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With Presenteeism Rampant,  
CDC May Strengthen Occupational 
Health Guidelines
Sick leave policies poorly communicated, haphazardly enforced

By Gary Evans, Medical Writer

As the Centers for Disease Control 
and Prevention (CDC)  
 continues to 

hammer out new 
guidelines to protect 
healthcare workers 
from infections, 
recent discussions 
hit a major sticking 
point: presenteeism.

The issue of 
healthcare personnel 
working sick — and 
the policies that 
incentivize them to 
do so — was the 
subject of much 
discussion at a recent 
meeting of the CDC’s 
Healthcare Infection 
Control Practices 
Advisory Committee (HICPAC).

The CDC draft guidelines1 that focus 
on protecting healthcare workers from 

infectious diseases outline leadership 
responsibilities, infrastructure, and 

resource support issues 
that will raise the 
profile of employee 
health programs. 
A second, as yet 
unpublished, section 
of the guidelines 
will discuss specific 
pathogens that 
threaten healthcare 
workers with 
occupational 
infections.

HICPAC is 
updating CDC 
guidelines on 
healthcare workers 
originally published 

in 1998.2 The draft 
addresses the issue of presenteeism, with 
the version discussed by the committee 
recommending “sick leave options that 
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encourage reporting of potentially 
infectious exposures and illnesses and 
that discourage presenteeism.”

The CDC recommends that 
workers have ready access to 
clinicians with expertise in exposure 
and illness management to ensure 
prompt testing and treatment. 
Policies for exposed or ill healthcare 
workers should specify both how 
work restrictions are imposed and 
under what conditions staff can 
return to duty.

“Implement processes and 
sick leave policies to encourage 
healthcare personnel to stay 
home when they develop signs 
or symptoms of acute infectious 
illness (e.g., fever, cough, diarrhea, 
vomiting, or draining skin lesions) 
to prevent spreading their infections 
to patients and other healthcare 
personnel,” the HICPAC draft 
guidelines state.

The committee also agreed to 
a revision that includes contract 
workers as well as regular employees 
in all sick leave policies. The draft 
further recommends ensuring there 
are no communication breaks 
between occupational health 
services, healthcare personnel, and 
others about return to work policies 
and restrictions.

Punitive Policies

This is no small challenge. 
Reporting for work ill has been 
a longstanding culture at many 
healthcare facilities, as several 
HICPAC members observed during 
the CDC discussion.

HICPAC liaison member Marion 
Kainer, MD, MPH, director of the 
Healthcare Associated Infections 
Antimicrobial Resistance Program at 
the Tennessee Department of Health, 
cited a recent outbreak in which a 

patient with hepatitis A transmitted 
the virus to another patient and six 
healthcare workers.

“As we investigated, we became 
aware of an extraordinary punitive 
policy that required healthcare 
personnel to take personal leave 
before sick leave would kick in,” she 
said. “Which means that every single 
one of those infected healthcare 
workers worked while they were 
symptomatic. I honestly have never 
been aware of such punitive sick 
leave policies.”

Asked to comment further on 
the situation by Hospital Employee 
Health, Kainer declined due to the 
ongoing investigation and an ensuing 
public health publication. “It just 
really shocked me how much this 
sick leave policy was encouraging 
presenteeism,” she said. “It was not 
in the interest of our workers or of 
patient safety.”

The new guidelines certainly 
discourage presenteeism, but 
HICPAC members were concerned 
that the matter needs more emphasis, 
possibly as an appendix or in a 
separate document.

HICPAC member Hilary 
Babcock, MD, MPH, medical 
director of occupational health 
at Barnes-Jewish and St. Louis 
(MO) Children’s Hospitals, led the 
discussion of the draft guidelines.

“We have had a lot of discussions 
in our [HICPAC work] group 
about this specific issue,” she said. 
“People are trying to research this to 
understand the interaction between 
sick leave policies, presenteeism, and 
transmission of disease.”

Babcock has performed some of 
this research herself, reporting last 
year at IDWeek in San Francisco 
that healthcare sick leave policies 
are often poorly communicated and 
haphazardly enforced. Overall, 44% 
of 232 respondents in a national 
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survey reported they had a single 
pool of paid days off that they used 
for both vacation and illness, she 
reported. (For more information, see 
the December 2018 issue of HEH.)

“We also have that at our place,” 
Babcock told HICPAC members. 
“People have a single bank of time 
off, and both vacation and sick 
leave comes out of that. So, the 
same things ends up happening in 
practice.”

That said, HICPAC does not want 
to be overly prescriptive of healthcare 
sick leave policies, preferring to let 
facilities adopt and enforce their own 
strategies.

“We are not specifically saying 
how this should work because this 
[guideline] applies to a huge range 
of [facilities],” Babcock said. “I don’t 
think we could really be very specific, 
but we tried to push forward these 
kinds of policies.”

Concurring was HICPAC 
liaison member Mark Russi, MD, 
MPH, professor of medicine and 
epidemiology at Yale University in 
New Haven, CT.

