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“WE HAVE STATED 
ALL ALONG 
THAT THIS IS 
AN EXTREME 

MEASURE TO BE 
UTILIZED WHEN 

THERE ARE SIMPLY 
NOT ADEQUATE 

RESPIRATORS 
AVAILABLE.”

N95s Moving Back to Single Use, 
Phasing Out Reprocessing
FDA, CDC, NIOSH align in move to protect healthcare workers

By Gary Evans, Medical Writer

Hospitals should begin phasing 
out reprocessing systems for 
single-use N95 respirators, as 

national supplies have been replenished 
and it is time to end the temporary 
crisis response to 
the pandemic, the 
Food and Drug 
Administration 
(FDA) stated in 
a letter to the 
healthcare industry.1

“We have stated 
all along that this is 
an extreme measure 
to be utilized when 
there are simply 
not adequate 
respirators available,” 
says Suzanne 
Schwartz, MD, 
MBA, director of the FDA office of 
strategic partnerships and technology 
innovation. “We authorized these 
under an appropriate benefit-risk 

calculus, with an understanding and 
communication to stakeholders that the 
intent of this wasn’t to become mainstay 
by any means. These [N95] respirators 
are designed and have been studied as 

single-use devices, and 
eventually we have to 
get back there.”

The FDA has 
the power to revoke 
the emergency use 
authorizations (EUAs) 
granted for stopgap 
measures enacted 
during the pandemic, 
but wanted to give 
the healthcare system 
some time to make the 
changes.

“This is not a 
flip of the switch,” 

Schwartz stresses. “It is not like one 
day you are decontaminating, and the 
next you are giving out new ones for 
every single interaction. This has to be 
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done thoughtfully, systematically, 
in a phased manner. That is why we 
communicated in a letter format 
to put healthcare organizations 
essentially on notice: The revoking of 
these EUAs is forthcoming.”

In the letter, the FDA said the 
action was based on the increased 
domestic supply of new respirators 
approved by the CDC’s National 
Institute for Occupational Safety and 
Health (NIOSH).

The FDA gave these 
recommendations:

• only use decontaminated 
respirators when new face-fitting 
respirators (FFRs) are in short 
supply;

• begin to transition away from a 
crisis capacity strategy for respirators;

• increase inventory of available 
NIOSH-approved respirators, 
including N95s and other FFRs. If 
hospitals cannot obtain a preferred 
respirator, the FDA recommends 
obtaining and using a new respirator 
before decontaminating a disposable 
respirator.1

Changing 

Recommendations

To be clear, the longstanding 
recommendation by the CDC is 
to don a single-use N95 respirator 
to care for a patient with a novel 
respiratory virus like COVID-19. 
This CDC recommendation was 
downgraded to a less protective, basic 
surgical mask rather quickly, as it 
became apparent in the early days of 
the pandemic there were insufficient 
stocks of N95s on a broad scale.

As the virus spread and the 
supply shortages became dire, the 
CDC issued the widely criticized 
recommendation for healthcare 
workers to use bandanas and scarves 
as a last-ditch measure. Meanwhile, 

hospitals began reusing N95s for a 
limited number of days by requiring 
staff to wear a single-use surgical 
mask over the respirator. Under these 
systems, the masks were discarded 
between patients.

The FDA gave emergency ap-
proval to N95 respirator reprocess-
ing techniques, such as as vaporized 
hydrogen peroxide, ethylene oxide, 
ultraviolent germicidal irradiation, 
and moist heat treatments. These 
approaches are controversial, and 
studies showed respirators should be 
reprocessed only a limited number of 
times or risk losing protective integ-
rity.2 Questions arose about whether 
reuse compromised the need for a 
tight fit with N95s, and whether the 
chemicals used in reprocessing could 
cause any long-term health effects.

As states were left largely on their 
own in a politicized pandemic with 
an insufficient national stockpile, 
measures thought to be enacted on 
a limited basis extended through 
the pandemic to the present. One 
union nurse leader said these 
unconventional methods meant 
nurses were “expendable.” (For more 
information, see the August 2020 issue 
of Hospital Employee Health.)

“That guidance was based on 
over 10 years' worth of research 
that NIOSH had conducted on 
decontamination of filter face 
piece respirators,” says Maryann 
D’Alessandro, PhD, director of the 
NIOSH National Personal Protective 
Technology Laboratory. This research 
was conducted because NIOSH 
determined that in an influenza 
pandemic, N95 supplies could run 
short, and decontamination could be 
a temporary solution.

“If you use this as a crisis 
capacity strategy, it should be based 
on a unit-by-unit situation and 
a manufacturer-by-manufacturer 
situation based on the products’ 
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composition,” D’Alessandro explains. 
“For crisis capacity, we believe 
these types of techniques would 
be appropriate. But this is not 
something you would continue as 
conventional operations. They are 
meant to be single-use products.”

