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The Long Road Back  
for Healthcare Workers
Long COVID presents physical, psychological challenges

By Gary Evans, Medical Writer

Consider the case of “Rachel,” 
an EMT in her 30s who was 
occupationally infected with 

COVID-19, then beset by the lingering 
symptoms of “long 
COVID.” As part 
of the workers’ 
compensation 
package, she was 
referred for a health 
and behavior 
assessment, explained 
Miranda Kofeldt, 
PhD, a licensed 
clinical psychologist 
at Ascellus Health in 
St. Petersburg, FL.

“She was having 
significant emotional 
distress due to a 
workload that grew 
exponentially during 
the pandemic,” 
Kofeldt said at a recent webinar on long 
COVID held by the Association of 

Occupational Health Professionals in 
Healthcare (AOHP).1 “She was exposed 
to a lot, and contracted COVID. She 
reported a lot of emotional drain, and 

the idea of going 
back to work after 
recovery was very 
stressful and difficult 
to move forward 
with. In addition, 
she had the physical 
deconditioning and 
strain that made her 
feel as though it was 
really difficult to do 
her normal work 
tasks.”

The ability to 
return to work is con-
sidered a benchmark 
for recovery, as psycho-
logical conditions like 

anxiety and depression 
can worsen in workers who remain at 
home indefinitely.



62   |   HOSPITAL EMPLOYEE HEALTH® / June 2022

Hospital Employee Health®, ISSN 0744-6470, 
is published monthly by Relias LLC, 1010 Sync 
St., Ste. 100, Morrisville, NC 27560-5468. 
Periodicals postage paid at Morrisville, NC, and 
additional mailing offices. POSTMASTER: Send 
address changes to Hospital Employee Health, 
Relias LLC, 1010 Sync St., Ste. 100, Morrisville, 
NC 27560-5468.

SUBSCRIBER INFORMATION: 
(800) 688-2421
ReliasMedia.com
Hours of operation: 8:30 a.m.- 6 p.m. Monday-
Thursday; 8:30 a.m.-4:30 p.m. Friday, EST.

MULTIPLE COPIES: Discounts are available for 
group subscriptions, multiple copies, site licenses, 
or electronic distribution. For pricing information, 
please contact our Group Account Managers at 
groups@reliasmedia.com or (866) 213-0844.

ACCREDITATION: In support of improving 
patient care, Relias LLC is jointly accredited by 
the Accreditation Council for Continuing Medical 
Education (ACCME), the Accreditation Council for 
Pharmacy Education (ACPE), and the American Nurses 
Credentialing Center (ANCC), to provide continuing 
education for the healthcare team.

1.25 ANCC contact hours will be awarded to 
participants who meet the criteria for successful 
completion. California Board of Registered 
Nursing, Provider CEP#13791. It is in effect for 36 
months from the date of publication.

Opinions expressed are not necessarily those of 
this publication. Mention of products or services 
does not constitute endorsement. Clinical, legal, 
tax, and other comments are offered for general 
guidance only;  professional counsel should be 
sought for specific situations.

MEDICAL WRITER: Gary Evans
EDITOR: Jill Drachenberg
EDITOR: Jonathan Springston
EDITORIAL GROUP MANAGER: Leslie Coplin
ACCREDITATIONS DIRECTOR: Amy M. Johnson, 
MSN, RN, CPN

PHOTOCOPYING: No part of this newsletter 
may be reproduced in any form or incorporated 
into any information retrieval system without the 
written permission of the copyright owner.

© 2022 Relias LLC. All rights reserved.

“The idea was to identify 
treatment goals relevant for her,” 
Kofeldt explained. “Those [included] 
reducing emotional distress, so you 
kind of have subclinical anxiety and 
mood concerns, and we gave her 
some psycho-education to help her 
process and understand what she’s 
experiencing.”

A lot of this is so-called 
“normalizing,” telling the patient 
it is not unexpected to have these 
feelings and that it can be a struggle 
to return to basic activities. “There 
are effective coping mechanisms 
and skills to use to make it through 
that,” she said. “We really needed 
to provide some support to get her 
back to full duty.”

Rachel feared reinfection, which 
is not uncommon among frontline 
healthcare workers.

“We realize that as these variants 
change, the experience of being 
reinfected is going up, so these are 
real fears that exist,” Kofeldt noted. 
“How do you cope with that and 
manage to continue your full work 
duties in light of the realities of the 
risks that you’re facing?”

