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THE OUTBREAK 
REPRESENTS THE 
FIRST COVID-19 
DEATHS IN THE 
UNITED STATES, 
AND THE FIRST 

INFECTED 
HEALTHCARE 

WORKER.

COVID-19 Outbreak in Nursing 
Home Includes HCW Infection, 
Resident Deaths
Washington state expecting more community spread

By Gary Evans, Medical Writer

An outbreak of novel coronavirus 
COVID-19 at a long-term  
 care facility near Seattle has 

killed at least five elderly residents 
and infected two 
healthcare workers. 
The situation was 
changing rapidly as 
this report was filed, 
but other residents 
and workers at 
the facility were 
under investigation 
for COVID-19 
infection. More 
cases were expected 
as the Seattle area 
is experiencing the 
largest community 
outbreak in the United States.

“There are approximately 
108 residents at the facility and 
approximately 180 staff,” Jeff Duchin, 
MD, public health officer for Seattle 

and King County said at a recent press 
conference. “Among the residents, we 
have reports that approximately 27 
have symptoms, and among the staff 

approximately 25. We 
are working with CDC 
regarding isolation, 
and all of these people 
will be tested. We 
will take every step to 
minimize exposure to 
others.”

The healthcare 
worker employed at 
the Kirkland nursing 
home is a woman 
in her 40s who 
was hospitalized in 

satisfactory condition. She 
had no known travel history outside 
of the United States, as health officials 
now think COVID-19 may have been 
circulating in the Seattle community for 
weeks. The other healthcare worker at 
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Kirkland also was in her 40s and is 
undergoing care at home.

As of March 4, there 27 cases of 
the coronavirus and nine deaths in 
the Seattle area. It is expected that 
more cases will be identified in the 
area as testing becomes more avail-
able and capacity expands. Efforts 
were underway to expand ICU 
capacity at area hospitals and convert 
a hotel to house those who test posi-
tive. Broader social mitigation tactics 
like school closures had not been 
resolved as this report was filed.

At least six COVID-19 patients 
died at EvergreenHealth in Seattle 
after they were admitted with life-
threatening respiratory conditions 
like severe pneumonia. The hospital 
had 29 patients under investigation 
as of March 2, said Ettore Palazzo, 
MD, chief medical and quality officer 
at EvergreenHealth. The hospital 
has added more rooms with negative 
pressure air flow, and healthcare 
personnel are wearing the full regalia 
of personal protective equipment 
(PPE).

The cases were found partly be-
cause of an expanded protocol to test 
seriously ill people with unexplained 
pneumonia, regardless of travel 
history. If outbreaks hit other com-
munities, this is likely to become the 
norm, as travel history can no longer 
be linked to local person-to-person 
spread.

Community Spread 

Emerging

The outbreak represents the 
first COVID-19 deaths in the 
United States, and the first infected 
healthcare worker. The reports 
from Washington follow others of 
community spread in Oregon and 
California. Initially, there was a glitch 
in the CDC test kits, but that has 

been corrected, and thousands are 
being distributed nationwide. This 
likely will reveal many undetected 
cases as the bottom of the iceberg 
becomes more defined, and the most 
seriously ill are no longer the bulk of 
identified infections.

With cases of community 
spread of novel coronavirus in 
several states as this report was 
filed, employee health professionals 
must prepare for the next phase of 
what increasingly appears to be a 
pandemic of COVID-19. However, 
more than 80% of infections are 
mild or moderate, while the elderly 
with underlying conditions remain at 
greatest risk.

The cases in Washington bring the 
total U.S. diagnoses to at least 120 
in 12 states, with nine deaths. As of 
March 1, 2020, the World Health 
Organization reported COVID-19 
cases in 53 countries, with 91% 
of the more than 87,000 cases in 
China.2 There were 3,736 cases in 
South Korea, 1,835 in Italy, and 239 
in Japan. Given this global pressure, 
the CDC is essentially saying that 
community spread in the United 
States is inevitable.

“We expect we will see commu-
nity spread in this country,” Nancy 
Messonnier, MD, director of the 
CDC National Center for Immuni-
zation and Respiratory Diseases, said 
at a recent press conference. “We will 
maintain as long as practical a dual 
approach where we continue mea-
sures to contain this disease, but also 
employ strategies that minimize the 
impact on communities.”

Under this scenario, the method 
of case identification and contact 
tracing could shift to broad mitiga-
tion techniques like social distancing 
and school closings. One driving fac-
tor in the CDC assessment is com-
munity spread in countries beyond 
China.
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“The spread in other countries has 
certainly raised our level of concern 
and the expectation that we will have 
community spread here,” she said.

It is clear that community spread 
will complicate efforts to identify 
cases, and heighten the risk of occu-
pational exposures to an unsuspected 
patient.

“It is going to be much more 
difficult to separate [COVID-19] 
from everything else that causes 
fever and respiratory symptoms,” 
said Allison McGeer, MD, director 
of infection control at Mount Sinai 
Hospital in Toronto. “That could 
present a very significant challenge 
to protecting healthcare workers. 
Say a case comes to a hospital for a 
reason that is completely unrelated to 
novel coronavirus but happens to be 
incubating it and develops illness in 
the hospital. Your go-to diagnosis in 
a post-op patient who develops fever 
is not novel coronavirus.”