Clarifying there were no incidents 
nor occupational infections that led 
to the FDA letter, Schwartz says the 
EUAs were granted on a temporary 
basis based on lack of supplies.

“Because [this reprocessing] 
was very narrow, very specific to 
crisis capacity, we don’t consider 
the exposures that have occurred 
to be the equivalent of chronic or 
long-term exposures,” she says. 
“That is not to say that we have all 
the answers now in terms of real-
world data. The benefit of having 
respiratory protection for healthcare 
workers as opposed to their exposure 
to COVID-19 [was the deciding 
factor]. Knowing that this is not 
a long-term solution, the FDA 
determinization was that the benefit 
exceeds the risk.”

CDC Respirator 

Revisions

The CDC and NIOSH moved 
to be in sync with the transition on 
April 9, the same date as the FDA 
letter.

“NIOSH is part of CDC, so our 
recommendations are the same,” 
D’Alessandro says. “We clarified 
that N95s should be discarded 
immediately after being removed — 
that is a contingency strategy.”

In updating the respirator 
recommendations, the CDC 
stated, “once PPE [personal 
protective equipment] supplies 
and availability return to normal, 
healthcare facilities should promptly 
resume conventional practices. The 

supply and availability of NIOSH-
approved respirators have increased 
significantly over the last several 
months.”3

For conventional capacity 
strategies, which are essentially 
prepandemic practices, the CDC 
added a recommendation that 
respirators used by a symptomatic 
healthcare worker for source 
control can be reused under certain 
conditions.

“Extended use of N95 respirators 
can be considered for source control 
while healthcare personnel are in 
the healthcare facility to cover one’s 
mouth and nose to prevent spread 
of respiratory secretions when they 
are talking, sneezing, or coughing,” 
the CDC stated. “When used for 
this purpose, N95s may be used 
until they become soiled, damaged, 
or hard to breathe through. They 
should be immediately discarded 
after removal. Extended use of N95 
respirators as PPE is a contingency 
capacity strategy.”

For these contingency capacity 
strategies during expected shortages, 
the CDC recommends prioritizing 
N95 respirators for PPE while caring 
for patients. Respirators should 
not be used by healthcare workers 
only as source control during the 
contingency stage.

For crisis capacity strategies 
during known shortages, the CDC:

• removed the use of non-
NIOSH-approved respirators 
developed by manufacturers that do 
not hold a NIOSH approval;

• limited the number of reuses to 
no more than five per device by the 
same healthcare worker to ensure 
adequate performance;

• removed the practice of 
decontaminating respirators;

• noted face masks for caring for a 
patient with suspected or confirmed 
COVID-19 should be used only as 

a last resort in certain situations if 
respirator supply is severely limited.

Reusables Coming  

to the Market

The FDA and NIOSH see the 
long-range solution to the pandemic 
shortages in the emerging market 
of reusable respirators, including 
elastomeric and powered air 
purifying respirators (PAPRs). The 
FDA letter cited this option for those 
discontinuing reprocessing, stating 
if “a reusable respirator is needed, 
organizations should first try to 
acquire respirators like elastomeric 
respirators and PAPRs, which are 
designed to be reusable.”1

Many traditional elastomeric 
respirators include an exhalation 
valve, which raised some questions 
about their use during the pandemic 
and whether the wearer could expose 
others.

“Over the past year, we have 
been working with manufacturers of 
elastomeric devices to approve new 
options that would both protect the 
wearers and provide source control,” 
D’Alessandro says. “Since the fall, we 
have approved three different devices, 
including two that do not have 
exhalation valves.”

In addition, the Department 
of Health and Human Services is 
purchasing 750,000 elastomeric 
respirators for the national stockpile, 
some of which will be distributed to 
hospitals who have agreed to work 
with NIOSH to test their real-
world utility. This will complement 
NIOSH’s ongoing work with the 
University of Maryland and the Al-
legheny Health System in Pennsylva-
nia, which has shown the elastomeric 
respirators “could be rapidly fit-tested 
and used in the healthcare environ-
ment,” D’Alessandro says. “We will 



64   |   HOSPITAL EMPLOYEE HEALTH® / June 2021

be conducting surveys and talking 
about the use of the products and the 
acceptance from the workers.”

The goal from this work is to 
issue a CDC/NIOSH best practices 
guideline on reusable respirators in 
healthcare.

“We have a lot of research under-
way that will contribute greatly to 
using these respirators as a supple-
ment to the N95s, which is the 
standard that is used in healthcare,” 
D’Alessandro says.

The FDA will continue to monitor 
domestic supply of respirators for 
healthcare personnel as facilities 

transition away from reprocessing and 
other crisis measures, Schwartz says.