Cause Still Unknown

Although it is more than two 
years into the pandemic, long 
COVID is poorly understood, 
and treatment often focuses on 
improving specific symptoms like 
fatigue and shortness of breath. 
Even definitions of the condition 
vary.

“The CDC definition [of long 
COVID is] new and returning, 
or ongoing health problems in 
people who are at least four or more 
weeks after the first infection with 
SARS-CoV-2,” Akiko Iwasaki, 
PhD, professor of immunobiology 
at Yale University, said in a recent 

interview.2 “The WHO definition is 
similar, but they usually say within 
three months of initial diagnosis 
and symptoms lasting for over two 
months.”

More than 200 distinct symp-
toms have been reported in these 
patients. “That includes things like 
memory impediments and GI symp-
toms,” Iwasaki explained. “There are 
many, many different organ systems 
involved. If you look at all the dif-
ferent surveys, fatigue is the No. 1 
symptom that’s being reported, fol-
lowed by cough, headache, muscle 
pain. Loss of taste and smell is also 
one of the top symptoms, as well as 
sore throat and shortness of breath.”

Long COVID manifests in 
different ways. Half of patients with 
severe COVID-19 may experience 
these lingering symptoms after 
discharge.

“[In contrast], people who 
had mild or even asymptomatic 
infections can develop long COVID 
over time within about three months 
of that infection,” Iwasaki said. “That 
tends to be between 5% to 30% [of 
patients]. They vary because we don’t 
have a universal definition of long 
COVID.”

Scientifically, the cause of the 
condition remains unknown. 
However, one current hypothesis 
is persistent virus or viral remnants 
in tissue, such as RNA, protein, 
or both, are triggering chronic 
inflammation in long COVID 
patients.

“The other hypothesis is autoim-
munity,” Iwasaki said. “An acute 
respiratory infection can induce 
autoimmune conditions in some pa-
tients. Once that has developed, it’s 
very difficult to reverse that process. 
That could be happening in a subset 
of long COVID patients.”

There also are theories about 
dysregulation of the gut microbiome 
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and reactivation of latent viruses 
like Epstein-Barr. “Long COVID is 
likely composed of multiple diseases 
that are under one umbrella, but 
it needs to be really disassociated 
and disentangled,” Iwasaki said. 
“We are basically monitoring every 
possible parameter in the patient so 
we can understand if there may be a 
persistent virus or RNA, or a latent 
virus reactivation, or autoimmunity.”

Brain imaging studies have 
revealed reduction in gray matter, 
possibly contributing to the common 
symptom of “brain fog.” These brain 
changes have been seen even in 
patients not severely infected enough 
to be hospitalized.

“What can explain these kinds 
of brain mass reduction?” Iwasaki 
asked. “It’s unclear, but I believe 
inflammation is involved.

Many people improve, but there 
are cases where some symptoms 
linger indefinitely. “If you follow the 
course of these symptoms over time, 
there’s a definite gradual reduction, 
but it’s not going to zero,” Iwasaki 
said. “[There is a] fraction of people 
who are still suffering after two 
years of having had COVID. How 
do we treat those people? Is there 
something that we can do to reset or 
reverse the disease? Again, depending 
on the disease etiology, the treatment 
will be quite different.”

Many of Iwasaki’s recommenda-
tions, including forming a task force 
on long COVID with representa-
tives from multiple federal agencies, 
were recently adopted in a plan 
announced by the Biden adminis-
tration. (For more information, see 
related story in this issue.)

“There are many agencies that 
are working on long COVID, but 
the coordination is lacking so far,” 
Iwasaki said. “There needs to be a 
consensus-based guideline for these 
interdisciplinary care models for 

clinical treatment and management 
of long COVID.”

Do Not Reinvent  

the Wheel

Meanwhile, healthcare workers 
with long COVID are being treated 
with rehabilitation approaches used 
for similar conditions caused by 
other viruses.

“Many of these cases may have a 
common pathway with things like 
chronic fatigue syndrome, post-
infectious issues like Epstein-Barr 
virus, and mononucleosis,” Steve 
Wiesner, MD, Northern California 
Kaiser Permanente On-the-Job 
Medical Director for Workers’ 
Compensation Services, said at the 
AOHP webinar.

There are myriad symptoms 
associated with long COVID, but it 
is best not to overwhelm the patient 
with multiple diagnoses. “Let’s not 
forget our general rehab principles,” 
Wiesner said. “We take the patient 
where they are, we identify what 
their functional limitations may 
be, we develop an integrated rehab 
approach, and we support them 
to regain their highest level of 
functioning. We’ve been here before 
— let’s not recreate the wheel. Let’s 
learn from some of these challenges 
that long COVID is creating.”