Asymptomatic Patients

Moreover, there are reports from 
China of asymptomatic patients 
diagnosed with COVID-19 infecting 
healthcare workers and people in the 
community.

“[A] patient undergoing surgery 
in a hospital in Wuhan infected 
14 healthcare workers even before 
fever onset,” researchers in China 
reported.3

The authors also cited the case of 
a patient who traveled from Shanghai 
to attend a meeting in Germany. 
The patient was asymptomatic until 
the flight back to China. Two of the 
patient’s close contacts were infected, 
and two additional people at the 
meeting acquired the coronavirus 
without close contact. The authors 
also cited an asymptomatic 10-year-
old boy who was found to have 

unusual lung images and markers of 
the disease in blood.

“These findings warrant aggressive 
measures (such as N95 masks, 
goggles, and protective gowns) 
to ensure the safety of healthcare 
workers during this COVID-19 
outbreak,” the authors reported.

Eye protection has traditionally 
been a weak link in PPE, with 
exposures to the unprotected eyes 
frequently cited in surveillance 

systems. Chinese researchers reported 
a medical expert who visited the 
epicenter at Wuhan later developed 
conjunctivitis of the lower left eyelid 
and the onset of fever.

“The individual tested positive for 
COVID-19, suggesting its tropism 
to nonrespiratory mucosal surfaces, 
thus limiting the effectiveness of face 
masks,” the authors reported.

This latter case underscores why 
healthcare workers must wear eye 
protection in the form of goggles or 
face shields for suspected cases of this 
coronavirus.

“In 2018, 66.9% of all mucocu-
taneous exposures reported by the 
International Safety Center were 
extremely high risk — occurring to 
the eyes, nose, and/or mouth,” says 

Amber Mitchell, DrPH, MPH, 
CPH, director of the center and its 
longstanding Exposure Prevention 
Information Network (EPINet).

Of those exposed, only 15.5% 
were wearing eye protection, face 
shields, or surgical masks, she adds.

“The eye protection is easy to 
forget about, but if people cough 
into your unprotected eyes, you have 
tear ducts that lead to the back of 
your throat,” says Michael Bell, MD, 
deputy director of the CDC Division 
of Healthcare Quality Promotion. 
“It’s something that is easily forgot-
ten, and we keep reminding people it 
is certainly a vulnerability.”

Bell clarifies that safety glasses do 
not provide the sufficient eye protec-
tion for the emerging coronavirus. 
The CDC recommends goggles and/
or face shields. “Unfortunately, safety 
glasses do not provide the wrap-
around extension that we would 
prefer,” Bell says. “You can imagine 
if they were to slide down your 
nose, your eyes would be somewhat 
exposed, so that would not be an 
option.”

Supply Woes

As the situation continued to 
escalate, clinicians were focusing 
on identifying patients who have 
traveled to China, Japan, Iran, South 
Korea, and Italy, or who had contact 
with a known suspected case. This 
applies to healthcare workers, as 
listed on the screening form used at 
Tampa (FL) General Hospital. (See 
questions from form, page 40.)

“If it spreads in the community, 
we have a pandemic flu plan where 
we would set up triage outside the 
hospital if we had to,” says JoAnn 
Shea, ARNP, MS, COHN-S, 
director of employee health and 
wellness at Tampa General Hospital.

“THE SPREAD 
IN OTHER 

COUNTRIES HAS 
CERTAINLY RAISED 

OUR LEVEL OF 
CONCERN AND 

THE EXPECTATION 
THAT WE 

WILL HAVE 
COMMUNITY 

SPREAD HERE.”
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Under pandemic planning, sick 
workers, or “team members” as they 
are called at the hospital, also would 
be triaged outside the hospital.

“At this time, we are screening 
any team members who have gone 
to any of those countries,” Shea says. 
“If they have gone to any part of 

China, we pay them to stay home 
for 14 days. They can’t work. If 
they were around somebody who 
returned from those countries and 
they became symptomatic within 14 
days, we would probably quarantine 
them for 14 days also. We have had 
to self-quarantine about three people 

so far.” To the degree possible, these 
situations are handled over the phone 
to avoid sick workers coming into the 
hospital.

A common theme in pandemic 
planning is ensuring a supply of 
PPE, which means talking frequently 
to distributers and clamping down 
on hoarding and indiscriminate use 
within facilities.

“When the virus first started 
surfacing, everybody wanted an 
N95 [respirator], and as you and I 
know, you probably saw boxes, cases, 
or pallets of N95s going out the 
back door,” says Skip Skivington, 
MBA, vice president of healthcare 
continuity and support services at 
Kaiser Permanente. “We have heard 
incredible stories of people willing to 
pay $100 of their own money for a 
box of surgical masks. We are seeing 
the burn rate on our surgical masks 
going up much higher. We have put 
in pretty aggressive techniques to try 
to control the flow.”