“Crisis capacity standards were 
absolutely necessary in order to make 
certain that our healthcare workers 
had access to respirators,” she says. 
“We recognize the importance now of 
drawing down or dialing back from 
these crisis capacity measures — these 
extreme measures of last resort — 
toward one that will eventually bring 
the nation back to conventional use 
of respirators.”  n
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Many Nurse Suicides Are Preventable
“We are killing our own”

New research on nurse suicide 
that included meticulous reviews 

of death records and other materials 
revealed nurses who leave the 
profession because of substance use, 
mental health issues, or chronic pain 
are at risk for suicide.1

The researchers selected nurse 
suicide cases for those who appeared 
to have a job-related problem prior to 
death, as coded on forms or described 
in investigation narratives. Narratives 
from 203 nurse deaths between 2003 
and 2017 were included in the study.

“[This] paper reveals the shock-
ing truth about the job issues nurses 
face prior to death by suicide,” says 
co-author Judy Davidson, DNP, RN, 
MCCM, FAAN, a nurse scientist at 
UC San Diego Health Sciences. “After 
reading through the death narratives, 
we learned that nurses are killing 
themselves after being [dismissed or 
quitting] their jobs due to substance 
use disorder, chronic pain, or mental 
health issues that are not controlled. 
Nearly all [are] preventable deaths.”

The suicide rate of nurses is higher 
than the gender-matched general 
population. Quantitative data from 
the CDC’s National Violent Death 
Reporting System (NVDRS) had 
previously shown nurses experience 
more known job-related issues prior 
to death by suicide. However, this 
seems to be the first study of the 
nature of those job-related problems 
before nurse suicide.

‘We Are Going to  

Lose More Nurses’

Hospital Employee Health sought 
further comment from Davidson on 
this important issue in the following 
interview, which has been edited for 
length and clarity.

HEH: What motivated you to 
review these narratives?

Davidson: We knew from our 
prior research that quantitively, 
nurses have more known job-
related problems prior to death 

by suicide than others. That was 
just a coded piece of data in that 
data set that a medical examiner 
or a law enforcement agent would 
click “yes, they had a known job-
related problem.” People have been 
asking what are those job-related 
problems that nurses experienced 
prior to suicide? Every one of those 
deaths has a couple of [investigation 
narrative] paragraphs that nobody 
has ever analyzed. It is difficult to 
analyze hundreds of paragraphs. We 
performed a qualitative study and we 
used “natural language processing,” 
which is a cousin or subset of 
artificial intelligence. We used some 
mathematical computational analysis 
and also performed traditional 
thematic content analysis of the 
paragraphs.

HEH: Were you surprised at what 
you found?

Davidson: What came up was 
quite startling. Of the 203 nurses in 
that data set who died of suicide with 
a known job problem, 98% of them 
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were either out of work or losing their 
job due to three different reasons. It 
was a matter of losing their identity as 
a nurse.

The three reasons were chronic 
pain — and some of that was 
musculoskeletal pain due to job 
injuries. Some of it was chronic 
illness. The second was uncontrolled 
mental health issues. That is kind 
of surprising because many of them 
had treatment before their death, 
but it was either incomplete or 
inappropriate treatment because 
they still had mental issues that were 
treatable but were uncontrolled. The 
third one is the most important: 
There was job loss due to substance 
use disorders, either drugs or alcohol. 
Many of the nurses were being fired 
before treatment. They would lose 
their job, lose their insurance, lose 
their capacity to pay for treatment, 
lose their homes, their families, and 
end up destitute and kill themselves.

HEH: You also are a co-author 
on another paper,2 noting current 
methods of dealing with nurse 
substance abuse puts some at risk of 
suicide.

Davidson: Yes, the process and 
the way we terminate employees. 
Substance abuse disorder is a disease 
in nurses. In my opinion, we are 
killing our own.

What happens in nursing, but 
does not happen in other professions, 
is that someone comes to work 
inebriated and they end up losing 
their job, and often their [nursing] 
license. We need to somehow turn 
this on its head and get these people 
into treatment for a disease, and then 
hopefully get them back into the 
workplace. That is a key point at this 
juncture — and it is a perfect time 
because the National Council of State 
Boards of Nursing is starting to look 
at what might be good “alternative to 
discipline” programs. There is a team 

already working on this at a national 
level. We hope to inform them 
from our research about the issue of 
suicide prevention.

HEH: What is the most 
important point to emphasize?

Davidson: One of the big-
gest findings from this that I think 
everyone in the profession needs to 
know is that we need to add suicide 
prevention measures when nurses 
are being worked up for substance 
abuse disorder. There are all kinds 
of ways to prevent suicide. There 

are evidence-based approaches, but 
right now the alternative to disci-
pline programs do not include the 
evidence-based approach for suicide 
prevention because that was not on 
their radar. They are [addressing] 
substance use disorder, but they are 
not thinking of suicide prevention 
when they are working with these 
nurses. For the most part, they feel it 
is an alternative to discipline because 
they are not turning them over to 
law enforcement. But the problem is 
nurses perceive the voluntary surren-
der of their license during the time 
they are being treated as discipline. It 
is psychologically harmful to them. 
Many of these [suicides] were a spiral 
down to death. They are asked to 
turn in their license to go into treat-
ment, and that really doesn’t need 

to happen. That does not happen in 
medicine [to physicians].