“I think rather than making 
arguments to local administration, it 
is more powerful to say that there is 
an overarching statement from CDC 
which says that the policy should 
discourage presenteeism and be 
nonpunitive,” he said.

Others noted in the discussion 
that presenteeism is essentially a 
human resources issue, saying that 
HR should be involved rather than 
putting the onus on occupational 
health to enforce such policies.

HICPAC liaison member 
Paul Conway, of the American 
Association of Kidney Patients in 
Tampa, said patient advocacy groups 
could bring the issue of presenteeism 
to the forefront.

“Patient safety organizations 
can engage on this as patients,” he 

said. “It is a public health issue and 
a workforce issue. Patients are also 
in the workforce and are concerned 
about public health. We can say 
this is the standard the CDC is 
recommending, and can work 
with our patients to start asking 
questions.”

Separate Document, 

Toolkit Discussed

Even as a separate document, it 
would be useful to determine what 
sick leave policies are being used in 

healthcare settings, said HICPAC 
liaison member Linda Spaulding, 
RN, a DNV GL NIAHO/CIP 
Surveyor in Milford, OH.

“I have been in places where if 
you call out three times in a year, you 
get terminated,” she said.

Options discussed included 
HICPAC partnering with 
professional organizations on 
presenteeism, creating a toolkit, 
and addressing issues of temp 
workers and physicians who are not 
necessarily hospital employees.

“I think that would really be 
invaluable,” Kainer said.

Discussions then veered into 
healthcare workers providing evidence 
of immunity for various diseases, but 
Babock said the CDC already has 
comprehensive worker vaccination 
recommendations that the HICPAC 
guidelines will reference but not 
repeat whole cloth.

With another outbreak of Ebola 
in the news, it was inevitable that 
the widely reported problems with 
personal protective equipment (PPE) 
during the 2014 epidemic would 
have to be addressed in the CDC 
occupational health guidelines.

Margaret VanAmringe, MHS, 
a liaison HICPAC member 
representing The Joint Commission, 
brought up the issue of competency, 
saying “We see a huge gap between 
training and people actually being 
able to put on PPE [and remove it 
correctly].”

Babcock said, “In the narrative, 
we do have some discussion around 
competencies, but we can certainly 
look at that to be sure it is clear 
enough as to what we are expecting.”

HICPAC member Michael 
Anne Preas, RN, senior director of 
infection prevention and hospital 
epidemiology at the University 
of Maryland Medical Center, 
emphasized that employee health 
cannot be expected to shoulder 
responsibility for all PPE training and 
competency assessments.

“I get so nervous when I think that 
could fall exclusively to occupational 
health,” she said. “It is critical to 
patient and worker safety. We can’t 
leave this all to occupational health. I 
just want to make sure that is clear.”

Babcock said the training and 
compliance with PPE is viewed 
as a collaborative and team-based 
approach. However, she noted that in 
the comments received on the draft, 
some advocated for employee health 
to ensure such provisions as PPE 

OVERALL, 
44% OF 232 

RESPONDENTS 
IN A NATIONAL 

SURVEY 
REPORTED THEY 
HAD A SINGLE 
POOL OF PAID 

DAYS OFF THAT 
THEY USED FOR 
BOTH VACATION 

AND ILLNESS.
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availability in the workplace, access 
to safety technology, and cleaning, 
decontamination, disinfection, and 
sterilization.

“These areas are really not the 
primary responsibility of an employee 
health service,” Babcock said. “The 
person that is actually ensuring 
that PPE is available at the door of 
the patients’ room is normally the 
manager in that work area working 
with other people in the hospital. An 
occupational health nurse should not 
be out on the floor restocking PPE.”

The draft will clarify that such 

matters are outside the scope of 
the guideline, which will also be 
limited to infectious concerns and 
not healthcare worker injuries from 
patient handling, slips, and falls 
that also are a common concern of 
employee health professionals.

In response to public comments 
regarding the confusing use of various 
names and acronyms for sharps 
devices with safety features, the 
HICPAC guidelines cited use in other 
federal documents in settling on the 
term Sharps With Engineered Sharps 
Injury Protection (SESIP).

“This term, while not short, is 
used by OSHA and CDC,” Babcock 
said. “We have updated the guideline 
throughout with this terminology.”  n
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CDC Drops Routine Annual Tuberculosis Screening
Policy saves time and money for employee health

In a widely anticipated move, the 
CDC has dropped routine annual 

tuberculosis testing of healthcare 
workers in the absence of an exposure 
or ongoing transmission.

“Overall, this is going to save time 
and money for everybody,” says lead 
author Lynn Sosa, MD, TB/STD 
Control Programs Coordinator at the 
Connecticut Department of Public 
Health.

The CDC screening change, an 
update to the agency’s 2005 TB 
guidelines, was expected as the disease 
continues to decline nationwide and 
healthcare workers appear to be at no 
greater risk of transmission than the 
general public. (For more information, 
see the April 2019 issue of HEH.)

