
INSIDE

Financial Disclosure: Medical Writer Gary Evans, Editor Jill Drachenberg, Digital Publications Coordinator Journey Roberts, Editorial Group 
Manager Terrey L. Hatcher, 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

MARCH 2018  Vol. 37, No. 3; p. 25-36

Meaningful recognition: 
Acknowledgment from 
patients and peers has a 
protective effect against 
compassion fatigue  .  . 29

Finding joy: The joy that 
comes from meaningful, 
important work is a tonic 
to burnout  .  .  .  .  .  .  .  .  .  . 31

Return to work: Plan 
ahead for injured 
healthcare workers 
returning to duty   .  .  .  . 32

Bad news flu: 
Researchers report flu 
can be spread by normal 
breathing from patients 
without cough and 
sneezing  .  .  .  .  .  .  .  .  .  .  . 33

Rare but real: Post-
exposure prophylaxis 
and needle safety have 
flatlined occupational 
HIV, but threat remains 
with 40K new infections 
per year  .  .  .  .  .  .  .  .  .  .  .  . 34

AOHP goals: The 
association is planning  
to raise its national  
profile  .  .  .  .  .  .  .  .  .  .  .  .  . 35

THE $168 MILLION 
RULING AGAINST 

CATHOLIC 
HEALTHCARE 
WEST IN 2012 

SHOWED THAT 
“JURIES ACROSS 

THE COUNTRY ARE 
RESPONDING WITH 
A CERTAIN ANGER 

TOWARD THESE 
ALLEGATIONS.”

#MeToo in Medicine? Sexual 
Harassment in Healthcare
Sexual harassment creates toxic work culture for workers, patients

By Gary Evans, Medical Writer

It will surprise few employee health 
professionals that healthcare is no 
exception to the shocking incidents 

of sexual harassment being reported 
nationally in various 
industries by the 
#MeToo women’s 
movement.

Indeed, one of the 
largest jury awards 
for a single sexual 
harassment claim 
was to a physician 
assistant who faced 
continued abuse even 
after she reported 
the behavior. The 
allegations included 
recurrent sexual 
language and slaps 
on the buttocks by a 
surgeon.

Though that instance 
was later settled for an undisclosed sum, 
the $168 million ruling against Catholic 

Healthcare West in San Francisco in 
2012 showed that “juries across the 
country are responding with a certain 
anger toward these allegations,” said 

Andrew L. Zwerling, JD, a 
partner with the firm 
of Garfunkel Wild in 
Great Neck, NY.

“Another example 
is a $1 million award 
given to a physician 
who was found to be 
wrongfully terminated 
for complaining 
about the existence of 
sexual harassment,” 
Zwerling said in a 
recent webinar1 on 
the issue. “Another 
$1 million award was 
given to a nurse who 
was terminated for 

complaining about an 
affair between a hospital’s chief medical 
officer and a hospital director.”
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EDITORIAL QUESTIONS:
For questions or comments, call  
Gary Evans at (706) 424-3915.

In a recent development, a lawsuit 
filed on Dec. 13, 2017, by a nurse 
in Los Angeles alleges assault and 
sexual harassment by a surgeon. In 
an incident caught on security video, 
a man in full PPE attire — allegedly 
the surgeon — can be seen pushing 
the back of the nurse’s head as she 
leaves the operating room. The suit 
alleges the surgeon told her, “I know 
I can do this because I know you like 
the abuse.” (The lawsuit is available 
online at: http://bit.ly/2n0NsLe.)

Like other aspects of a 
dysfunctional work culture, sexual 
harassment in healthcare can 
adversely affect employee health and, 
by extension, patient safety.

“As far as broader consequences 
of such behavior, [it causes] a toxic 
work environment, decreased staff 
morale, and diminishment of patient 
care quality and a greater risk of 
medical errors,” Zwerling said.

That is due, in part, to disruptions 
in communication and breakdowns 
in teamwork, as workers “on guard” 
for sexual harassment may lose focus 
on important clinical tasks.

“We have empirical data 
that shows a direct link between 
disruptive behaviors and sexual 
harassment to adverse patient 
outcomes, medication errors, and 
so on,” he said. “If you have lower 
staff morale and higher turnover, 
you’re going to have diminished 
productivity, [and that] affects 
bottom-line revenue.”

A Teachable Moment

Given this logic, there is every 
reason for an emphasis on training 
workers and implementing sexual 
harassment prevention programs 
in healthcare. The continuing 
revelations about nationally known 
figures exposed by the #MeToo 

movement is adding further 
impetus. Given the available data 
and anecdotal reports, it appears 
that a similar movement in medicine 
would generate a substantial number 
of personal accounts of sexual 
harassment. If nothing else, this is a 
teachable moment.

Though nurses have power 
in numbers as the predominant 
workforce in healthcare, they have 
long experienced sexual harassment 
from both colleagues and patients. A 
contributing social factor is thought 
to be the “sexy nurse” stereotype in 
pop culture and annual Halloween 
costumes. The author of an article2 
on the issue concluded by urging 
nurses to “stop the line” and point 
out the behavior when it occurs.