Similarly, Shea and colleagues 
decided to secure supplies to ensure 
they were not being used indis-
criminately or taken home. Some 
are placed in each needed area, but 
unit managers have the full inventory 
under lock and key.

In another conservation measure, 
workers who use N95 respirators for 
tuberculosis patients were given plas-
tic bags to cover and reuse them with 
the same patient for up to 12 hours. 
This cannot be done for COVID-19 
because it can spread from contact 
and surfaces as well as droplets. 
“Before, everybody was putting on 
the N95 [for TB patients], and then 
throwing them away,” Shea says.

Fit-testing for N95s has been 
expanded to groups not normally tar-
geted for such respiratory protection, 
like physical rehabilitation workers 
and clinicians caring for pregnant 
women and newborns.

TAMPA GENERAL HOSPITAL COVID-19 

SCREENING QUESTIONNAIRE

Tampa General Hospital developed a screening tool to use for patients 

and healthcare workers suspected of COVID-19 infection . Patients can be 

screened via phone or in person . The form includes these questions:

• Have you returned from a visit to China, Japan, Iran, South Korea, or Italy?

• Have you been in contact with a person who has returned from one or 

more of the above countries in the past 14 days who also exhibits respiratory 

symptoms (fever, cough, difficulty breathing)?

If you answered no to all the above questions, you do not need to continue . 

If you answered yes to any of the above questions,  please complete all 

sections below:

Do you currently feel ill or have any respiratory symptoms or fever? If yes, 

please answer below .

Have you had any of the following during the past 14 days:

• Fever of 100°F or greater . If yes, when did the fever start?

• Do you have a cough? If yes, when did the cough start?

• Do you have difficulty breathing? If yes, when did this start?

• Do you have any other symptoms? If yes, describe .

• Describe countries and cities you or contact person visited with dates .

• Describe contact you had with person with COVID-19 .

• Date you or contact person returned to U .S .

Team Member Health Section

• Temperature

• Blood pressure

• Pulse

• Respiration

• Team member/healthcare worker symptomatic . Referred to team member 

director/manager . Not cleared to work .

• Team member placed on administrative leave and advised to self-

quarantine . Must return to TM Health clinic for clearance .

• Team member cleared to work per team member director .

• Called Florida Department of Health to determine if COVID-19 testing 

should be performed .  n

SOURCE
• JoAnn Shea, ARNP, MS, COHN-S, Director, Employee Health and 

Wellness, Tampa General Hospital
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“Just in cases we get a pregnant 
mom or infant with coronavirus, we 
did just-in-time training for [health-
care personnel],” she says. “Also, 
not all of our security guards were 
fit-tested. They had a few designated 
that could go into a patient’s room, 
but now because of this, we have fit-
tested all of the security guards.”

Respirator fit-testing was per-
formed in all 17 ambulatory care 
clinics, where patients with respirato-
ry symptoms are screened via phone 
if possible.

“We had to increase our fit-
testing quite a bit,” Shea says. “The 
recommendation [for a suspect 
coronavirus case] by the CDC is an 
N95. We are hoping they will change 
that to a surgical mask, but that has 
not happened yet. When the CDC 
changes, we change.”

In assessing mask and respira-
tor use in the hospital, Shea and 
colleagues found a lot of staff were 
wearing N95 respirators in areas and 
situations where the gear is unneces-
sary. The respirators are primarily 
indicated for suspected TB cases, 
who are placed in airborne isolation 
rooms.

“At any one time, we have two or 
three airborne precautions patients 
with potential TB,” she says. “Most 
of them are rule-out patients. Last 
year, we had six TB patients out of 
232 with potential TB. Most were 
not TB, but you have to wear the 
N95s.”

However, efforts to limit the 
number of workers entering the room 
can preserve respirators; for example, 
when physicians take a large group 
of medical students into an airborne 
isolation room.

“We are asking the medical staff 
to only have people go into the room 
who have to care for the patient,” 
Shea explains.

Florida has reported one case in a 

returning traveler. The Tampa Gen-
eral staff have not had problems with 
the tightening controls on respiratory 
gear or the ongoing education and 
preparation, Shea says.

“I think everyone is on board, but 
if we start seeing cases and there’s no 
vaccine, then we are going to have 
challenges. People will get con-
cerned,” Shea notes. “If this con-
tinues, we are concerned about our 
ongoing supply of N95s, although 
we did order powered air-purifying 
respirators.”

The CDC is in discussions with its 
federal partners, including the FDA, 
to ensure respiratory equipment will 
be available for healthcare employees.

“Healthcare workers put 
themselves on the frontline caring for 
patients, and it certainly is a priority 
to make sure they are protected,” 
Messonnier said.

As fate would have it, China 
manufactures many medical masks 
and other equipment. “As their 
ability to produce is tempered by the 
outbreak, we are concerned that our 
supply chain may be impacted,” Bell 
says.