“In addition, a recent retrospective 
cohort study of approximately 40,000 
healthcare personnel at a tertiary U.S. 
medical center in a low TB-incidence 
state found an extremely low rate of 
TST [tuberculin skin test] conversion 
(0.3%) during 1998-2014, with a 
limited proportion attributable to 
occupational exposure,” the CDC 
reported.1,2

Routine annual screening in 
such low-risk populations has little 
epidemiological value and could even 
trigger false positives and unnecessary 
anxiety in healthcare workers.

“The goal really is to decrease 
the amount of annual testing that 
is being done,” Sosa says. “The 
recommendation is a lot more 
strongly stated that we really don’t 
need to be doing annual testing in 
almost every situation. This will 
save time because now you are not 
focused on tracking down people to 
get them tested every year.”

Building On  

Prior Success

There also is a new emphasis 
on getting healthcare workers on 
effective TB treatment if they do have 
latent disease.

“That will save money because we 
will have less contact investigations 
because we are going to treat people 
before they get sick,” Sosa says.

The caveat is that employee 

health professionals must continue 
to emphasize the factors that made 
this success possible, including 
rapid identification of TB patients, 
isolation, and workers donning 
respirators to care for them.

“The 2005 recommendations3 
still stand in terms of the infection 
control and the environmental 
control recommendations,” Sosa says. 
“Those are still really important. Just 
doing a test on healthcare workers 
does not prevent TB transmission.”

Risk Assessment

As part of the an initial 
“preplacement” TB test for healthcare 
workers, the CDC recommends 
an individual risk assessment. 
Healthcare workers should be 
considered at increased risk for TB 
if they answer ‘yes’ to any one of the 
following statements:

• Residence for a month or more 
in a country with a high TB rate (i.e., 
any country other than Australia, 
Canada, New Zealand, the United 
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States, and those in western or 
northern Europe);

• Workers with suppressed 
immune systems, including from 
HIV, organ transplant, treatment 
with a tumor necrosis factor (TNF)-
alpha antagonist (e.g., infliximab, 
etanercept, or other), chronic 
steroids (equivalent of prednisone 
≥15 mg/day for ≥1 month), or other 
immunosuppressive medication;

• Close contact with an infectious 
TB patient since the last TB test.1

“Instead of looking at the risk of 
a particular facility, we are focused 
on the risk of the individual person 
working in the healthcare setting,” 
Sosa says. “Because it really is 
important to understand what that 
individual’s risk of TB is to interpret 
and better understand the test 
results.”

For example, the first question 
dealing with geography could pick 
up healthcare workers who may have 
been exposed to TB in other countries 
or those administered the Bacillus 
Calmette–Guérin (BCG) TB vaccine, 
which is not routinely used in the 
U.S. Those vaccinated may experience 
a cross-reaction to a TB skin test, 
registering a false positive. There 
was some speculation that the CDC 
would emphasize blood tests over skin 
tests in the guidelines, but the agency 
takes a neutral position.

“There are other recommendations 
in regard to using skin tests vs. blood 
tests, so this [guideline] was not really 
the place to favor one over the other,” 
Sosa says.

“We refer to the 2017 guidelines4 
which go into detail when a skin test 
or a blood test might be preferred. 
There are also other reasons healthcare 
facilities may choose one test over the 
other in terms of costs and things like 
that, so we did not want to say ‘you 
have to use one or the other.’”

If healthcare workers test positive 

for latent TB infection, the new 
guidelines emphasize treatment to 
avoid onset of active disease in the 
future.

“If we can identify healthcare 
personnel and get them treated, 
that is also going to continue to 
decrease the amount of TB that is 
in healthcare settings,” she says. “If 
those healthcare workers are treated, 
then there is no chance of them 
getting sick and giving TB to their 
patients, colleagues, family, and 
friends.”

Improved treatment options are 
one reason for the greater emphasis 
on this recommendation since 2005, 
when the primary therapy was nine 
months of isoniazid. Now, options 
include four months of rifampin 
or 12 weeks of a combination of 
isoniazid and rifapentine given once a 
week, Sosa says.

“If we want to continue to drive 
TB down, we have to treat the 
reservoir of future disease,” she says. 
“This is all in line with what we are 
doing nationally, which is going to 
help us eventually get rid of TB in 
the U.S.”

To reiterate and summarize, the 
new CDC guidelines recommend the 
following:

• “TB screening with an 
individual risk assessment and 
symptom evaluation at baseline 
(preplacement);

• “TB testing with an interferon-
gamma release assay (IGRA) or 
a tuberculin skin test (TST) for 
persons without documented prior 
TB disease or latent TB infection 
(LTBI);

• “No routine serial TB testing 
at any interval after baseline in the 
absence of a known exposure or 
ongoing transmission;

• “Encouragement of treatment 
of all healthcare personnel with 
untreated LTBI, unless treatment is 
contraindicated;

• “Annual symptom screening for 
healthcare personnel with untreated 
LTBI;

• “Annual TB education of all 
healthcare personnel.”1  n
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Support Growing for Federal Bill  
to Address Healthcare Violence
It now boasts 154 co-sponsors

Although it may still be a political 
 longshot, a groundswell of 

support is growing for a proposed 
healthcare violence prevention law.