“Report any incidents of 
harassment that you see occur or 
experience yourself,” the author 
concluded. “Involve your supervisors 
and peers in reporting. Empower 
all professionals to be able to say 
without fear, ‘No! This behavior isn’t 
okay,’ or ‘I feel uncomfortable with 
this conversation.’”

Somewhat surprisingly, given their 
perceived power in the work culture 
hierarchy, 30% of female physicians 
surveyed in a study3 reported 
having personally experienced 
sexual harassment by a superior or 
colleague.

“Female physicians face the same 
challenges as other women in fearing 
adverse consequences after reporting 
their experiences,” said lead author 
Reshma Jagsi, MD, DPhil, in the 
department of radiation oncology at 
the University of Michigan in Ann 
Arbor. Indeed, they have devoted 
many years of their lives to education 
and training needed to practice 
independently as a physician, making 
them want to avoid “any threat to 
one’s professional well-being,” she 
said.
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As she recently described in a 
commentary4 about medicine and 
the #MeToo movement, Jagsi gave 
up a scholarship opportunity to avoid 
future contact with a surgeon who 
harassed her at a professional society 
meeting.

After “politely rebuffing sexual 
advances” at a dinner, she managed 
to exit with a female colleague, 
escaping from “what was rapidly 
evolving from an uncomfortable 
situation into something potentially 
worse.”

As described in her commentary, 
Jagsi experienced the stigma of 
reporting and fear of being cast as a 
victim in a field in which she aspires 
to leadership.

“Having come of age in the 
era of Anita Hill’s testimony 
against Clarence Thomas during 
his confirmation hearings for the 
Supreme Court, I know that women 
who report sexual harassment 
experience marginalization, 
retaliation, stigmatization, and 
worse,” she wrote. “Even in the 
#MeToo era, reporting such behavior 
is far from straightforward. … The 
brave physicians who’ve contacted 
me say they remained silent and 
questioned their self-worth after their 
experiences, wondering whether they 
brought it on themselves.”

Reports of such feelings are 
common in all fields, and 59% of 
respondents in Jagsi’s study reported 
a loss of confidence in themselves as 
professionals.

“When one is objectified, it makes 
a woman wonder why the harasser 
could not see her as a complete 
human being, with important ideas 
and intellectual contributions as 
a professional,” she told Hospital 
Employee Health.

Jagsi’s commentary in the New 
England Journal of Medicine drew 
comments from other female 

physicians that were posted online by 
the journal.

“It’s about time,” commented 
Louise Rutledge, MD, a neurologist. 
“Women have had to defer to a 
variety of sexual harassment issues 
forever, and yes, it exists in medicine 
as well as other fields. In the dark ages 
when I was a medical student, women 
occupied 20% of the seats in med 
school. Much better than the previous 
generation of female MDs, but still 
a minority. During one lecture, a 
Playboy image was put up on the 

screen in front of the class. One brave 
young woman began to loudly hiss, 
and the rest of the women joined in 
— hissing and booing. The professor 
was perplexed, since previous classes 
had not stood up to such nonsense, 
and you could tell that the professor 
really did not understand how 
offensive his action was at that time. 
About half of the men thought it was 
hilarious until the women protested.”

Deborah Duitch, MD, a 
psychiatrist, recalled being called 
“little girl” in medical school and 
described a demeaning incident.

“I was asked to clean the 
instruments, just as the women 
assistants were after procedures,” 
she commented. “I noted the male 

medical students were not asked to 
help out. I verified this, asking several 
male student colleagues. They said 
‘Of course; we were never asked.’ I 
asked why I was asked to clean the 
instruments when the men were 
not, and received a D [grade] for my 
complaint. Thankfully, it did not 
affect my residency choice.”

Severe Incidents 

Reported

In the study, Jagsi and colleagues 
surveyed recipients of academic 
career development awards from the 
National Institutes of Health.

“The vast majority of these 
individuals have MD degrees,” she 
said. “As for comparison to other 
industries, these data seem generally 
similar. Because we focused only on 
harassment by a superior or colleague, 
and we didn’t include harassment by 
patients, the rates we observed would 
be even higher if one included patient 
harassment.”

Among women reporting 
harassment, 40% described more 
severe forms, which included 
“unwanted sexual advances, subtle 
bribery, or threats to engage in sexual 
behavior, and coercive advances,” she 
said.

Overall, 47% reported that these 
experiences negatively affected their 
career advancement, with some of 
that likely because they avoided 
working with the harasser and sought 
other opportunities.

Although the 30% of female 
physicians was a lower proportion 
reporting sexual harassment than in 
the historical literature, the results 
come at a time when women are 
strongly represented in medicine, 
with more than 40% of medical 
students now female. In other words, 
the increase of female workers in 

“WOMEN HAVE 
HAD TO DEFER 
TO A VARIETY 

OF SEXUAL 
HARASSMENT 

ISSUES FOREVER, 
AND YES, IT 

EXISTS IN 
MEDICINE AS 

WELL AS OTHER 
FIELDS.”
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healthcare did not provide the 
expected protective effect for these 
physicians, running counter to the 
general perception that as women 
comprise more of a given workforce, 
they are less likely to be subjected to 
sexual harassment.