HEH: Do any of your findings 
hold implications for nurses during 
the pandemic?

Davidson: We won’t have that 
[2020] data for another two years. 
The NVDRS data set always is two 
years behind. We won’t get the 2019 
data until this fall, and the 2020 data 
a year from that. But that does not 
mean these findings are not relevant 
today. During pandemics — SARS, 
Ebola — it is known that substance 
use disorder increases. People drink 
more than they did before, and use 
drugs as a coping mechanism (mal-
adaptive coping). It is known that 
suicide rates increase during pandem-
ics, so we need to take action now to 
prevent the numbers from going up. 
It is a key point right now that we 
increase efforts on suicide prevention 
and change the way we are treating 
nurses with substance use disorder. 
[We] need to be more disease-focused 
than criminal-focused. We are going 
to lose more nurses if we don’t make 
a change right now.

HEH: Does that call for changes 
in the way substance abuse is 
reported to nurse licensing boards?

Davidson: We have a problem in 
nursing because some states require 
mandatory reporting to the board 
of nursing when things happen, 
like substance abuse disorder. It is a 
mental health illness. As a profession, 
our scope, standards, and code of 
ethics say we must report nurses 
who have a problem. We need to not 
do that. We need to get them into 
treatment, but reporting them to the 
board of nursing so their license can 
be taken from them is not helpful 
during this time. I am not saying 
they should work when they are in 
treatment, but they could go on a 
leave of absence while they are being 
treated. Those who comply will get 

“THE PROBLEM IS 
NURSES PERCEIVE 
THE VOLUNTARY 
SURRENDER OF 
THEIR LICENSE 

DURING THE TIME 
THEY ARE BEING 

TREATED AS 
DISCIPLINE.”
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the treatment they need and become 
sober. Don’t yank their license for the 
first [offense]. I’ve heard from too 
many nurses who had one DUI and 
lost their [nursing] license. Even after 
becoming sober, the [nursing board] 
catches up with them and takes their 
license. Then, they can’t get a job — 
even menial labor — because when 

people find out what has happened 
to them as a nurse, they won’t hire 
them.”  n

REFERENCES
1 . Davidson JE, Ye G, Parra MC, et al . 

Job-related problems prior to nurse 

suicide, 2003-2017: A mixed methods 

analysis using natural language 

processing and thematic analysis .  

J Nurs Regul 2021;12:28-39 .

2 . Choflet A, Davidson J, Lee KC . 

A comparative analysis of the 

substance use and mental health 

characteristics of nurses who 

complete suicide . J Clin Nurs 2021 

Mar 25 . doi: 10 .1111/jocn .15749 . 

[Online ahead of print] .

Physician Suicide After COVID-19 Infection  
Spurs Mental Health Bill

A bill to provide resources and  
 programs to improve mental 

health and prevent healthcare worker 
suicide has been introduced in 
Congress with bipartisan support.

The Dr. Lorna Breen Health 
Care Provider Protection Act 
addresses longstanding mental health 
woes in healthcare that have been 
compounded by the coronavirus 
pandemic. According to the office 
of principal sponsor U.S. Sen. Tim 
Kaine, D-VA, the bill:

• creates grants to train students, 
residents, or healthcare professionals 
in techniques to improve well-being 
and prevent suicide, burnout, mental 
health conditions, and substance use 
disorders;

• identifies best practices for 
reducing and preventing suicide and 
burnout among healthcare profession-
als, teaching these techniques, and 
promoting their mental and behav-
ioral health and job satisfaction.

• creates a national education and 
awareness campaign to encourage 
healthcare professionals to seek 
mental health support and treatment;

• creates grants for employee 
education, peer support programs, 
and mental and behavioral health 
treatment (providers in COVID-19 
hotspots are prioritized);

• begins a comprehensive 
study on healthcare professional 
mental and behavioral health and 
burnout, including the effects of the 
COVID-19 pandemic.1

The bill is named after Lorna 
Breen, MD, an emergency physician 
at NewYork-Presbyterian Allen 
Hospital who died by suicide last year 
after contracting COVID-19. Breen 
contracted the virus treating patients 
as New York City was overwhelmed 
by the first wave of the virus. Her 
sister, Jennifer Breen Feist, JD, who 
has formed a foundation in Breen’s 
name and supports the federal 
legislation, told how COVID-19 
changed her sister at a press 
conference last year.