Engaging the patient means 
understanding where they are, and 
that is essentially practicing empathy. 
“We should be showing empathy 
in trying to better understand what 
the patient is experiencing, putting 
ourselves into that situation, and 
then developing clear expectations 
and goals that are realistic for them 
to get them back to their highest 
level of functioning,” Wiesner said.

The fatigue component and any 
cognitive challenges experienced by 

the worker may call for bringing 
in allied health professionals and 
medical subspecialties.

“One of the most important areas 
to help engage the patient is really 
looking at not only managing their 
symptoms, but validating what those 
symptoms are,” Wiesner said. “[Make 
it] very clear to the patient that ‘I 
understand what you’re experiencing 
based on what you’ve shared with 
me.’”

In emphasizing you understand 
what the patient is describing, give 
specific feedback on their condition 
— a practice that also creates the 
opportunity for them to correct you 
if the information is inaccurate.

“You can say, for example, ‘I 
understand you are having fatigue 
and it’s at the level where you feel 
like you have to go to bed earlier 
than you want to, or you don’t get to 
accomplish all of your personal goals 
because of this level of tiredness,’” 
Kofeldt said. “‘You’re not having 
any more issues with smell. Your GI 
system’s been better; not quite 100%, 
but maybe around 80%.’ Being able 
to reflect that back is really helpful, 
and it gives them the opportunity to 
really feel like you’re hearing them.”

Cognitive behavioral therapy 
works within a causative triangle of 
thoughts, feelings, and behaviors, 
Kofeldt said, emphasizing the goal 
is to convince the patient to take 
action. This goes beyond traditional 
talk therapy in encouraging the 
patient to make behavioral changes 
needed to fully recover.

“I can sit and talk to them for 
hours about, ‘Yes, it’s scary, but your 
risk is really low — let’s really talk 
about the likelihood that X or Y will 
happen,’” Kofeldt explained. “Well, 
X already happened, and I’ve seen Y 
happen to a bunch of other people, 
and so I’m not going to change their 
way of thinking without them giving 
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them the opportunity to engage in 
changes in their behavior that assists 
in supporting their self-efficacy and 
their ability to cope with stressful 
situations.”

That moves the therapy into 
an “exposure” realm performed 
in a compassionate and gradual 
way to boost competency. Still, 
some healthcare workers with long 
COVID feel they cannot return to 
work.

“From a psychological perspective, 
we talk about the end goal,” Kofeldt 
said. “‘Where do you see yourself? 
What do you want to get back to?’ 
Then, we talk about those kind of 
thoughts that are interfering and 
getting in the way. ‘How are your 
thoughts impacting your beliefs and 
your feelings about what you believe 
you can and cannot do?’ In this case, 
we’re thinking mostly of the avoid-
ance behavior. ‘I’m avoiding going 
back to work, but even more than 
that, maybe I’m avoiding leaving my 
house.’”

One of the most basic and 
effective coping skills Kofeldt begins 
with is breathing exercises. “We all 
know breathing is essential to life, 
to calmness, to well-being, so that’s 
a key and prime example and a 
place to start with a psychological 
intervention that helps people cope 
with what they’re feeling,” she said.

Subclinical anxiety and depression 
may be present — not on the level 

of a medical disorder, but enough to 
undermine a return to work.

“The real key factor here is getting 
the return to work to happen,” 
Kofeldt said. “The longer they’re off, 
the longer that anxiety builds, the 
longer they have no evidence for 
their ability to handle that anxiety 
or depression, and the more severe it 
becomes. Long COVID can be three 
to six months down the road. That’s 
a long time to be off work. If they’re 
off three to six months, chances are 
pretty high they’re going to be off 
another three to six months. If we can 
get that intervention done at the four- 
to eight-week level, we are way more 
likely to get them back to work.”

As one might expect, someone 
with long COVID who is trying 
to return to work may experience 
many psychological factors. What 
healthcare workers are going back to 
should not be minimized, Kofeldt 
said.

“Those work-related psychosocial 
factors and stressors are really key 
here,” she said. “Even if you’ve 
worked with the same team for years 
in a hospital facility, people change 
through this. Their tolerance for 
stress changes, and so your workplace 
is going to look different.”

In addition, employees may hold 
legitimate concerns about returning 
to an environment from which 
COVID-19 could be brought home 
to children or elderly parents. Then, 

there is the rough tumble of the 
daily healthcare environment, which 
could include patients with negative 
attitudes and misinformation about 
COVID-19.