Remember the Flu

With seasonal influenza now 
accounting for 250,000 hospitaliza-
tions and 12,000 deaths, respiratory 
measures already are in place at many 
hospitals. This includes signs remind-
ing patients to cover coughs and 
sneezes, practice hand hygiene while 
waiting to check in, and answer ques-
tions about travel history.

“We believe in respiratory hygiene 
and etiquette,” says David Weber, 
MD, hospital epidemiologist and 
associate chief medical officer at 
the University of North Carolina 
Health Care in Chapel Hill. “If they 
are coughing or sneezing, they are 

given a mask, and [told to] stay six 
feet away from other people — the 
droplet spread distance. They are 
given tissues and asked to sneeze 
into them and throw them away. 
As soon as we are able, we move 
them to a private room. We not are 
just worried about COVID-19, but 
also transmission of flu and other 
respiratory diseases.”

Patients are screened at every 
hospital entrance, including those 
just coming in for an X-ray or a 
blood draw. One case of COVID-19 
was reported in North Carolina on 
March 3.

“If we had a case admitted, 
we would put a monitor outside 
the room 24/7 to make sure that 
healthcare providers and everyone 
going in the room are logging in and 
out,” Weber says. “We also make 
sure someone doesn’t inadvertently 
go into the room without the proper 
personal equipment, and that they 
don and doff it correctly.”

While there are a lot unknowns 
about this emerging coronavirus, Bell 
notes the key baseline intervention is 
placing a mask on patients presenting 
with respiratory symptoms.

“Thing No. 1 is source control,” 
he says. “Preventing someone from 
coughing or sneezing openly is an 
incredibly effective thing. You will see 
that in all of our guidance, the first 
thing we promote is getting a simple 
surgical mask on a patient who is ill. 
This can have a much bigger impact, 
from a physics perspective, than 
trying to put protective equipment 
on people around them.”

Failure to recognize and mask a 
suspected case can lead to a hospital 
outbreak, as happened with the two 
other major coronaviruses: severe 
acute respiratory syndrome and 
Middle East respiratory syndrome.

“We have seen in both of 
those instances if there is a lot 
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of interaction between patients, 
visitors, and family members — 
and if healthcare delivery isn’t done 
in accordance with appropriate 
hygiene practices — the hospital can 
become a location of tremendous 
amplification,” Bell says.

While the CDC recommends 
full PPE, particularly for procedures 
that may generate aerosols, this 
coronavirus is not thought to spread 
like a true airborne pathogen.

“Is airborne transmission of this 
virus happening often?” Bell says. 
“We don’t have any evidence to 
suggest that it is. This is not behaving 
like measles.”

As is often the case, the CDC 
is taking a conservative approach 
with a novel pathogen, but may 
revise recommendations at some 
point. “We feel like we are being 
more conservative than absolutely 
required, and that gives us the 

ability with ongoing assessments and 
new information to start planning 
ahead for how we might change our 
approach,” Bell explains. “We don’t 
expect to use airborne isolation and 
[N95] respiratory protection forever 
for viruses of this sort.”

Walk-in patients typically seen at 
clinics and emergency departments 
should be encouraged to call ahead if 
they may have been exposed during 
travel.

“If you receive such a call, we are 
telling healthcare systems that those 
individuals should be asked to put a 
mask on before they arrive,” Bell says. 
“Any assessment should be done in 
a place where they are not exposing 
other healthcare staff or patients.

Protective equipment is only one 
factor in safe and appropriate care. 
“Use nurse triage lines, call lines, 
advice lines for people who don’t 
require hospital care,” he urges. 

“Include the option of symptomatic 
people waiting in their vehicles to 
be assessed. We do it when we are 
waiting for a table at [a restaurant]. 
We should be able to do it in the 
emergency department — simply use 
their cellphones to bring them in one 
at a time.”  n
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Preserving Respirators and Extending Use
Recommendations for PPE in potential pandemic

CDC guidelines for extend-
ing respirator supplies for the 

emerging novel coronavirus include 
excluding or limiting patient visitors 
and considering cohorting patients or 
staff.

“Another strategy is to limit face-
to-face encounters with the patient. 
For example, healthcare personnel 
may consider bundling care activities 
to minimize room entry,” said Marie 
De Perio, MD, and epidemiologist at 
the CDC’s National Institute of Oc-
cupational Safety and Health.

Speaking at a CDC webinar on ex-
tending supplies of respiratory equip-
ment, De Perio said use a standard 
face mask — not an N95 respirator 
— as source control on a suspected 
COVID-19 patient. Regarding 

cohorting, when single patient rooms 
are not available, patients with con-
firmed COVID-19 may be placed in 
the same room, she said.

“Cohorting healthcare personnel 
means assigning designated teams 
to provide care for all patients with 
confirmed or suspected novel coro-
navirus,” she said. “This is another 
strategy that may limit the number 
of healthcare personnel exposed and 
who need to use N95s, and it also 
limits the number of personnel who 
need to be fit-tested.”