H.R.1309, the Workplace 
Violence Prevention for Health Care 
and Social Service Workers Act, 
was reintroduced by U.S. Rep. Joe 
Courtney, D-CT, earlier this year. 
As of May 28, the bill has 154 co-
sponsors.

The bill would require OSHA 
to promulgate a standard requiring 
healthcare employers to protect 
healthcare workers from workplace 
violence.

The American College of 
Occupational and Environmental 
Medicine (ACOEM) recently came 
out in support of the legislation. 
ACOEM is a national medical 
society representing more than 4,000 
occupational medicine physicians 
and other healthcare professionals.

“Within ACOEM, there is a large 
special interest section dedicated 
to Medical Center Occupational 
Health, focusing on the particular 
exposure and injury hazards faced by 
nurses, doctors, and other healthcare 
personnel,” the organization stated 
in a letter to Courtney.

“Physicians and other healthcare 
professionals across the U.S. are 
increasingly alarmed at the high rates 
of serious injury due to workplace 
violence within the healthcare 
professions.”

Workers in healthcare and social 
services have the highest rate of 
serious injury due to workplace 
violence, with a rate of 13.7 per 
10,000 workers. That compares 
to 2.9 violent injuries per 10,000 

workers in all professions, the group 
noted.

“An enforceable OSHA standard is 
needed to prevent foreseeable, serious, 
and life-altering violence against 
workers in hospitals, medical clinics, 
nursing homes, and social service 
settings,” the ACOEM emphasized.

Testimony was given at a recent 
hearing on the bill held by the 
House Subcommittee on Workforce 
Protections.

Jane A. Lipscomb, PhD, RN, 
professor of nursing and medicine 
at the University of Maryland, said 
“systemic acts of violence occur 
every day in these workplaces 
that are predictable and therefore 
preventable.”

Drawing from her experiences in 
researching violence and observing 
it in clinical practice, Lipscomb 
outlined the scope and longstanding 
nature of the problem.

“Quite frankly, I have too much 
firsthand experience working with 

victims of workplace violence, or 
in the case of workers who were 
murdered by patients in their care, 
their bereaved families,” she said. 
“I am here to testify that workplace 
violence prevention plans — tailored 
to the specific risk, workplace, and 
employee population — work.”

Voluntary guidelines, which have 
been issued by OSHA since 1996, fail 
to “incentivize” employers.

“Healthcare workers who I have 
spoken with report that they do not 
have a workplace violence prevention 
plan or that they have a ‘paper plan’ 
that does little to nothing to protect 
them from the ongoing risk of 
violence,” she said.

Lipscomb cited a randomized, 
controlled intervention trial that 
showed that interventions based on 
OSHA guidelines decreased violent 
injuries by 60%.1

OSHA can address violence 
through its General Duty Clause, 
but this a cumbersome mechanism 
that needs to be replaced by a specific 
standard, experts say.

“Because of employer challenges 
and subsequent legal review, the 
few workers who have risked filing 
an OSHA complaint have to wait 
months to years before OSHA is able 
to mandate common-sense changes to 
a workplace via an OSHA citation,” 
Lipscomb said.

Incidents Drive Nurses 

Away From Profession

Patricia Moon-Updike, RN, a 
member of the Wisconsin Federation 
of Nurses and Health Professionals, 

“WORKPLACE 
VIOLENCE IS A 

COMPLEX AREA 
OF WORKPLACE 

SAFETY THAT 
FALLS OUTSIDE 
THE SCOPE OF 
TRADITIONAL 

RULES AND 
PREDICTABLE 

HUMAN 
BEHAVIOR.”
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described how a violent attack drove 
her from the nursing profession.

“I have wanted to be a nurse since 
I was nine years old,” she said at the 
hearing. “I was able to realize my 
dream when I graduated from nursing 
school in 2007. Then, on June 24, 
2015, it all changed.”

Moon-Updike was kicked in the 
trachea while trying to help colleagues 
restrain a teenage patient on a 
behavioral unit.

“All I remember is sitting in a 
chair, not being able to breathe, 
holding on to my trachea for dear 
life,” she said. “I just knew if I let 
go, it would collapse and I would 
die right there in that hallway. I 
was praying to stay conscious and 
focusing on the blood pressure cuff 
and the oxygen saturation monitor to 
keep my mind active.”

She recovered from the physical 
injury but developed post-traumatic 
stress disorder, anxiety, insomnia, 
depression, and social phobia related 
to the incident.

“The nightmares started; I couldn’t 
sleep,” Moon-Updike said. “I figured 
this was normal and it would pass. 

As the days passed, I became more 
scared of people, of people being 
unpredictable, people in crowds being 
unpredictable, children being unpre-
dictable.”

The assault was not a random 
event, but a predictable scenario that 
could have been prevented with better 
planning, she said.