“There is, indeed, an expectation, 
based on the broader literature on 
workplace harassment, that women 
are more vulnerable to harassment 
when the workplace is predominantly 
male,” Jagsi says.

Of course, female physicians in 
certain fields and individual settings 
could be outnumbered by their male 
colleagues.

Overall, 1,066 recipients (62%) 
responded to the survey, about 
half of which were women. Of 
men responding, 5% reported 
experiencing sexual harassment. 
Women (70%) were more likely than 
men (22%) to report perceptions 
of sexual harassment in their work 
environment. Indeed, the law 
on sexual harassment is gender-
neutral for both the victim and the 
perpetrator, Zwerling said.

“The gender of the harasser 
is irrelevant in terms of deciding 
whether harassment has taken place,” 
he said.

Legal Eagles

A legal definition of sexual 
harassment is “unwelcome sexual 
advances or requests for sexual favors 
whether verbal, physical, or even 
visual,” said Marianne Monroy, 
JD, a partner with Garfunkel Wild 
and co-speaker at the webinar. “It 
becomes unlawful when submission 
to such conduct is made implicitly 
or explicitly a term or condition of 
employment.”

Likewise, employment decisions 
made on the basis of agreement or 

objection to such practices also are 
sexual harassment, she said. Thus, if 
an employee’s declination of a dinner 
invitation by a supervisor results 
in unfavorable work conditions 
or compensation, that could be 
considered harassment, Monroy 
explained.

“Or, if it has the purpose or effect 
of reasonably interfering with the 
individual’s work performance and 
creating a hostile environment,” she 
noted.

Lawsuits may include allegations 
of invasions of “personal space” or 
unwelcome acts of affection like 
shoulder rubs, she said. A common 
theme is complaints about people 
entering behind someone at a work 
station, blocking their exit.

“Be mindful of respecting 
everybody’s personal space,” she said.

Sexual harassment generally falls 
under either quid pro quo [“this for 
that”] or a hostile work environment.

“You really want to have training 
sessions with staff and warn them to 
be mindful of their communications, 
because what they say can be taken 

by employees and used against them 
in a claim or lawsuit,” she said.

This includes inappropriate 
language, jokes, asking a person about 
sexual preferences, and even terms of 
endearment.

“You may think it’s innocuous, 
friendly, or maybe one person doesn’t 
mind, but not everyone wants to be 
called ‘honey,’” Monroy said.

Leering and staring is also 
coming up more in claims, she adds, 
including allegations by those who are 
transgender or in gender transition.

Impact trumps intent, meaning 
someone who claims they were just 
trying to funny can still be liable to 
claims of harassment, Zwerling said.

In addition, the effect of 
harassment can go beyond the 
intended victim to include co-workers 
who are disturbed by witnessing the 
incidents.

“Even a person who consents to 
sexual activity or conduct that may 
be considered sexual in nature can 
legitimately claim afterward they 
were a victim of sexual harassment,” 
he said. “Because, very importantly, 
submission to sexual activity is not 
a defense to a sexual harassment 
claim where the employee submits to 
pressure from the harasser.”

In addition to loss of reputation, 
the sexual harasser may face 
suspension or loss of medical 
licensure, he added.

“Sexual harassment constitutes a 
form of professional misconduct,” he 
said.

Supervisors also can be found 
liable if they don’t step in when they 
become aware of harassment, as there 
is a responsibility and accountability 
in the hierarchy of the workplace.

A common scenario is that an 
employee may tell you she is being 
“hit on” by a department supervisor, 
but she doesn’t want you to do 
anything about it, Zwerling said.

“YOU REALLY 
WANT TO HAVE 

TRAINING SESSIONS 
WITH STAFF AND 

WARN THEM TO BE 
MINDFUL OF THEIR 
COMMUNICATIONS, 

BECAUSE WHAT 
THEY SAY CAN 
BE TAKEN BY 

EMPLOYEES AND 
USED AGAINST 

THEM IN A CLAIM 
OR LAWSUIT.”
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“She just wants to go on record 
as having told someone, but she is 
going to take care of it herself,” he 
said. “She wants you to promise 
not to tell anyone about it. We have 
encountered this scenario may times, 
and the answer we tell everybody in 
response is once you are aware of it, 
you have an obligation to step in.”

If it results in litigation, the 
employee often cites the fact 
that she told someone, he said, 
advising against agreeing to total 
confidentiality in such situations.

“You might need to talk to 
HR about the individual who has 
confided in you,” he said.

In any case, the general perception 
that sexual harassment is relatively 

rare in the medical workplace may 
have actually contributed to the 
stigma of reporting, Jagsi said. As 
these incidents are recognized as 
shockingly common, this dogma 
is crumbling and there is an 
opportunity for increased reporting 
and intervention. It is important to 
train employees, raise awareness, and 
remove the stigma of reporting.