“Being in the hospital or 
emergency care settings, as in this 
example of a paramedic, and trying 
to treat people who are giving you a 
hard time about wearing your mask 
— how do you handle that?” Kofeldt 
asked. “Similarly, how do you handle 
people’s different reactions to being 
vaccinated vs. not?”

Guarding, self-protective behavior 
might manifest in the returning 
worker. “There are all of those 
anxieties about making yourself 
worse, feeling like your workplace 
isn’t supporting you in whatever 
restrictions that have been placed 
on your activity — catastrophizing,” 
Kofeldt said. “Those are some of the 
psychosocial factors.”

The EMT Recovers

Setting expectations is one thing, 
but managing those expectations 
is quite another. “There may be 
consequences for that individual, 
but that doesn’t mean that we focus 
only on getting them back to work,” 
Wiesner said. “We focus on getting 
them the resources to resume life at 
the highest level of function. That 
may not include, in their priorities, 
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returning to work. If we ignore that, 
we’re not helping the patient.”

Rachel, the EMT in the case 
example, successfully completed seven 
cognitive behavioral therapy sessions 
and returned to work.

Her functional capacity was 
measured before and after treatment, 
using an assessment that looks at four 
major areas on a zero to 10 scale. The 
first area is work preparedness.

“These are things like getting up 
and getting ready in the morning, 
getting to work on time, feeling 
like they have the energy to do the 
tasks that they need to do,” Kofeldt 
explained. Rachel went from a four to 
10 on this measure.

Similar gains were recorded 
in stamina and performance, and 
mental focus and flexibility, but 

Rachel struggled with interpersonal 
interaction and communication.

“She was really suffering there — 
she rated herself as a zero,” Kofeldt 
said. “We’re looking at not only physi-
cal deconditioning through COVID, 
but also emotional deconditioning. 
How do I interact with people, how 
do I get up, especially in this high-
contact sort of paramedic job? How 
do I tell people about how to be better 
themselves if I don’t feel good?”

Focusing on this area and working 
on social skills brought the patient up 
to a nine, but a person does not have 
to be rated a nine or 10 to go back to 
work.

“We don’t have to be at a perfect 
level. We really want to have a realistic 
expectation,” Kofeldt said. “This 
individual did go back to full-duty 

work, with all the domains improved 
as she used her coping skills. As I 
mentioned, breathing is a big one to 
manage her anxiety, also being able to 
reframe automatic negative thoughts, 
identify the triggers that stressed her 
out, and regulate her emotions. This 
was really a great success story for this 
patient.”  n
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White House Targets Long COVID
Call for a research action plan to treat chronic condition

The Biden administration has 
launched a major initiative to 

bolster research on long COVID 
and improve the health of patients 
diagnosed with the mysterious 
collection of ailments.

On April 5, President Biden 
directed the Department of Health 
and Human Services to “develop 
and issue the first-ever interagency 
national research action plan on long 
COVID. The effort will advance 
progress in prevention, diagnosis, 
treatment, and provision of services, 
supports, and interventions for 
individuals experiencing long 
COVID and associated conditions.”1

The initiative also will address 
the effects of long COVID on 
high-risk communities. It also will 
provide services to those dealing 
with a COVID-19-related loss as 

well as people with mental health 
and substance abuse issues related to 
the pandemic. Long COVID may 
be a cause of disability that would 
be subject to existing federal anti-
discrimination laws.

“The administration recognizes 
that the COVID-19 pandemic has 
resulted in new members of the 
disability community and has had a 
tremendous impact on people with 
disabilities,” the White House noted.

The action calls for measures that 
include:

• Launching Centers of Excellence 
based on ongoing and emerging 
research to determine how healthcare 
systems can better care for patients 
with long COVID;

• Expanding long COVID clinics, 
such as those established in 18 VA 
facilities;

• Promoting provider education 
and clinical support, including a new 
long COVID ICD-10-CM code 
(U09.9). Insurance coverage for long 
COVID is bolstered in state Medicaid 
and Children’s Health Insurance 
Program.

“Additionally, the essential health 
benefits provided by the Affordable 
Care Act generally provide coverage 
for the diagnosis and treatment of 
COVID-19, including long COVID, 
though coverage and cost-sharing 
details vary by plan,” the White 
House stated.  n
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Nurse Conviction for Medical Error  
Roils Patient Safety, Nursing Groups
A ‘dangerous precedent’ that will make patients less safe

P atients became less safe on 
March 25, when former 

registered nurse RaDonda Vaught 
was convicted of negligent homicide 
and sentenced to prison for giving 
a patient a fatal dose of the wrong 
medication, medical and nursing 
groups emphasized.