“I loved being a nurse,” she said at 
the hearing. “I have a huge problem 
still calling myself a nurse. I do not 
know what to call myself now. There 
is a deep loss when you used to make 
a difference in the lives of people, in 
your true calling and with passion.”

In other testimony, Manesh Rath, 
JD, a partner in the law firm of Keller 
and Heckman LLP, in Washington, 
DC, said the proposed law would 
bypass the traditional input from 
employers and other stakeholders.

“Workplace violence is a complex 
area of workplace safety that falls out-
side the scope of traditional rules and 
predictable human behavior,” he said.

Efforts to regulate the issue of 
workplace violence in healthcare 
should be thoughtful and proceed 
carefully, Rath said.

“The process should be inclusive 
of employers, employees, the security 
industry, the insurance industry, 
and the scientific and medical 
professions,” he said.

Rep. Alma Adams, D-NC, chair 
of the subcommittee on workforce 
protections, said healthcare violence 
is predictable and preventable. Given 
the typical seven-year period it takes 
OSHA to issue a standard, Congress 
must act to protect healthcare 
workers, she said.

“Instead of forcing healthcare 
and social service workers to 
wait years or decades for effective 
OSHA protections, this legislation 
would require OSHA to issue an 
interim final standard one year after 
enactment, and a final standard 
within 42 months of enactment,” 
Adams said.  n
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Cancer Center Fights Compassion Fatigue  
With Employee Wellness Program
Valets, housekeepers, food service workers affected

A lthough common in all aspects  
 of healthcare, compassion 

fatigue and burnout can particularly 
hit employees in oncology centers.

Such was the case at Huntsman 
Cancer Institute (HCI) in Salt 
Lake City. An initial inquiry into 
the problem revealed how many 
workers, including parking valets and 
housekeepers, were dealing daily with 
dying patients.

Hospital Employee Health asked 

Susan Childress, RN, MN, OCN, 
director of nursing services at HCI, 
about the Compassionate Workplace 
program.

HEH: How did this program 
evolve into these comprehensive 
efforts?

Childress: The program was 
initiated by one of my nurse 
managers who was going to school for 
her degree in nursing administration. 
One of the projects she did was to 

look at compassion fatigue on her 
medical oncology unit. She used the 
ProQOL [Professional Quality of 
Life] 5 survey, which is a validated 
survey that identifies burnout, 
compassion, satisfaction, and 
secondary trauma. (More information 
on ProQOL is available at:  
https://bit.ly/2W4toGd.)

She was getting a baseline on her 
staff and was surprised. Even though 
she had a well-functioning staff and 
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didn’t have high turnover, they were 
certainly below the norm as far as 
compassion satisfaction and burnout. 
They were affected by the number 
of deaths they were seeing and the 
number of sad stories they routinely 
heard. As we talked about it, I realized 
that this wasn’t just her unit.

HEH: You realized it was a 
phenomenon that was affecting all 
staff?

Childress: We are a cancer 
hospital; everybody is exposed to 
deaths and sad stories. My guess was 
it wasn’t just nursing, but everybody 
from the valets who parked cars and 
transported patients.

In fact, right about that time, my 
son was working as a valet. It made 
this personal to me because he is a 
kid, an artist, who has done frontline, 
minimum-wage jobs. After the first 
week, he said, “Mom, this is the most 
meaningful job I’ve ever had. Patients 
come out and tell us the good news 
they got, or the bad news.” He told 
me the story of transporting one of 
our bone marrow transplant (BMT) 
patients — a young 19-year-old — to 
a CT scan. The kid says to him, “The 
docs just told me I am going to die.” 
Some of the valets are right out of 
high school — how do they handle 
something like that? It definitely gave 
me pause as I listened to my son and 
started thinking about all the other 
frontline staff.

For example, housekeepers are 
sometimes the most trusted people 
in the organization for patients to 
talk to as they are cleaning the room 
and sharing. These days, many of our 
housekeepers are immigrants, and 
sometimes they share the language the 
patients have, more so than the nurses 
and providers.

HEH: What did you do next?
Childress: We asked everyone in 

the organization to do this ProQOL 
5 survey, and we really looked at 

whether there was compassion fatigue 
across the organization. Once we 
got the data, we found there was 
fatigue. Some of the most meaningful 
comments were from valets, 
housekeepers, bistro workers, and 
people who delivered the food trays. 
They connect with patients to try and 
help find something that they will be 
able to eat when they are struggling. 
They get to know these patients well, 
especially our BMT patients who are 
with us for weeks.

Often, when a patient dies, we 
will do a debriefing with the frontline 
staff, physicians, nurses, social 
workers, pharmacists. But we had 
never thought of including the aides 
who brought the food tray to them 
every day for five or six weeks. We are 
looking at a bigger picture than just 
nursing and providers.

HEH: What were some of your 
specific findings?