“I am heartened by the 
conversations that I see happening, 
including ones initiated by 
leaders in the field,” Jagsi said. 
“Ultimately, culture change will 
require the collaborative efforts of 
many individuals, united in their 
commitment to make these behaviors 
a thing of the past.”  n
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Meaningful Recognition Fights Nurse Burnout
A protective effect against compassion fatigue

Nurses demonstrate clinical skill 
and patient compassion so rou-

tinely that it is little wonder they are 
designated the most trusted profes-
sion year after year. But such routine 
excellence can have its toll in terms of 
burnout and “compassion fatigue.”

There is accumulating evidence 
that “meaningful recognition” of 
the sacrifice that nurses and other 
healthcare workers make can boost 
resilience and stave off burnout, says 
Lesly A. Kelly, RN, PhD, an assis-
tant professor in the College of Nurs-
ing and Health Innovation at Arizona 
State University in Phoenix.

“We talk a lot about how nurses 
are hardy and resilient, but we have 
to remember, too, that sometimes 
that’s not necessarily a wonderful 
thing,” she says. “We want to make 
sure that we are not resilient just for 
the sake of all these adverse events 
being thrown at us.”

To examine the effect of 
meaningful recognition programs 
on compassion fatigue, Kelly and 
colleagues conducted a multicenter 
national study1 of critical care nurses. 
An online survey was completed 
by 726 ICU nurses in 14 hospitals 
with an established meaningful 
recognition program, and 410 
nurses in 10 hospitals without such a 
program.

“Meaningful recognition was a 
significant predictor of decreased 
burnout and increased compassion 
satisfaction,” Kelly and colleagues 
concluded. “Additionally, job 
satisfaction and job enjoyment 
were highly predictive of decreased 
burnout, decreased secondary 
traumatic stress, and increased 
compassion satisfaction. … In 
addition to acknowledging and 
valuing nurses’ contributions to care, 
meaningful recognition could reduce 

burnout and boost compassion 
satisfaction.”

Compassion fatigue was defined 
as a “combination of burnout, 
psychological and physiological 
responses to prolonged chronic 
emotional and interpersonal stressors, 
and secondary traumatic stress.” 
To counter these effects, there are 
programs like DAISY (Diseases 
Attacking the Immune System), a 
foundation established by the parents 
of a patient who died of an immune 
disorder. To honor the clinical skill 
and compassionate care of the nurses 
involved, they created the DAISY 
Foundation in 1999.

“They were so moved by their 
nursing care that they decided 
to recognize the nurses that had 
cared for him,” Kelly says. “They 
just thought of doing this for one 
hospital, and the idea really spread 
and was picked up by some of 
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the professional organizations. It’s 
interesting how the idea of ‘we need 
to recognize our nurses’ [struck a 
chord].”

This DAISY model of standardized 
meaningful recognition of nurses is 
now used in 2,800 healthcare facilities 
in all 50 states and 17 countries. (For 
more information on the program, visit: 
http://bit.ly/2qvUaYI.)

In the study, nurses were asked 
about overall job satisfaction, 
enjoyment, stress, and intent to leave 
their position and profession.

“For nurses in the sample, burnout 
was predicted by increased job 
stress, decreased job satisfaction, and 
decreased job enjoyment,” Kelly and 
colleagues reported. “Meaningful 
recognition through a nomination 
for [a] DAISY Award was negatively 
predictive of burnout, meaning that 
those with a nomination reported 
lower burnout.”

Hospital Employee Health asked 
Kelly to comment on the issues 
raised by the study in the following 
interview, which has been edited for 
length and clarity.

HEH: Can you elaborate on this 
concept of a meaningful recognition 
program?

Kelly: The American Association 
of Critical-Care Nurses uses 
meaningful recognition as one 
component of a healthy work 
environment. It is recognizing nurses 
for what they do in a meaningful way. 
You want to make sure it is equal to 
the work that they do, and that it is 
done in a manner that is significant 
to them. If something significant 
happened in the context of burnout, 
trauma, and things like that, there are 
very specific ways that we talk about 
recognition and responding.

DAISY is just for nurses, but 
there are other ones that hospitals 
have established for other employees 
as well. Formal recognition should 

be standardized and available to 
everyone. You want to make sure that 
one leader is not doing it one way 
and another leader is doing it another 
way. An employee may [be confused] 
about how recognition occurs in their 
facility. [It should be] very publicized 
that this is the way that a patient 
can acknowledge the care that a 
nurse provides, or an employee can 
recognize another employee.

HEH: You found that these 
recognition programs have some 
protective effect against nursing 
burnout?

Kelly: An interesting thing that 
we found in our study is that there 
is benefit in decreased burnout and 
increased compassion satisfaction 
from not only getting the award, but 
from getting the nomination. In the 
ICU nurses, we had about a 20% 
nomination rate and a 9% to 10% 
award rate. So, you are talking about 
a lot more nurses nominated than 
are getting awards, but you get the 
benefit even from being nominated. 
A lot of that has to do with how you 
handle your nomination process. We 
tell people who they were nominated 

by, and give them the actual letter 
that the patient or other employee 
wrote about them. We tell them the 
words that were said about them, 
and that’s what really gives them 
meaningful recognition.

HEH: Can you comment a little 
more about compassion fatigue and 
how it arises? Also, the paper alludes 
to “secondary traumatic stress.”