In general, CDC guidelines rec-
ommend that healthcare facilities:

• Use preferential engineering 
and administrative controls to limit 
the number of employees who need 
respiratory protection;

• Use alternatives to N95 respira-
tors when possible;

• Take measures allowing for 
extended use or limited reuse of N95 
respirators;

• Prioritize N95 respirators for 
employees at the highest risk of 
acquiring infection or experiencing 
complications of infection.1

“In times of increased demand and 
decreased supply, consideration can 
be made to use N95 respirators past 
their intended shelf life,” the CDC 
noted.

The equipment may degrade under 
such conditions. An inspection and 
seal check should be performed by the 
user before donning the equipment. 
The CDC also allows extended use of 
N95 respirators on cohorted patients.

https://doi.org/10.1016/S2213-2600(20)30066-7
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“Extended use refers to the 
practice of wearing the same N95 
respirator for repeated close contact 
encounters with several different pa-
tients, without removing the respira-
tor between patient encounters,” the 

CDC stated. “Extended use may be 
implemented when multiple patients 
are infected with the same respira-
tory pathogen and patients are placed 
together in dedicated waiting rooms 
or hospital wards.”  n
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More Than 3,000 HCWs Infected  
With COVID-19 in China
Can U.S. workers be protected?

More than 3,000 healthcare 
workers in China have suspect-

ed or confirmed novel coronavirus 
infections, raising the stakes consid-
erably as employee health profession-
als brace for community spread to 
begin in the United States.

Chinese researchers compared the 
COVID-19 situation to two previous 
coronavirus outbreaks: severe acute 
respiratory syndrome (SARS) and 
Middle East respiratory syndrome 
(MERS).

“Most secondary transmission 
of SARS and MERS occurred in 
the hospital setting,” they reported. 
“Transmission of COVID-19 is 
occurring in this context as well 
— 3,019 cases have been observed 
among health workers as of Feb. 
11, 2020 (of whom there have been 
1,716 confirmed cases and five 
deaths).”1

The authors of another pub-
lished report from China described a 
COVID-19 outbreak in a hospital in 
Wuhan, which resulted in 40 infec-
tions in clinical staff caring for pa-
tients.2 In addition, about one-fourth 
of the healthcare workers contracted 
the coronavirus from a single patient. 
That transmission is reminiscent of 
the “super spreader” phenomenon 
seen with SARS and MERS.

“One patient in the current study 
presented with abdominal symptoms 

and was admitted to the surgical 
department,” reported researchers 
from Zhongnan Hospital of Wuhan 
University. “More than 10 healthcare 
workers in this department were 
presumed to have been infected by 
this patient.”

It is unclear whether the two 
papers are describing the same 
patient, but the authors of the 
aforementioned paper giving the total 
case count reported that a surgical 
patient in Wuhan infected “14 
healthcare workers even before fever 
onset.”1 Other than the deaths, the 
clinical outcomes for the healthcare 
workers were not reported.

The infections raise “staggering” 
implications, including the 
availability and sustainability of 
personal protective equipment (PPE), 
training in proper use, and the 
“impact on the morale and family 
concerns for healthcare workers,” 
noted Daniel Lucey, MD, MPH, 
FIDSA, FACP, of the Infectious 
Diseases Society of America.3

A Complicating Variable

Potential factors cited include 
that some infections occurred 
earlier in the outbreak when the 
index of suspicion was lower, some 
were spread by asymptomatic cases, 

and others due to shortages and/
or improper use of PPE. However, 
one overriding variable complicates 
analysis and undermines clear 
conclusions: The vast majority of 
worker infections occurred in Wuhan  
amid a large and expanding outbreak 
in the community.

“You have to separate out the 
possibility of acquisition in the 
community before you assume that 
every healthcare provider is getting it 
from their work place,” says David 
Weber, MD, hospital epidemiologist 
and associate chief medical officer at 
University of North Carolina Health 
Care in Chapel Hill. “There are more 
than 50,000 cases just in Wuhan and 
Hubei province.”

This points to a major challenge 
of COVID-19 that differs from 
influenza season, when healthcare 
workers are one of the first groups to 
be immunized. With no COVID-19 
vaccine, healthcare workers face risks 
in the community, which certainly 
increase as they treat infected patients 
in the hospital.

“Another vulnerability — as we 
saw with the case of Ebola with the 
healthcare providers [infected] in 
Dallas [in 2014] — is the failure to 
appropriately identity and isolate 
cases in the healthcare facility as soon 
as they come in,” Weber says.

That is a major emphasis in U.S. 
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hospitals, as many facilities are asking 
about travel history and have masks 
at the ready for suspected patients. 
At this stage of the outbreak, PPE is 
providing a thin line of protection 
that can be compromised by 
incorrect use. The Ebola outbreak 
revealed healthcare workers may 
contaminate themselves, particularly 
when removing PPE.

“Another possibility is that they 
were improperly wearing the PPE; 
for example, wearing it just over 
their mouth but not over their nose,” 
Weber says. “Were they properly 
fit-tested, as they are in the United 
States, for the respirators?”