“Lorna was always tough and 
smart, and very active,” Feist 
said. “She always wanted to be an 
emergency physician in Manhattan. 
For the first 49 years and six months 
of her life, she showed no signs of 
depression or anxiety. That changed 
after she got COVID.”

Does COVID-19 Cause 

Suicidal Ideation?

While we do not know the 
medical details of Breen’s case, a 

researcher in New York is studying 
the effects of SARS-CoV-2 infection 
on the brain. One emerging theory is 
the virus can cause suicidal ideation 
if it breaks the blood-brain barrier 
and attacks cognitive function.1 
This might be preceded by an 
inflammatory immune response, a 
severe cytokine storm that disrupts 
the blood-brain barrier and allows 
the coronavirus access to the 
brain, explains Maura Boldrini, 
MD, PhD, director of the human 
neurobiology lab at Columbia 
University Irving Medical Center 
and the New York State Psychiatric 
Institute.

“Also, in the vascular [system], 
there are these angiotensin-
converting enzyme 2 (ACE2) 
receptors that the virus uses to get 
in,” she says. “That can be an access 
point, [then] the virus induces 
alterations in the capillaries in the 
brain, which can result in little 
strokes.”

This damage may occur even in 
mild cases, meaning COVID-19 
severity is not necessarily a predictor 
of the threat of damage to the brain. 
“The patients we see who have brain 
symptoms are not necessarily those 
who were intubated or were severely 
compromised,” Boldrini explains. “It 
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is not about the lungs — it is about 
the immune response to the virus 
and how it goes into the brain.”

The condition can manifest 
across a spectrum of symptoms and 
behaviors. Some patients in the 
hospital suddenly become paranoid, 
although they never displayed the 
condition before in their lives.

“There been a few recent cases 
of suicide after COVID,” she says. 
“People who had mild COVID 
then had some brain symptoms. 
There was a case of the owner of a 
restaurant chain. He had COVID 
and recovered. He had tinnitus, and 
all of a sudden he killed himself. We 
had a case in our hospital in an ER 
doctor early on in the pandemic. She 
[contracted] COVID, recovered, and 
then came back to work. She also 
killed herself. The family in both 
cases said they didn’t have a history 
of psychiatric illness.”

The lack of a history of 
psychiatric problems suggests the 
SARS-CoV-2 virus in the brain can 

cause damage, triggering suicidal 
ideation.

“Someone in San Francisco 
reached out to me this week,” Bold-
rini says. “There was a similar case of 
a college student who killed himself 
after a mild COVID infection. This 
reminds me of what has happened 
to the football players with CTE 
[chronic traumatic encephalopathy]. 
CTE is a neurodegenerative disease 
linked to repeated blows to the head. 
This is a different mechanism — the 
brain damage is due to a combina-
tion of inflammation and micro-
strokes. These can go in any area of 
the brain, and depending on what 
region it affects, people may change 
their behavior.”

A Neurological 

Condition

To clarify, Boldrini is describing 
something distinctly neurological 
and a chemical alteration — not just 

general depression caused by dealing 
with the pandemic and infected 
patients.

“The fear of the pandemic and 
getting the virus is another level 
of stress,” she says. “That is not 
enough by itself for most people to 
[consider suicide]. There is something 
happening at the chemical level where 
the brain cells cannot communicate 
with each other in the right way.”  n
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Pandemic Grief: Loss Includes the Rituals  
of Bereavement
Practice living with ‘what is,’ not ‘what if’

When her father died last year 
of COVID-19, Estefana 

Johnson, LMSW, a grief and trauma 
counselor in Phoenix, was present 
with her two sisters. One sister, 
an ICU nurse, began experiencing 
symptoms of post-traumatic stress 
disorder (PTSD) when she returned 
to work.

“We were fortunate enough to 
have an ICU room with a window 
so we [could] sit by my father’s 
room until he passed,” she says. 
“But having those images engrained 
in your mind when you go back to 
work in the ICU, and seeing other 
individuals in that state, could really 
trigger some of those emotions. I 
don’t usually treat family members, 
but [my sister] refused to see a 
therapist.”

Johnson practices accelerated 
resolution therapy (ART), which 
uses eye movements and visualization 
techniques to reconsolidate 
memories. “It changes the way the 
memory is stored in the brain,” 
she says. “We are really targeting 
somatic responses to what I would 
call triggers — the triggers in PTSD 
when you have a healthcare worker 
who lost a loved one.”

This negative, triggering image 
is replaced by something positive so 
the patient does not keep returning 
to the visual wound in the memory. 
In this case, Johnson worked with 
her sister to erase some of the images 
in the ICU of their father dying and 
replace them with happy images of 
him smiling.

“He was a jokester and always 
playing pranks,” she says. “When we 
think of him, having those images 

pop up brings a sense of gratitude 
for the life that he lived rather than 
being stuck in the tragedy of the 
death and loss.”