Kelly: Compassion fatigue comes 
from the combination of burnout 
and secondary trauma. Burnout 
is that emotional exhaustion and 
depersonalization, the lack of a 
feeling of personal accomplishment. 
Secondary trauma is familiar to 
those in healthcare and other fields. 
It is when someone experiences a 
traumatic event, and then we as 
the caregiver pick up those feelings 
of stress and trauma and become 
the secondary victim. It’s a natural 
byproduct of the work that we do, 
but we can mitigate the effects by 
putting resources in place to support 
our caregivers. There is a lot of 
literature out there on how to do 
that — debriefing and acknowledging 
are very important. We have to have 
resources in place and have a way to 
process these emotions. Also, we have 
new nurses coming in that have to 
build their resiliency. They need to see 
the older nurses going through the 
process of building their resilience.

Those two things — burnout 
and secondary trauma — contribute 
to compassion fatigue. You get the 
cumulative effect of those building 
up and then you have compassion 
fatigue. The balance, the other side, 
is compassion satisfaction, and that’s 
the joy derived from our work. A lot 
of times when we are really burned 
out and we have too many secondary 
[trauma] events, the compassion 
fatigue is really high — the balance is 
mismatched.

HEH: Not to put too fine a point 

“SECONDARY 
TRAUMA IS 
A NATURAL 

BYPRODUCT OF 
THE WORK THAT 
WE DO, BUT WE 
CAN MITIGATE 
THE EFFECTS 
BY PUTTING 
RESOURCES 
IN PLACE TO 

SUPPORT OUR 
CAREGIVERS.”
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on it, but do healthcare workers then 
experience a difficulty or an inability 
to actually feel compassion for their 
patients?

Kelly: I think that can 
happen. There are definitions 
out there that say that you have 
a lack of compassion. That’s part 
of the burnout definition, too. 
Depersonalization is part of the 
burnout definition, so you feel 
impersonal. You have “removed” 
yourself [emotionally] and have a lack 
of caring for patients.

HEH: You note that nearly 20% 
of nurses are leaving their positions in 
their very first year, and many recent 
graduates leave nursing altogether.

Kelly: There are quite a few 
[researchers] who have had that same 
finding. The younger nurses in the 
millennial generation are having the 
highest compassion fatigue. We don’t 
know exactly why. These studies are 
cross-sectional and we are surveying 

at one point in time. But we have 
some assumptions.

We see nurses not staying in their 
positions very long. There is a lot of 
risk of these nurses even leaving the 
profession. They are thinking it is 
one thing when they are getting into 
nursing, but it might turn out to be 
something different. Their burnout 
and compassion fatigue may increase, 
and then they leave the profession.

We also have to remember that 
nursing is different today than it 
was for previous generations. It’s not 
necessarily harder, but it is different. 
So, resiliency [programs] have to 
change. It’s not just burnout and how 
the different generations handle it. 
The work environment, the available 
resources, and other things contribute 
to it.

HEH: How can meaningful 
recognition programs improve nurse 
retention?

Kelly: Some people get a job in 

one setting and then go try another 
setting, and that’s OK. We want 
nurses to find the right fit, but 
when nurses move on you have to 
find another nurse and train them 
up. It is hard to have nurses leave, 
but it is good for a nurse to find 
the right setting and the right fit. 
Leaders should recognize nurses, 
to make sure they are in the right 
setting and then keep them in that 
setting. I have talked to leaders and 
told them you can use meaningful 
recognition to your advantage. It is 
not necessarily costly. A lot of times 
they say they don’t have the budget 
to give all nurses raises, and that kind 
of thing. [I recommend] recognizing 
nurses in a way that is meaningful 
to them. It can be letters [from 
patients], acknowledgment, adjusting 
schedules. There are a lot of different 
ways meaningful recognition can be 
budget-friendly and a powerful tool 
for leaders to help with retention.  n

Finding Joy Through Meaningful Work
Healthcare group outlines the steps to make it possible

After a demanding shift rife with  
 unexpected stress and com-

plications, the last word healthcare 
workers may use to describe their job 
is “joyful.”

Nevertheless, researchers who 
study healthcare work culture say 
such an emotional state is possible. 
The joy that comes from meaningful, 
important work is a tonic to burnout 
and compassion fatigue.

“In healthcare, the joy derived 
from our work is the ‘compassion 
satisfaction,’” says Lesly A. Kelly, 
RN, PhD, an assistant professor in 
the College of Nursing and Health 
Innovation at Arizona State Univer-
sity in Phoenix. “This is familiar to a 

lot of us. The altruism — the reason 
that we go into healthcare is to help 
others. We get a lot of joy out the 
things we do, and that balances out 
compassion fatigue.”

Kelly recommends employee 
health professionals take a look at a 
white paper recently issued by the 
Institute for Healthcare Improvement 
(IHI).1

“It’s a free white paper you can 
download and it has a framework on 
how to improve joy in your work-
force,” she says. “It is very directly 
aimed at strategies for increasing joy 
at work, which is a good synonym for 
compassion satisfaction.”

The IHI recommendations to 

improve workplace joy come with 
the caveat that some of the most 
meaningful recognition goes beyond 
monetary compensation.