Childress: As we looked at the 
data, one thing that was amazing 
was that our most burned-out staff 
were our pharmacists. I went to our 
pharmacy director and said, “I’m 
really concerned. These are high-
performing, high-paid, difficult-
to-replace professionals in our 
organization, and I don’t think we are 
supporting them the way we need to.”

So just looking at the data gave 
us some opportunities to be a little 
more inclusive in our efforts. For 
our pharmacists, part of what we 
found out is that they had too 
much work to do. They were trying 
to meet unrealistic expectations, 
and during the two years after we 
started this initiative, we really 
looked at workloads for all areas. 
We have grown a lot and added a 
new building, and there were a lot 
of opportunities to address staffing 
issues. We added over 50 FTEs 
[full-time equivalents] in all different 
areas once we started this and got 

managers and directors to really look 
at what the needs were staffing-wise. 
The burnout is primarily workload 
— not having enough people to do 
the job, or unrealistic expectations. 
The compassion fatigue is related 
to those sad stories and deaths, but 
you kind of get into this whirlwind 
of compassion fatigue that then can 
create burnout.

HEH: You already had a wellness 
center set up for patients and families?

Childress: We were lucky to have 
some things already in place. We have 
one of the best wellness centers in the 
country for a cancer center. Many are 
offsite, but ours is right here at the 
hospital. They provide massage and 
acupuncture for patients and families. 
They also provide free exercise classes, 
art therapy, music therapy, and a lot 
of other things.

The manager of that department 
said, “What if we just opened 
everything up to staff?” Now, we have 
these services not only for patients 
and families, but for our own staff. 
That has been hugely successful. I 
go to the yoga class and have done 
the acupuncture a couple of times. I 
am just blown away by how much it 
helps when I have been lifting boxes 
or exercising too much.

HEH: Is your employee health 
department separate from that 
wellness center in terms of treating 
typical occupational injuries from 
handling patients and slips, trips, and 
falls?

Childress: Yes, we are part of the 
University of Utah Medical Center, 
and they have a work wellness center. 
If you are hurt on the job, you can 
go down there, or if it is off hours, to 
the emergency room. I’ve had a part-
time wellness coordinator for the past 
couple of years, and she has done a 
really good job of showing up at staff 
and department meetings and saying, 
“We are going to do five minutes of 
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exercise in the hallway.” Just trying 
to promote things like a two-minute 
meditation. We are requesting an 
FTE in the budget for next year.

HEH: You have found some 
positive results from 2015 to 2017 
in terms of reducing burnout and 
affirmation from employees that the 
organization helps them deal with 
these types of issues.

Childress: We are doing the next 
employee satisfaction survey in the 
fall. We do it about every year and 
a half. But the big thing I’ve seen 
recently is the decrease in turnover. 
When we started this, we were 
probably about 12% to 15% in RN 
turnover rate. We are down to 2% to 
3%, so that is certainly a significant 
decrease.

HEH: How do you handle the 
challenge of common work culture 
problems, conflicts, and issues that 
arise with patients or between staff?

Childress: I look at it as three 

different buckets. You’ve got patients 
and families being inappropriate with 
staff and all the complications around 
that. It could be a patient with a brain 
mass or a stroke — an organic reason. 
You still must deal with it, but you 
have to be sensitive to the fact that 
we are trying to help this patient. 
Everyone tries to understand that, 
but it doesn’t always make it easy. 
Then you have patients and families 
who are just not nice people. At what 
point do you say, “I’m sorry, we can’t 
treat you if are going to act like this”?

In any organization, you always 
say we put the patient first — that 
message is all over the place here. But 
sometimes, we don’t put the patient 
first when it is a safety risk to our 
employees. That is dealt with at a 
high level.

We have issued at least two letters 
this year to [patient] family members 
saying if they come on the premises, 
they will be arrested for trespassing. 

This is related to egregious, threat-
ening behavior. There have been a 
couple of times when we have talked 
to patients, saying “clearly you are 
not happy here, let’s help you find 
another provider organization.”

HEH: What about problems 
between co-workers?

Childress: Yes, the next bucket is 
peer-to-peer, and we have spent the 
past year really focusing on that. As 
much as you would think that would 
not still be around, it still is. Holding 
people accountable for their behavior 
is really important. We have that in 
place in our reporting system.

The third bucket is providers, and 
we have a system there: If a provider 
is inappropriate with a staff member, 
there is a reporting mechanism, and 
we have a process where it goes di-
rectly up the physicians’ board chain 
of command. It is taken seriously, and 
we have seen great results on some 
challenging situations.  n

Be Wary of Healthcare Workers Tampering, 
Switching Meds
Employee health can be key members of drug diversion programs

With drug diversion by 
healthcare workers increasing, 

employee health professionals should 
be wary of incidents of medication 
tampering and substitution, says 
Kimberly New, JD, BSN, RN, 
founder of Diversion Specialists.

“We are seeing a very substantial 
number of cases of people tampering 
with injectables,” she says. “We hear 
from facilities all the time that they 
have had a case either recently or in 
the past of someone who was caught 
replacing an opioid with saline or 
something like that.”