There also are issues of 
diminishing PPE supplies, which 
may press workers to reuse disposable 
gear or treat patients without full 
protection. “We know there have 
been shortages in China, so did the 
[infected personnel] have an adequate 
number of gowns, gloves, masks, and 

face shields?” Weber says. “Or did 
they run out and were reusing masks? 
We know they are not really designed 
to be reused.”

It is possible that some of the 
healthcare workers could have done 
all these things correctly and still 
been infected, Weber concedes. 
“Maybe they did everything right and 
they didn’t get in the community,” 
he says. “They identified all of the 
patients, they had PPE, and they 
donned and doffed it perfectly, but 
what they were doing just failed. I 
don’t know that I can exclude that, 
but to me those other possibilities are 
probably more likely.”

The threat to healthcare workers 
will be revealed in clearer terms if 
occupational infections occur in 
other nations in the absence of large 
community outbreaks, he adds.

“I think we will have a much 
better sense of what the risks are to 
healthcare providers once we begin 

following all of these cases that have 
occurred outside of China,” Weber 
says.”  n
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Don’t Call It Burnout: Clinicians Are Suffering 
‘Moral Injury’
Breaking the oath to protect the patient

“Burnout” is a term that tends 
to blame the victim — in 

this case, healthcare workers — 
overwhelmed by a system that often 
puts them at odds with their duty 
to protect patients. A more accurate 
term for this condition is “moral 
injury,” says Wendy Dean, MD, a 
psychiatrist and senior vice president 
at the Henry M. Jackson Foundation 
for the Advancement of Military 
Medicine in Bethesda, MD.

As lead author of a recently pub-
lished paper, Dean says “burnout,” as 
well as the typical solutions to treat 
it, were drawn from other fields and 
incorrectly applied to medicine.

“[T]he crisis in healthcare has 
proven resistant to solutions that 
have worked elsewhere, and many 
clinicians have resisted being 
characterized as burned out,” Dean 
and co-authors reported.1

Instead, they find the concept of 
“moral injury” more fitting — a term 
first used to describe service members 
who returned from the Vietnam War.

“This was a different category of 
psychological injury that required 
different treatment,” the authors 
noted. “Moral injury occurs when 
we perpetrate, bear witness to, or fail 
to prevent an act that transgresses 
our deeply held moral beliefs. In the 

healthcare context, that deeply held 
moral belief is the oath each of us 
took when embarking on our paths 
as healthcare providers: Put the needs 
of patients first.”

Hospital Employee Health asked 
Dean to comment further on this 
condition in the following interview, 
which has been edited for length and 
clarity.

HEH: This concept of moral 
injury is a fascinating new lens 
through which to view this problem. 
Can you comment further on how 
this is different from burnout?

Dean: From my perspective, 
burnout implies that the individual is 
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in some way lacking. That they aren’t 
resilient enough, that they don’t do 
enough with self-care. That they don’t 
manage their time well. Moral injury 
is being put in an untenable situation 
— a broken system.

HEH: Given this broken system, 
you note the limitations of common 
resilience methods, like mindfulness 
and yoga, to address this problem.

Dean: I think all these activities 
have benefit, depending on the 
individual. Different things work 
well for different people. But none 
of those strategies do anything about 
the situations that drive moral injury. 
What they do is allow the individual 
to be better prepared to stand up and 
change those things that are driving 
moral injury. For lack of a better 
analogy, it is a high-performance 
tool. You are tuning the engine, but 
it is not the case that drives the car.

HEH: In the context of moral 
injury, do you see healthcare as to 
some degree dehumanizing clinicians, 
perhaps accumulating in long-term 
harms that contribute to toxic work 
cultures and even suicide rates?

Dean: Absolutely. Since the 
publication of our [first] article on 
this in July 2018,2 we have heard 
from clinicians and family members 
who have said, “I had a very near 
miss, and this was the driver.” Or, 
even worse, “this is what happened 
to my family member.” I was just 
talking to a clinician at a big medical 
center who was effectively saying, 
“We are being asked to do more and 
more with less and less.” Nobody is 
valuing the clinicians who are doing 
this hard work. [We] can’t ask any 
more of clinicians. We have to do 
something different. We have to look 
at how reimbursement or regulations 
should change. Or, expectations in 
some way or another should change, 
rather than just expecting that the 
clinicians have an infinitely elastic 

reserve — that they can go on and 
absorb anything that we ask them to 
do. There is a finite level of reserve 
that clinicians have.

HEH: I realize you are addressing 
physicians in your paper, but do you 
see aspects of moral injury that may 
also affect nurses?

Dean: Yes. We wrote [the 2018 
paper] from a physician perspective. 
But immediately after it was 
published it became crystal clear to 
us that everyone across the healthcare 
spectrum — from first responders, 
nurses, physical therapists, respiratory 
therapists, physician assistants — 
everybody said absolutely “This is my 
language, too.”

HEH: You have compared moral 
injury to combat. Is it caused by not 
only what clinicians are being asked 
to do, but what they are bearing 
witness to?