“The organization demonstrates 
that it values health and wellness of 
all employees,” the IHI recommends. 
“This goes beyond workplace safety 
to cultivating personal resilience and 
stress management; utilizing practices 
to amplify feelings of gratitude; 
understanding and appreciation for 
work/life balance, the whole person 
and their family; and providing 
mental health support.”

Some key steps in this process 
include asking workers questions, 
carefully listening, and giving full 
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consideration before answering. The 
IHI questions include:

• What matters to you in daily 
work?

• What helps make a good day?
• When we are at our best, what 

does that look like?
• What gets in the way of a good 

day?
Healthcare workers should feel 

they are fully engaged in this process 
and their voices are being heard.

“Making a workplace joyful is 
the job of leaders,” the IHI report 
notes. “Nevertheless, everyone from 
senior executive leaders to clinical 
and administrative staff has a role to 
play. From creating effective systems 
to building teams to bolstering 
one’s own resilience and supporting 

a positive culture, each person 
contributes.”  n
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Plan Ahead for the Injured Returning to Work
Injury data may be skewed by underuse of workers’ comp

Injured healthcare workers 
returning to work may need 

alternate duties as they continue 
healing, so planning ahead in that 
regard is highly recommended, says 
Kathryn Mueller, MD, medical 
director for the Colorado Division of 
Workers’ Compensation.

“The employer needs to be 
thinking ahead so they already have 
places they can put people,” she tells 
Hospital Employee Health. “Nurses 
who are working on the floors likely 
will not have the ability to go back 
to work right away because they 
are not going to be able to do the 
required lifting. Think ahead and 
look at other activities that would 
be appropriate for a nurse to do 
for a short period of time or part-
time. Some kind of computer entry 
somewhere or reviewing [files, 
materials] that the hospital needs 
done.”

Healthcare workers typically 
experience shoulder and back 
injuries, and the latter may require 
that they have the alternative to 
work standing at an adjustable desk.

“For back pain, you don’t want to 
be sitting for a prolonged period of 
time,” she says. “In fact, they usually 
can’t tolerate it. So, you want some 

ability for movement. With shoulder 
injuries, you obviously wouldn’t 
want them lifting anything heavy or 
anything overhead.”

While workers are recovering 
before returning, encourage safe 
movement. Becoming completely 
sedentary will only delay return to 
work, she says. “Particularly with 
minor injuries, you don’t want 
people to be off work more than 
a week, if possible,” Mueller says. 
“Think about those things, and any 
restrictions you may encounter. If 
someone is recovering, an eight-hour 

shift may not be a good choice. It 
may be better to go to four hours a 
day.”

Returning workers also may 
require physical therapy, so prepare to 
adjust their schedules accordingly.

“Another consideration that is 
often a problem is transportation,” 
she says. “If they have to drive to 
work, but they are not comfortable 
enough with their injury to 
sit comfortably, then there are 
transportation issues.”

In general, there should be some 
urgency in returning people to work 
once they are medically cleared, she 
advises.

“If you have somebody out for 
about a month, you’d better think 
of some way to get them in if the 
doctors are saying they can go back to 
work,” she says.

Workers’ Comp 

Underused

Another occupational injury issue 
is workers’ comp, which may be 
underused if employees go outside 
that system to access health insurance. 
These injury data may be lost to 
analysis, meaning you may not be 

“IF YOU HAVE 
SOMEBODY OUT 

FOR ABOUT A 
MONTH, YOU’D 
BETTER THINK 
OF SOME WAY 

TO GET THEM IN 
IF THE DOCTORS 
ARE SAYING THEY 
CAN GO BACK TO 

WORK.”
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getting a true picture of the extent 
and cost of worker injuries.

“Workers’ compensation is 
the primary system that provides 
insurance against lost earnings 
and medical and rehabilitation 
costs incurred by workers with 
occupational injuries and illnesses,” 
the authors of a recently published 
study1 note. “Yet, despite substantial 
workers’ compensation expenditures, 
evidence continues to grow about 
the costs of occupational injuries and 
illnesses that are paid for outside the 
system by workers.”

In a study designed to estimate 
the extent to which work-related 
injuries contribute to medical 
expenditures paid for by group 
health insurance, the researchers 
analyzed administrative data on 
OSHA-recordable injuries suffered by 
healthcare workers.

Using a sample of matched 
patient care workers at two different 
hospitals, the researchers found that 
injury was associated with increased 
group health insurance expenditures.

The results held for non-sharps 
injuries and when sharps injuries were 
excluded from the model, they noted.

“We looked at sharps because 
sharps injuries are very common, but 
tend to be treated without a lot of 
additional expense,” says lead author 
Jessica Williams, PhD, a professor 
at the University of Kansas School 
of Medicine in Kansas City. “People 
tend to test the patient rather than 
the employee. So, they tend to be 
less costly in that sense. One thing 
we wanted to check was whether or 
not that was essentially affecting our 
results — whether sharps injuries 
were changing how the [data] came 
out, because they are such a large 
portion of injuries. When we took 
out people with sharps injuries, we 
got similar results.”