Collective Grief

Healthcare workers are experi-
encing a collective grief experience 
during the pandemic. “If it’s not 
a direct family member, losses of 
colleagues are very traumatic for 
healthcare workers,” Johnson says. 

“Unfortunately, there is no end. You 
can’t even get to the PTSD because it 
is not post-trauma yet. They are still 
in the midst of toxic acute stress that 
they are dealing with. I have used 
this intervention on some healthcare 
workers. We can work with imagery 
to help them to feel more in control 
and more equipped to deal with the 
emotional challenges.”

Grief is complex, and not always 
linked directly to a death. “We can 
grieve any time of loss,” she says. 
“The loss of what once was. The 
loss of expectations. The loss of 
connections that we had. There is a 

compounded grief that is happening 
right now, and it essentially goes with 
trauma as well.”

Although somewhat less so 
now, from the beginning of the 
pandemic healthcare workers have 
faced something they do not fully 
understand. There is a sense of lack of 
control facing a disease that does not 
follow an established progression.

“Even though we are making 
advances, there is still so much that is 
unpredictable,” Johnson says. “Even 
before COVID, I worked a lot with 
trauma, loss, and grief. A big source 
of suffering is hanging on to what 
was, or what you think should be. 
I constantly encourage the practice 
of mindfulness and being present. 
Individuals should practice being in 
‘what is,’ and not ‘what if.’”

As people in pain build resilience, 
they experience “post-traumatic 
growth,” Johnson adds.

“I learned a lot from my father,” 
she explains. “He was losing his 
vision and had hip issues. No matter 
what state he was in, he had the 
resilience in him to always find joy 
in the present and be grateful for the 
things that he could control.”

A favorite metaphor in her 
therapy is the concept of “kintsugi,” 
the Japanese art of repairing broken 
pottery with gold. “The new piece 
is more beautiful and more valuable 
because it is said to be transformed 
through suffering,” Johnson says. 
“I’m a staunch believer in that. If 
you don’t transform your suffering, 
you transmit it. When you lose 
something, how can you help others? 
I’m grateful for that even through 
the pain of my own loss. It has given 

“THERE’S 
CONCERN THAT 

THERE ARE 
CONDITIONS 

NOW THAT ARE 
RAISING THE RISK 
FOR CLINICALLY 
COMPLICATED 

GRIEF.”
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me the ability and the capacity to 
feel compassion for my clients. That 
vulnerability allows me to connect on 
a deeper level.”

The Loss of Rituals

Another difficult aspect of grief 
during the pandemic is the loss or 
diminishment of longstanding rituals 
to say farewell, said Christy Denckla, 
MA, a grief specialist at Harvard’s 
T.H. Chan School of Public Health.

“[Collective rituals] provide an 
infrastructure to acknowledge the 
reality of loss and death,” she said 
at a recent Harvard Forum. “Death 
is very difficult to comprehend 
psychologically. To experience 
and to process the death and the 
finality of losing a loved one is 
extremely difficult. Rituals provide 
an infrastructure and a platform to 
acknowledge that reality.”1

These rituals are diverse 
and performed cross-culturally, 
depending on religious and spiritual 
values. Rituals also provide the 

opportunity to grieve collectively. 
“That can be emotional support, 
but it’s also pragmatic and tangible 
support — food, meals, household 
care,” Denckla said.

During the pandemic, many of 
these rituals and gatherings have 
been relegated to digital images and 
limited in-person participation. 
“There’s a lot of concern about the 
impact this is having,” Denckla 
said. “Grief alone is very painful. 
We are not meant to grieve alone. 
We are forced now to grieve alone, 
oftentimes in isolation.”

This could lead to cases of pro-
longed grief disorder, a clinically 
diagnosable condition of unresolved 
grief that is impairing. “I don’t partic-
ularly like that term, because grief is 
never really resolved,” she said. “But 
there’s concern that there are condi-
tions now that are raising the risk for 
clinically complicated grief. Those 
conditions are isolation, the inability 
to mourn and to grieve, the inability 
or the truncated access to social sup-
port. All these things elevate risk.”

A related phenomenon is sur-
vivor’s guilt, particularly in people 
who think they have exposed family 
members. Healthcare workers have 
expressed this fear repeatedly, adopt-
ing tactics like showering and chang-
ing at work, sleeping in the garage, 
and limiting family contact.

“This is the reality of a very 
contagious disease,” Denckla said. 
“However, it is a virus. It’s a virus 
that behaves as viruses do, and 
there is no purposeful transmission. 
Relieving or addressing the shame 
and this guilt, sometimes the best 
ways to process it is to acknowledge 
it, to express it, to voice it. Then, 
it has the opportunity to undergo 
some questioning and cognitive 
challenging, some reinterpretations, 
so that individuals can feel relieved of 
this.”  n
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Healthcare Antiviolence Bill Goes to the Senate
Will the cycle of violence finally break?