“We are deeply distressed by this 
verdict and the harmful ramifications 
of criminalizing the honest reporting 
of mistakes,” the American Nurses 
Association and Tennessee Nurses As-
sociation said in a statement. “Health-
care delivery is highly complex. It is 
inevitable that mistakes will happen, 
and systems will fail. It is completely 
unrealistic to think otherwise. The 
criminalization of medical errors is 
unnerving, and this verdict sets into 
motion a dangerous precedent.”1

But the jury did not see it that 
way for Vaught, also convicting 
her of neglect for not monitoring 
the patient after administering the 
wrong medication. She faces from 
one to six years in prison based on 
the sentencing guidelines for the two 
charges.

The incident occurred in 2017 at 
Vanderbilt University Medical Center 
when a 77-year-old patient requested 
medication to ease her claustropho-
bia before undergoing a PET scan. 
Vaught was instructed to give the 
patient Versed, a calming sedative. 
Instead, she administered vecuronium 
— a powerful neuromuscular agent. 
The patient died of paralysis and 
cardiac arrest. Regarding the monitor-
ing charge, reports indicated a room 
camera was on the patient but the 
video was not sufficient to tell if she 
was breathing.

Records show Versed was in the 
drug dispensing cabinet. But after 
performing a manual override, 
Vaught typed in VE — the first two 
letters of the drug name — and 
mistakenly selected vecuronium, 
according to an investigation by 
Department of Health and Human 
Services.2

In 2021, Vaught testified before 
the Tennessee Board of Nursing, 
admitting she was “complacent” and 
“distracted” and did not double-
check the drug selection. “I know the 
reason this patient is no longer here is 
because of me,” she told the board.3 
“There won’t ever be a day that goes 
by that I don’t think about what I 
did.”

To Err is Human, the 2000 
Institute of Medicine (IOM) Report 
that sparked the modern patient 
safety movement, emphasized the 
tens of thousands of deaths that occur 
annually due to medical errors are 

primarily systems errors and “the 
convergence of multiple contributing 
factors.”4

“Blaming an individual does not 
change these factors, and the same 
error is likely to recur,” the IOM 
reported. “Preventing errors and 
improving safety for patients require a 
systems approach in order to modify 
the conditions that contribute to 
errors. People working in healthcare 
are among the most educated and 
dedicated workforce in any industry. 
The problem is not bad people; the 
problem is the system.”

‘Chilling Effect’

The verdict was disturbing 
on multiple levels to the medical 
community as healthcare workers are 
battling a two-year pandemic and 
many are leaving the field. Knowing 
they could face criminal charges for 
a medical error is likely to worsen 
the situation, and clinicians are less 
likely to report mistakes that could be 
corrected if brought to light.

Robyn Begley, DNP, RN, NEA-
BC, FAAN, chief nursing officer for 
the American Hospital Association 
and CEO of the American 
Organization for Nursing Leadership, 
said the verdict will have a “chilling 
effect” on patient safety.

“Criminal prosecutions for 
unintentional acts are the wrong 
approach,” she said in a statement. 
“They discourage health caregivers 
from coming forward with their 
mistakes, and will complicate efforts 
to retain and recruit more people 
in to nursing and other healthcare 

“PEOPLE 
WORKING IN 
HEALTHCARE 

ARE AMONG THE 
MOST EDUCATED 
AND DEDICATED 
WORKFORCE IN 
ANY INDUSTRY. 
THE PROBLEM IS 

NOT BAD PEOPLE; 
THE PROBLEM IS 

THE SYSTEM.”
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professions that are already 
understaffed and strained.”5

“Many medical errors are 
preventable, and this incident 
underscores a systemic problem 
rather than an employee issue,” 
Michael Ramsay, MD, CEO 
of the Patient Safety Movement 
Foundation, said in a statement. “The 
underlying question should be, ‘How 
do we prevent this from happening 
again?’”6

While noting medical errors are 
one of the leading causes of death, 
the state board of nursing’s action of 
barring Vaught from practicing as 
an RN should have been sufficient 
punishment in the case, the Academy 
of Medical-Surgical Nurses (AMSN) 
noted.