Since workers’ comp costs are a 
common measure of the effect of 
occupational injuries, underutilizing 
the system may correspondingly 
understate the importance of 
preventing such injuries.

“Basically, the idea is that all 
expenditures related to a work-
related injury should be covered by 
workers’ comp,” she says. “If that 
system is working properly after an 
injury, we should see no difference 
in the group medical expenditures 

between those two [comparison] 
groups.”

There are various reasons workers’ 
comp may be underused, includ-
ing workers being unaware of their 
eligibility or disinclined to spend the 
time to file a claim. More disturb-
ingly, they may feel some pressure not 
to draw attention to an occupational 
injury or fear “retaliation,” Williams 
and co-authors warn.

“For these workers, the costs of 
lost income and medical care fall 
outside the workers’ compensation 
system,” they concluded. “Even if 
they file for and receive benefits, those 
benefits have been shown to cover 
only a small fraction of lost earnings. 
In the private sector, nursing 
assistants were one of the three 
occupations with the highest number 
of cases resulting in days away from 
work in 2015.”  n
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Researchers: Flu Spread by Normal Breathing
CDC: ‘Flu is everywhere in the U.S.’

The unwelcome news in the 
midst of bad flu season is 

that influenza spreads easier than 
previously thought, possibly in the 
very breath you take.

The upshot from a new study1 
is that a virus thought to be spread 
primarily by coughing and sneezing 
needs neither to transmit from 
person to person. Rather, it can 
be airborne and transmitted in 
the normal, exhaled breaths of an 

infected person, researchers reported.
The authors could not be reached 

for comment as this issue went to 
press, but concluded the following in 
the paper:

“We recovered infectious influenza 
virus from 52 samples of fine aerosols 
collected from exhaled breath and 
spontaneous coughs produced by 
142 cases of symptomatic influenza 
infection during 218 clinic visits,” 
they reported. “Finding infectious 

virus in 39% of fine-aerosol samples 
collected during 30 minutes of 
normal tidal breathing in a large 
community-based study of confirmed 
influenza infection clearly establishes 
that a significant fraction of influenza 
cases routinely shed infectious virus, 
not merely detectable RNA, into 
aerosol particles small enough to 
remain suspended in air and present a 
risk for airborne transmission.”

As this issue went to press, 
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hospitals and communities in the 
U.S. were being hard hit with 
influenza, making it important 
to ensure healthcare workers are 
vaccinated as the seasonal epidemic 
peaks.

The predominant strain of 
H3N2 influenza A is not well 
matched by the vaccine this year, 
but immunization still can lessen 
the severity of illness. Antivirals 
administered as soon as possible after 
infection are proving effective, CDC 
officials note.

“Our information so far suggests 
that vaccine effectiveness against the 
predominant H3 viruses will probably 
be somewhere around what we saw in 
the 2016-2017 season, which was in 
the 30% range,” CDC epidemiologist 
Dan Jernigan, MD, said at a recent 
press conference. “While this is better 
than the 10% that has been reported 
from Australia in one study, it still 
leaves a lot to be desired.”

Thirty Children Die of Flu

As of Jan. 13, 2018, the CDC 
was reporting that all U.S. states but 
Hawaii were reporting widespread 

flu activity, with “high” influenza 
activity reported in 32 states, New 
York City, and Puerto Rico. At least 
30 children have died of influenza 
infection.

“Many people have been 
following anecdotes and reports 
in the media of young, otherwise 
healthy adults who have been 
admitted with very progressive 
influenza disease, then died because 
of that,” Jernigan said. “Reports are 
out there. It’s just a reminder that 
flu, while causing mild disease in a 
lot of people, can also cause severe 
disease and death in others.”

The highest hospitalization rates 
were among people 65 years and 
older (136.5 per 100,000), followed 
by adults aged 50-64 years (33.2 
per 100,000), and children younger 
than five years (22.8 per 100,000). 
The CDC has tested 168 influenza 
A(H1N1), 587 influenza A(H3N2), 
and 209 influenza B viruses for 
resistance to antiviral medications 
(i.e. oseltamivir, zanamivir, or 
peramivir). While the majority of the 
tested viruses showed susceptibility 
to the antiviral drugs, two (1.2%) 
H1N1pdm09 viruses were resistant 
to both oseltamivir and peramivir, 

but were sensitive to zanamivir, the 
CDC reported.

“I think the simplest way to 
describe it is that flu is everywhere 
in the U.S. right now,” Jernigan said. 
“Our team that does this kind of 
surveillance has been doing this for 
13 years, and this is the first year we 
had the entire continental U.S. [with] 
widespread activity.”

CDC recommends that people at 
high risk for serious flu complications 
should be treated as soon as possible 
with antiviral drugs if they have flu-
like symptoms.

“That means people that are 65 
and older, young children, people 
with chronic conditions like diabetes, 
heart disease, or asthma,” Jernigan 
said. “It means pregnant women and 
others more vulnerable to serious flu 
illness. Clinicians should not wait for 
confirmed [flu test results].”  n
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Rare But Real Threat of Occupational  
HIV Remains
CDC: 40,000 new HIV infections annually

It is accepted now with little fanfare 
how safer needle devices, post-

exposure prophylaxis, and other 
improvements and interventions have 
reduced occupational HIV infection 
to a vanishing point. This wasn’t 
always the case.