Beginning well before the 
ongoing national opioid epidemic, 

drug diversion by addicted 
healthcare workers has caused 
repeated outbreaks, exposing 
thousands of patients to bloodborne 
pathogens. These incidents have 
raised awareness, meaning the 
increase could in part reflect better 
case identification and surveillance. 
Still, some healthcare facilities do 
not seem to have diversion on their 
radar.

“I find it very concerning because 
many times, I think that facilities 
simply aren’t aware of the risk of 
bloodborne pathogen transmission 
in these types of cases,” New says. 
“So, they don’t take precautions that 

could help protect patients and at 
least limit the extent of an outbreak.”

As reported recently by the 
CDC,1 the latest outbreak involves 
an ED nurse in Washington state 
who admitted to stealing opioids and 
other drugs intended for patients. The 
nurse has been linked to hepatitis C 
virus (HCV) infections in at least 12 
patients who sought care in the ED, 
the CDC reports. The investigation 
is continuing, with some 90 
additional patients being contacted 
to recommend testing for bloodborne 
pathogens. The nurse apparently 
was originally infected by diverting 
drugs from a patient with HCV, 
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then infected other patients through 
contaminated syringes, needles, or 
vials, the CDC noted.

New was not involved in the 
investigation, but she commented 
generally about such cases.

“We see individuals who go into 
the PIXIS [machine] take out these 
syringes, inject themselves, fill them 
up with something else, and then 
put them back,” she says. “In that 
way, she could have transmitted 
bloodborne pathogens because there 
are tampered syringes filled with 
something other than the opioid now 
tinged with her blood.”

In other cases, healthcare workers 
draw up the contents of a vial, 
inject themselves with half of it, and 
then fill the syringe back up with 
something like injectable Benadryl, 
she explains.

“It makes the patient feel like they 
have gotten something by having 
a sedation effect,” New says. “They 
are diluting what the patients is 
given, but they are using the same 
needle. People who are doing this 
are desperate. They are not paying 

attention to what they have been 
taught as a healthcare provider in 
terms of safe injection practices.”

The recently reported outbreak 
certainly shows it is an ongoing 
problem.

“Healthcare facilities really need 
to take any kind of drug diversion 
seriously, and always — in every 
single case — consider the risk 
that there has been tampering and 
substitution,” she says. “It potentially 
can expose healthcare facilities 
to a fair amount of liability. It is 
something that every single facility 
needs to consider at the beginning, 
when they realize that they have had 
injectable diversion.”

This problem historically has been 
driven underground by hospitals 
concerned about liability following 
patient notifications. However, 
that is changing as hospitals realize 
admitting errors can minimize 
liability, she says.

“[Drug diversion] should be 
approached in a similar fashion,” 
New says. “Instead of being overly 
concerned about liability, really 

look at the risks to patient harm at 
the front end and err on the side of 
caution.”

The hospital in Washington 
apparently had some drug diversion 
oversight and saw that the nurse was 
taking out more medications that her 
colleagues.

“In general, a lot of facilities still 
do not have a formal drug diversion 
program where they have someone 
who is ensuring there is ongoing 
effective auditing and making sure 
that anomalies in drug cabinet 
transactions are followed up,” New 
says. “That type of auditing and 
work is very labor-intensive. In most 
facilities, it really does warrant having 
a full-time person in charge of that. 
I think the cases like this are making 
that more common.”  n
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As Measles Outbreaks Expand, Ensure Immunity 
of HCWs
Record outbreak nears 1,000 cases

Having dealt with measles 
outbreaks in 2014 and 2015, 

Shruti Gohil, MD, director of 
infection control in the University 
of California, Irvine Medical Center, 
was ready when her first measles case 
of 2019 was recently admitted.

Healthcare workers at Gohil’s 
hospital must provide evidence 
of measles vaccination or show 
immunity through blood titers.

“We require either you show 
evidence of prior immunization — 

you received two doses of MMR,” 
she says. “If you do not have hard 
documentation of that, we require 
titers that show if you are immune.”

Another immediate priority 
was reinforcing the signs and 
symptoms of measles to ensure case 
identification.

“There are a whole host of doctors 
who are on the front lines who have 
never actually seen a real measles 
case,” she says. “We need to make 
sure we understand the signs and 

symptoms of measles and how to 
recognize the syndrome.”

Suspect cases should be put in 
isolation in a negative pressure room 
and tested for measles. Remind 
healthcare workers that measles is 
a true airborne pathogen, reinforce 
policies with signage, and set up a 
triage plan, she recommends.

“Triage patients at the earliest 
opportunity to minimize exposures in 
the hospital,” she says.

All of these measures are key to 
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prevent an undiagnosed case from 
sitting in the ED, exposing staff 
and patients and triggering a labor-
intensive follow-up.

“If you do have an exposure in 
your hospital, you must assess your 
common area air space and decide 
how big the group is that could have 
been exposed,” Gohil says. “Then, 
identify whether everybody has blood 
titers [showing immunity] or has 
been vaccinated.”

