
and emergency response settings 
are at high risk of developing neck, 
shoulder, and back injuries from 
lifting and handling patients,” 
NIOSH officials wrote.1

Approximately one in three 
workers’ compensation claims that 
result in paid time off are related to 
musculoskeletal disorders (MSDs). 

NIOSH defines MSDs as soft-
tissue injuries caused by sudden 
or sustained exposure to repetitive 
motion, force, vibration, and 
awkward positions.

In addition to healthcare 
workers, NIOSH cited the risk of 
ergonomic injuries to firefighters 
and police because the physical 

demands of their work often change 
rapidly.  n
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1. Kimberly New, RN, JD, a 

drug diversion specialist 

and executive director of 

the International Health 

Facility Diversion Association, 

estimated that what percentage 

of hospitals currently implement 

proactive diversion prevention 

programs?

a . 10% to 20%

b . 75%

c . Less than 50%

d . 30%

2. Drug diversion in healthcare 

may come to light as a cluster 

of infections are identified 

and reported by public health 

officials, but the recurrent 

problem is that hospitals will 

too often let diverters leave 

without reporting them.

a . True

b . False

3. Which synthetic opioid did the 

CDC estimate is 10,000 times 

more potent than morphine?

a . Fentanyl

b . Carfentanil

c . Acetylfentanyl

d . Furanylfentanyl

4. What are peer responders in 

the Johns Hopkins Resilience 

In Stressful Events program 

primarily instructed to do when 

a colleague presents with a 

problem?

a . Solve the problem

b . File a crisis report

c . Describe similar incidents that 

happened to them

d . Listen