June 5, 2018, will mark 37 years 
since the CDC reported five cases of 

Pneumocystis carinii pneumonia in 
gay men in Los Angeles.1

The occupational infections 
that occurred at that time through 
needlesticks and blood exposures are 
exceedingly rare today, but some risk 
remains.

It is well to remember that HIV 
was once a uniformly fatal condition. 

While highly effective viral 
suppression treatments are available 
now, at that time HIV was seen as a 
virtual death sentence.

Occupational HIV remains a 
threat to healthcare workers because 
new sexually transmitted infections 
keep occurring in the community.

“We have close to 40,000 new 
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 nWorking safely with bariatric 
patients

 n Updated guidance on workers 
exposed to hazardous drugs

 n Optimizing smoke evacuation, 
respiratory protection in OR

 n The mandated mask if no flu shot: 
Does it work?

COMING IN FUTURE MONTHS

HIV infections every year. HIV 
is often a fatal disease if it is not 
treated, and it continues to be a 
challenge to reduce the number 
of new infections every year,” said 
Jonathan Mermin, MD, MPH, 
director of CDC’s National Center 
for HIV/AIDS, Viral Hepatitis, 
STD, and TB Prevention, at a recent 
CDC press conference.

However, there are also 
encouraging signs, and more gains 
will be seen if routine HIV testing 
becomes the norm, he stressed.2

“We’ve seen reductions in HIV 
incidence — the number of new 
infections — every year in the 
country over the past decade,” 
Mermin said. “And we’ve seen 
dramatic reductions in mortality 

among people with HIV due to very 
effective medicine that can now be 
taken once a day in most cases.”

Overall, 58 cases of confirmed 
occupational transmission — and 
150 possible cases — of HIV to 
healthcare workers have occurred 
in the U.S. Of these, only one 
confirmed case has been reported 
since 1999, the CDC notes. 
However, there may be some 
underreporting of occupational HIV, 
as case reporting is voluntary.

“Healthcare workers who are 
exposed to a needlestick involving 
HIV-infected blood at work have a 
0.23% risk of becoming infected,” 
the CDC notes.3 “In other words, 
2.3 of every 1,000 such injuries, if 
untreated, will result in infection. 

Risk of exposure due to splashes with 
body fluids is thought to be near 
zero even if the fluids are overtly 
bloody. Fluid splashes to intact skin 
or mucous membranes are considered 
to be extremely low risk of HIV 
transmission, whether or not blood is 
involved.”  n
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AOHP Seeks to Raise Profile
Goal is getting employee health listed on Wikipedia

The Association for Occupational 
Health Professionals in 

Healthcare (AOHP) is planning 
to raise its national profile and 
reassess its chapter organization and 
structure.

These goals come as part of an 
update of the AOHP Strategic Plan, 
as the three-year run of the former 
plan expired in 2017.

In considering strategic goals for 
2018-2020, the AOHP board of 
directors took a look back and a look 
forward.

“AOHP has operated under a 
set of strategic goals for many years 
which, along with capable leadership, 
has helped maintain the strong, 
viable, world-class organization 
we remain today,” the group 
recently reported.1 “To simplify 
the challenge, the board needed to 
consider these points: where we are 

now, where do we want to be, and 
how will we get there? We revised 
our newly developed mission and 
vision statements, reviewed what’s 
happening in the occupational health 
environment, and discussed local, 
regional, and national needs.”

One priority for the AOHP is to 
be recognized as the leading resource 
in occupational health by developing 
a presence on Wikipedia. The AOHP 
will confer with a content expert 
on the web-based encyclopedia and 
develop content to post. The group 
also plans to continue bolstering 
its role in the Total Worker Health 

Initiative by adding TWH speakers 
to the AOHP annual conference and 
sharing information from the annual 
AOHP National Conference.

The other main priority is assess-
ing AOHP chapter organization and 
structure, which will include a mem-
bership survey and a review of bylaws 
that may offer recommendations for 
improvements.  n
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1. What percentage of female 

physicians surveyed in a study 

reported having personally 

experienced sexual harassment 

by a superior or colleague?

a . 10%

b . 22%

c . 30%

d . 50%

2. Attorneys advised that if an 

employee tells you he or she 

is being sexually harassed, and 

asks you not to disclose it, you:

a . have a duty to report it .

b . should keep it in strict 

confidence .

c . must confront the accused 

employee .

d . should say nothing and 

monitor the accused .

3. Lesly A. Kelly, RN, PhD, said 

new nurses have surprising 

resilience against burnout and 

compassion fatigue, with the 

exodus from the field primarily 

coming from mid-career nurses 

looking for other opportunities.

a . True

b . False

4. According to Kathryn Mueller, 

MD, which of the following 

should be part of planning for 

injured healthcare workers 

returning to work?

a . Finding duties that will not 

aggravate the injury

b . Coordinate work with physical 

therapy

c . Determine if transportation is 

going to be an issue

d . All of the above