The raised profile of healthcare 
workers in the pandemic is 

giving momentum and political 
traction to address a longstanding 
problem: Violence.

The Workplace Violence 
Prevention for Health Care and 
Social Service Workers Act of 2021 
recently passed the U.S. House of 
Representatives and is now in the 
Senate.1 The bill was reintroduced 
after withering on the vine in 2019. 
It would direct the Occupational 
Safety and Health Administration 
(OSHA) to require violence 

prevention programs in hospitals and 
other healthcare settings.

OSHA began promulgating a stan-
dard2 after the epidemic level of vio-
lence in healthcare — primarily from 
patients to providers — was revealed 
in a 2016 report by the Govern-
ment Accountability Office (GAO). 
The GAO found “healthcare facili-
ties experience substantially higher 
estimated rates of nonfatal injury due 
to workplace violence compared to 
workers overall.”3

There are few data published on 
violence against healthcare workers 

during the pandemic. Some incidents 
have occurred — particularly after 
mask-wearing became politicized — 
but the early cancellation of elective 
procedures and the banning of visitors 
meant fewer potential perpetrators of 
violence. A NIOSH study published 
in 2018 revealed violence is increasing 
in healthcare.3

The bill calls for annual training, 
some of which may fall to employee 
health professionals, to include 
“identified workplace violence 
hazards, work practice control 
measures, reporting procedures, 
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recordkeeping requirements, response 
procedures, anti-retaliation policies, 
and employee rights.”

Some have questioned mandating 
programs and the effects of such 
mandates on hospitals in terms 
of compliance, notes Ron Kraus, 
MSN, RN, EMT, president of the 
Emergency Nurses Association.

“I can sympathize with that, but 
my argument is that this has been 
going on way too long,” he says. 
“Nurses are getting abused. Health-
care workers are getting assaulted. I 
don’t know how to make it clear, but 
people who don’t work in healthcare 

don’t realize what is happening. I tell 
friends and neighbors if you went to a 
restaurant and your steak wasn’t done 
right, you wouldn’t assault the server 
or the chef. That’s not acceptable. 
Why should it be acceptable to assault 
healthcare workers?”  n
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CDC OKs Johnson & Johnson Vaccine  
with Warning to Women Younger Than 50 Years
Watch for symptoms for three weeks after vaccination

Federal health officials have 
lifted the pause on Johnson 

& Johnson’s one-shot Janssen 
COVID-19 vaccine, but women 
younger than age 50 years should 
know the risks of the rare but 
real side effect. Fifteen women 
experienced the reaction and three 
have died.

The reaction has not been 
observed in the other two vaccines 
approved for use in the United 
States.

The decision to recommend the 
Janssen vaccine again came after 
an April 23 meeting of the CDC’s 
Advisory Council on Immunization 
Practices. Previously, at an April 13 
press conference, the CDC and the 
FDA announced the pause after six 
blood clot cases were reported in the 
United States after more than 6.8 
million doses were administered.

As of April 23, more than 8 mil-
lion doses of the Janssen COVID-19 

vaccine had been administered in the 
United States. An extensive review 
after the pause revealed 15 cases of 
blood clots, including three women 
who died and seven who remain 
hospitalized. Of the latter, four 
patients are in intensive care. Five 
women survived the reaction and 
were discharged.

“The reports reviewed all occurred 
in women between 18 and 59 years 
old, with a median of 37 years,” the 
CDC stated. “These reports represent 
a reporting rate of seven such events 
per 1 million vaccinations among 
women 18 through 49 years old, 
and a rate of 0.9 per 1 million 
vaccinations among women 50 years 
and older. For all women, this is a 
rare adverse event. For women 50 
years and older and men of all ages, 
the adverse event is even more rare. 
Reports show that symptoms of this 
adverse event started between six and 
15 days after vaccination.”1

A review of all available data 
show the Janssen COVID-19 
vaccine’s benefits outweigh its risks. 
“However, women younger than 50 
years old should be aware of the rare 
but increased risk of this adverse 
event and that there are other 
COVID-19 vaccine options available 
for which this risk has not been 
seen,” the CDC warned.

For three weeks after receiving 
the vaccine, watch for possible 
symptoms of this reaction, the CDC 
advised. People should seek medical 
care immediately if they experience 
one or more of these symptoms:

• severe or persistent headaches or 
blurred vision;

• shortness of breath;
• chest pain;
• leg swelling;
• persistent abdominal pain;
• easy bruising or tiny blood spots 

under the skin beyond the injection 
site.
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A key reason for the vaccination 
pause was to alert providers that 
normal anticoagulation treatment for 
blood clots like heparin might worsen 
this rare reaction.