Dean: We take an oath. Everyone 
who leaves medical school takes an 
oath to put our patients as a priority. 
Our patients come before we eat, we 
sleep — they come before our kids’ 
birthdays, and anniversary dinners. 
They come before almost everything. 
When we are asked by corporatized 
medicine to take care of something 
else as a priority over our patients 
— to tend to the electronic medical 
record, the insurance company with 
prior authorization, the hospital’s 
need for volume by seeing more 
patients in shorter periods — it 
strikes at our deeply held beliefs that 
our patient comes first. The thing 
that was ingrained in our training for 
the past decade or more.

The reason why we went into 
medicine in the first place was to 
take care of patients. All of those 
things transgress the deeply held 
moral belief. When we have to 
break that promise to our patients, 
that is a painful thing to do. We are 
witness to their suffering. We are 

witness to the fact that they are in 
pain for another six weeks because 
their insurance company demanded 
an X-ray and six weeks of physical 
therapy before they can get an 
MRI for their back pain. A patient 
has stage 3 cancer and we know a 
particular medication is best for that, 
but they have to wait, or they have 
to go through a trial of another drug, 
and that drug has to fail them before 
they can get what we wanted to give 
them first.

HEH: You note that addressing 
moral injury should be a financial 
priority, and even made a metric 
to assess hospital administration. 
Can you comment further on the 
business case for addressing moral 
injury?

Dean: On average, replacing one 
clinician in a healthcare system costs 
$1 million. That is because of the 
lost revenue when the clinician leaves 
and before you can onboard the new 
one. It is the cost of recruiting, the 
cost of salary. When there are huge 
levels of burnout in a healthcare 
system, the physician turnover is 
about 21%. When there are low 
levels of clinician burnout it is less 
than half that. That is a substantial 
cost difference. There also is some 
suggestion that patient safety is an 
issue. If you add in those costs, not 
treating clinicians well, not valuing 
them for what they do, and trying 
to make sure that very expensive 
machine you have is running as 
well as it can, is probably somewhat 
misguided.  n
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Oregon Healthcare Violence Prevention Law 
Takes Effect
‘I was shocked by how difficult it was to break his hold’

In the absence of long-sought fed-
eral legislation to prevent violence 

in healthcare, Oregon becomes the 
latest state to enact protections for 
healthcare workers against workplace 
violence.

Effective Jan. 1, the law requires 
healthcare employers to conduct 
comprehensive security and safety 
evaluations using state or nation-
ally recognized workplace violence 
prevention methods. It also requires 
healthcare employers to establish, 
in coordination with the workplace 
safety committee, a process by which 
committee shall review healthcare 
employer’s assault prevention and 
protection program.

Compelling testimony from 
healthcare workers preceded the vote, 
including that of Jennifer Barr, RN. 
“We must strengthen the current stat-
ute that requires the collection and 
tracking of data,” she said. “Currently, 
it is not required that this data be 
reported or made available to work-
place staff to view. This is completely 
unacceptable. Employees have a right 
to know their risk for experience vio-
lence by simply coming to work.”

The state law requires healthcare 
employers to direct a workplace safety 
committee to document violent inci-
dents in an annual report and make 
that available to the public and em-
ployees. The employer must submit 
the report of incidents and injuries to 
the state director of the Department 
of Consumer and Business Services 
no later than Dec. 31 each year. It 
requires the employer to document 
healthcare assaults or other behav-
ior at risk of violence in the patient 
record.

“In my personal experience, the 
workplace violence I have seen or 
experienced comes primarily from 
patients who are mentally altered,” 
Barr said. In one instance, Barr was 
attacked by a patient who had left 
his bed to go to the bathroom during 
a night shift.

“He was unsteady and a great fall 
risk, so I responded to his bed alarm 
and found him in the bathroom,” 
Barr testified. “In attempting to 
get him from the bathroom back 
to his bed, he became agitated and 
grabbed me around my neck. Due to 
the nature of the room setup, I was 
trapped in the bathroom and unable 
to make a quick escape. Fortunately, 
one of my male colleagues was right 
outside the room and responded to 
my cry for help immediately. Our 
one security guard on duty that 
evening was engaged in a situation 
in the emergency room at that time. 
I was thankful the situation did not 
escalate.”

‘I Was Lucky’

Katherine Luers, RN, also 
testified before the state legislature, 
telling Oregon lawmakers how her 
attempt to go the extra mile for a 
patient led to disaster.1

“In my work as a neurology 
nurse, I frequently deal with 
confused and disoriented patients. 
One day, I was caring for a confused 
gentleman with alcoholic dementia,” 
she said. “We had a good working 
relationship all day long, and as we 
were short-staffed, I agreed to stay 
an additional 4 hours beyond my 

12-hour shift to help care for the 
patients.”

As the sun set, the patient became 
increasingly agitated and paranoid, a 
phenomenon familiar to many night 
shift nurses, she said. The patient 
said he believed his medication was 
poisonous and that hospital staff were 
planning to kill him.