Exposed workers who have no 
immunity should be vaccinated 
or administered immune globulin 
intramuscular post-exposure 
prophylaxis (PEP), depending on 
their risk factors. Generally, measles 
PEP must be administered in less 
than 72 hours and is usually reserved 
for infants, pregnant women, or the 
immune-compromised.

As of May 24, 2019, 940 cases 
of measles have been confirmed in 
26 states, the CDC reports. That 
represents the greatest number of 
cases reported in the U.S. in 25 years. 
There also have been 535 confirmed 
cases of measles in Brooklyn and 
Queens since September 2018. Most 
of these cases have involved members 
of the Orthodox Jewish community.

“We have been working with all 
types of healthcare facilities in New 
York when there have been patients 
suspected of having measles,” says 
Karen Alroy, DVM, MPH, an officer 
in the CDC’s Epidemic Intelligence 
Service (EIS). “Measles virus is 
particularly challenging because a 
person can shed the virus four days 
before the rash develops.”

The CDC estimates about 4% 
of measles cases in outbreaks are 
acquired in healthcare facilities, Alroy 
says.

Two doses of the MMR vaccine 
are about 97% effective at preventing 
measles. One dose is about 93% 
effective. But measles is resurging, 

as parents decline to vaccinate 
their children. Some cite religious 
objections, unfounded fear that 
vaccines are linked to autism, or 
the perception that vaccination is 
unnecessary because measles is so 
rarely seen in the U.S.

Public health officials are cracking 
down, knowing that 400 to 500 
children died annually of measles in 
the prevaccine era.

On April 9, the Health 
Commissioner of New York ordered 
every adult and child who works 
or resides in four ZIP codes in the 
outbreak area to be vaccinated if they 
had not already done so, previously 
contracted measles, or have a medical 
exemption.

“If the Health Department 
identifies a person with measles or 
an unvaccinated child exposed to 
measles in one of the above ZIP 
codes, that individual or their parent 
or guardian could be fined $1,000,” 
the department warned.

“The longer these outbreaks 
continue, the greater the chance 
that measles will again get a 
foothold in the United States,” 
Nancy Messonnier, MD, director 
of the CDC’s National Center for 
Immunization and Respiratory 
Diseases, said at a recent press 
conference.

It has been generally estimated 
that dipping below a 95% vaccination 
level in a population could undermine 
herd immunity and lead to ongoing 
transmission and sporadic cases.

“That is an important thing to 
be talking about,” Gohil says. “If we 

lose enough of the people who are 
[typically] vaccinated, we could roll 
this backward.”

The ongoing outbreak in New 
York City has resulted in a high 
volume of incoming suspect cases in 
both hospital EDs and outpatient 
settings. Hospitals generally have 
negative pressure rooms to isolate 
suspect or confirmed cases, but clinics 
and outpatient settings have had to 
get creative to prevent transmission 
from incoming cases.

“The virus can stay in the air for 
up to two hours,” says Alroy, the EIS 
officer fighting the outbreak in New 
York. “Often, a hospital will generate 
a list of who was exposed.”

In addition to designating an 
outside assessment area, facilities 
that have access to a separate nearby 
building may set up exam rooms 
there.

“In New York City, all healthcare 
providers are required to have 
immunization against measles virus,” 
she says. “If other staff members 
are in those buildings, they should 
already be protected.”

Other strategies include having 
suspect measles cases use specific 
entrances and exits designed to 
minimize exposure.

The 2019 outbreak has been fueled 
in large part by travelers to areas with 
international outbreaks returning 
to a U.S. community that has low 
MMR vaccination rates. The top 
three countries where importations 
are coming from are the Ukraine, 
Israel, and the Philippines, the CDC 
reports.  n
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1. According to Marion Kainer, 

MD, MPH, director of the 

Healthcare Associated 

Infections Antimicrobial 

Resistance Program at the 

Tennessee Department of 

Health, which pathogen was 

recently transmitted from 

a patient to six healthcare 

workers?

a . HIV

b . Hepatitis B virus

c . Hepatitis A virus

d . Hepatitis C virus

2. Which term did the CDC 

HICPAC committee decide 

to use in draft guidelines to 

describe sharp devices with 

safety features?

a . Device with Sharps Injury 

Protection (D-SIP)

b . Sharp Object Injury Prevention 

(SOIP)

c . Needle Safe Syringes (NSS)

d . Sharps with Engineered Sharps 

Injury Protection (SESIP)

3. The Workplace Violence 

Prevention for Health Care 

and Social Service Workers Act 

would require which federal 

agency to issue a regulation 

requiring employers to protect 

healthcare workers from 

workplace violence?

a . CMS

b . OSHA

c . CDC

d . HHS

4. Susan Childress, RN, MN, OCN, 

director of nursing services at 

Huntsman Cancer Institute, said 

a Compassionate Workplace 

program found which group 

had the highest level of 

burnout?

a . Pharmacists

b . Physicians

c . Nurses

d . Housekeepers