“The issue here with these types of 
blood clots is that if one administers 
the standard treatments, one can 
actually cause tremendous harm, 
or the outcome can be fatal,” Peter 
Marks, MD, PhD, director of the 
Center for Biologics Evaluation and 
Research at the FDA, said at the 
press conference. “We want to make 
sure if providers see people with low 
blood platelets or if they see people 
who have blood clots, they need to 
inquire about the history of recent 
vaccination.”

In these cases, cerebral venous 
sinus thrombosis (CVST) was seen in 
combination with thrombocytopenia 
(low levels of blood platelets). The 
combination of CVST clots and low 
platelet counts is unusual, Marks said.

“The combination here — the 
real thing that is so notable — is not 
cerebral venous sinus thrombosis 

or thrombocytopenia,” he said. 
“Those two things can occur. It is 
the occurrence together that makes 
a pattern, and that pattern is very 
similar to what was seen in Europe 
with [AstraZeneca vaccine].”

Both the Janssen and AstraZeneca 
vaccines use benign adenoviruses to 
spur an immune reaction to SARS-
CoV-2 spike proteins and prevent 
infection.

The CDC previously issued an 
alert on the issue that included these 
recommendations for clinicians2:

• Be suspicious of symptoms 
of serious thrombotic events or 
thrombocytopenia in patients 
who have recently received the 
Janssen vaccine, including severe 
headache, backache, new neurologic 
symptoms, severe abdominal pain, 
shortness of breath, leg swelling, 
petechiae, or new or easy bruising. 
Test platelet counts and screen for 
evidence of immune thrombotic 
thrombocytopenia.

• In patients experiencing such an 
event following the Janssen vaccine, 

use a screening PF4 enzyme-linked 
immunosorbent assay as would be 
performed for autoimmune HIT 
[heparin-induced thrombocytopenia]. 
The CDC strongly recommends 
consulting a hematologist.

• Do not treat patients with CVST 
following receipt of the Janssen 
vaccine with heparin, unless HIT 
testing is negative.

• If HIT testing is positive or 
cannot be performed, non-heparin 
anticoagulants and high-dose 
intravenous immune globulin should 
be strongly considered.  n
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CDC: Vaccinate Dialysis Staff for COVID-19

The CDC is undertaking a major 
program to immunize staff and 

patients at dialysis centers against 
COVID-19.

“People on dialysis who contract 
COVID-19 often have severe 
adverse health outcomes. Half 
require hospitalization, and 20% to 
30% die,” CDC Director Rochelle 
Walensky, MD, said in a statement. 
“Furthermore, advanced stage chronic 
kidney disease disproportionately 
affects racial and ethnic minorities 
… These same groups are less likely 
to receive a kidney transplant — and 
more likely to rely on long-term 
dialysis treatments.”

In announcing the initiative, 
the CDC issued these facts and 
recommendations on vaccinating 
dialysis staff:

• The Advisory Committee on 
Immunization Practices considered 
dialysis healthcare personnel a priority 
population for vaccination.

• COVID-19 vaccination coverage 
among dialysis staff is low due to 
challenges obtaining the vaccine.

• It might be difficult for dialysis 
clinic staff to obtain the vaccine 
because most dialysis clinics are 
not affiliated with hospitals. The 
convenience of workplace vaccination 
might improve vaccination coverage.

• Because dialysis personnel work 
close to patients for extended periods, 
they are at greater risk of high-risk, 
work-related exposures to SARS-
CoV-2.

• Ensuring access to COVID-19 
vaccination is critical to protect 
healthcare personnel and their 
medically fragile patients.1  n
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1. According to Suzanne Schwartz, 

MD, MBA, what is the main 

reason the Food and Drug 

Administration is telling 

hospitals to transition away 

from reprocessing single-use 

respirators?

a . Many healthcare infections 

were caused by compromised 

respirators .

b . Concerns the reprocessing 

chemicals could be toxic .

c . The supply of respirators was 

replenished .

d . It is safe to use surgical 

masks with COVID-19 patients 

since healthcare workers are 

vaccinated .

2. What was the key modification 

for some new elastomeric 

respirators to facilitate use in 

healthcare?

a . The respirators now can be 

fit-tested .

b . The exhalation valve was 

eliminated .

c . They now include an 

adjustable, one-size-fits-all 

design .

d . They include no-fog face 

pieces .

3. According to Judy Davidson 

DNP, RN, MCCM, FAAN, which 

job-related factor was the most 

important regarding risk of 

suicide?

a . Uncontrolled mental health 

issues

b . Chronic pain

c . Job loss due to substance use 

disorder

d . Prolonged bullying

4. Estefana Johnson, LMSW, said 

people can improve mental 

health by practicing mindfulness 

focused on:

a . what if .

b . why not .

c . what should have been .

d . what is .