“I continued to reorient and 
reassure him,” Luers said. “The 
patient got out of bed and his bed 
alarm went off. I ran into the room 
to keep him safe, as he was quite 
unsteady. Although my hospital 
provides training in de-escalation 
and preventing assaultive behavior 
for nurses, I was not on my guard, 
since I worked with this gentleman 
successfully all day. He was startled, 
and also believed I was trying to keep 
him in the hospital to kill him. He 
grabbed me by the windpipe. I was 
shocked by how difficult it was to 
break his hold or just back out of the 
room.”

She called for help, and another 
staffer called a Code Gray, rallying 
security staff to be at the scene within 
two minutes to defuse the situation.

“Because of the procedures in 
place, I was lucky that I was not 
physically injured, but the experience 
traumatized me,” Luers said. “I was 
surprised by how long-lasting the 
emotional effects were. I now feel 
vulnerable with patients in a way 
I did not before this incident. … 
nurses like myself are getting injured 
and abused every day. We know 
that the best way to limit violence is 
to enact comprehensive workplace 
violence prevention programs, where 
hospital administrators, managers, 
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and security personnel are committed 
to solving the problem.”

The Oregon law makes it unlawful 
for healthcare employers to retaliate 
against employees who make good-
faith reports of assaults that occurred 
on work premises. In addition, 
security must have sufficient staff to 
provide security at all times in the 
ED.

The law allows the hospital indus-
try to phase in the requirements, set-
ting a deadline of June 30, 2021, for 
completing the work site evaluations. 
State officials will compile reports 
summarizing employer compliance 
and report to the Legislative Assem-
bly by March 22, 2022.

While California was the first state 
to enact violence protections, other 
states are trying to follow. A pro-
posed federal law remains in regula-
tory limbo. Sixteen states proposed 

healthcare violence prevention laws 
in 2019, and Nevada and Washing-
ton state also have adopted laws to 
protect healthcare workers.

A federal bill (HR 139) that 
would require an OSHA standard 
to prevent violence in healthcare 
remains in limbo. The issue has been 
subject to a protracted struggle for 
years, with OSHA finally agreeing 
in 2017 to promulgate a standard 
— an immediate non-starter, as a 
moratorium was placed on enacting 
new federal regulations.

A 2018 report by the National 
Institute for Occupational and Safety 
(NIOSH) found that healthcare 
violence is increasing. Overall, 106 
participating hospitals reported a 
72% increase in workplace violence 
injuries. The rate went from 4.4 in-
juries per 1,000 full-time equivalent 
(FTE) workers in 2012 to a high of 

7.2 per 1,000 FTE in 2015, NIOSH 
found.1

The study authors did not assess 
the reasons for violence, but cited 
patient factors such as the increasing 
prevalence of substance abuse, mental 
illness, dementia, and other condi-
tions as likely contributing causes. 
In addition, workplace factors like 
understaffing, high turnover, and long 
patient wait times can exacerbate the 
situation.  n
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CDC Posts Draft Guideline on  
Healthcare Personnel Infections
Comment period closes April 27

Employee health professionals 
have until April 27 to comment 

on the latest section of the CDC’s 
draft guidelines, “Infection Control 
in Healthcare Personnel,” posted in 
the Federal Register.

The guidelines, which are the first 
from the CDC on this issue in 21 
years, are being published in sections 
for review and comment. (For more 
information, see the story “CDC 
Finalizes Employee Health Guidelines 
for Healthcare Worker Infections” in 
the December 2019 issue of Hospital 
Employee Health at: https://bit.
ly/3cyLidJ.)

The recently posted section 
focuses on diphtheria, group A 

Streptococcus, meningococcal disease, 
and pertussis.

“This draft update is intended 
for use by the leaders and staff 
of Occupational Health Services 
(OHS) and to guide OHS in the 
management of exposed or infected 
healthcare personnel (HCP) who 
may be contagious to others in 
the workplace. The draft updated 

recommendations in these sections 
focus on post-exposure management, 
including post-exposure prophylaxis 
(PEP), for exposed HCP and work 
restrictions for exposed or infected 
HCP.”

To review and comment on the 
draft, see docket number CDC-
2020-0111, available at: https://bit.
ly/2T5IPA4  n
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1. According to a published 

report from China, a patient 

undergoing surgery in a hospital 

in Wuhan infected 14 healthcare 

workers before onset of:

a . fever .

b . cough .

c . respiratory symptoms .

d . conjunctivitis .

2. Extended use of an N95 

respirator without removing it 

can be used for care of multiple 

patients in a cohort who:

a . do not have fever .

b . are in the ED .

c . have the same respiratory 

pathogen .

d . are awaiting confirmatory 

testing .

3. Michael Bell, MD, 

recommended which for source 

control in initial triage of 

suspected COVID-19 patients?

a . N95 respirator

b . Powered air-purifying respirator

c . Surgical mask

d . Gloves

4. Concerning the novel 

coronavirus infections of 

healthcare personnel in Wuhan, 

China, what did David Weber, 

MD, cite as a potentially 

confounding variable to 

determining occupational 

infections?

a . False-positive test results

b . A large outbreak in the 

community

c . Whether they had visited an 

outdoor seafood market

d . Different strains of coronavirus 

were found