“AMSN believes legal proceedings 
in this situation were unwarranted, 
inappropriate, and unnecessary,” the 
nursing group said. “The patient’s 
family did not wish to see her 
criminally charged. Medical errors 
are rarely solely the fault of the 
individual committing the error. 
As such, hospitals and healthcare 
facilities have been encouraged to 

implement a just culture, intended to 
understand the systems failures that 
allowed an error to occur.”7

The result will be to instill 
“more fear in a health workforce 
already stretched to its breaking 
point,” according to the Institute for 
Healthcare Improvement (IHI). “All 
health workers, and especially nurses, 
need to feel our support right now. 
… This case has already damaged 
patient safety. Were this practice 
to be repeated in future cases of a 
serious or fatal error, there will be 
more damage, less transparency, less 
accountability, and more lives lost.”

Instead, the case should be a 
“wake-up call” for healthcare leaders 
to proactively identify system flaws 
and breakdowns that may lead to a 
medical error, the IHI said.  n
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Drug Diversion: A Risk to Patients,  
Health Workers, and the Institution
Expert: If you are a healthcare employer, you have a drug diversion problem

By Greg Freeman

D rug diversion is an ongoing 
problem for healthcare 

organizations. Employee health 
professionals are not only tasked 
with identifying workers with 
drug addictions to move them into 
treatment. In identifying diverters, 
they are protecting patients and 
mitigating their institution’s 
substantial liability risk.

The risks to employers can take 
more than one form, says Carol 
Michel, JD, partner with Weinberg 
Wheeler Hudgins Gunn & Dial in 
Atlanta. First, an employee who steals 
a narcotic and uses it while at work is 
a danger to patients.

“They have an employee or pro-
vider who is working for them who, 
based on their impaired judgment, 

could commit malpractice or similar 
acts, which the employer could then 
be held liable for,” Michel explains. 
“That is true particularly if the em-
ployer did not enact the appropriate 
safeguards to prevent diversion.”

For example, the patient may 
sue for unnecessary harm if an 
anesthesiologist is stealing pain 
relievers prescribed for the patient, 



68   |   HOSPITAL EMPLOYEE HEALTH® / June 2022

Michel says. Or, the employer could 
be sued if a healthcare employee 
diverts drugs and causes a car accident 
while under the influence.

“The person under the influence 
also might make a medical error, 
and the employer is sued for medical 
malpractice,” Michel says. “There also 
might be some creative thinking by a 
lawyer when an employee is diverting 
drugs that make their way to the 
black market.”

Drug diversion cannot be 
completely prevented in a healthcare 
workforce because certain employees, 
such as anesthesiologists, must 
have access to restricted drugs. But 
healthcare employers must take all 
necessary steps to minimize the risk of 
diversion.

“Even if it is impossible to com-
pletely prevent diversion, you must be 
able to show you did all you could to 
limit diversion and promote patient 
safety,” Michel says. “If you can show 
that you are doing what the cur-
rent thinking is to identify and stop 
diversion, certainly that works in your 
favor when any claims are made. You 
want to show that you recognized it 
is an issue and you took reasonable 
steps.”

Diversion Happens 

Everywhere

It is difficult to overstate the 
seriousness of the drug diversion 

risk, says Jacqueline von Zwehl, 
CEO of Scripps Safe, a company in 
Naples, FL, that provides narcotics 
transportation, storage, and 
dispensing options. Mathematically 
speaking, it is not a question of 
whether you have a drug diversion 
problem, she says — you already do.

“We have data showing that 14% 
to 15% of all healthcare employees 
have or have had a drug addiction 
problem. The question is whether 
you know how to identify the 
problem, how bad it is, and [if ] you 
know how to address the risks,” von 
Zwehl says. “These are the questions 
[employee health] should be asking 
themselves. You have to acknowledge 
that if you are a healthcare employer, 
you have a drug diversion problem, 
and the real question is how you are 
handling it.”

There are several ways to 
mitigate the risk, von Zwehl says. 
Consultants can come in and assess 
operations, giving a thorough and 
honest outsider’s assessment of 
the organization’s strengths and 
weaknesses regarding drug diversion. 
A key step is to ensure no known risk 
gaps are overlooked.

“Internally, it is difficult to 
determine those risks because you 
are understandably blinded to 
some things that might be more 
obvious to an independent third 
party,” she says. “Additionally, it 
gives you liability protection to 
have a third party come in and 

assess your operations. You can say 
that you brought this company in, 
they made recommendations, and 
here is how you implemented those 
recommendations.”

Dealing with the human side of 
drug diversion can be tricky, von 
Zwehl says. No organization wants to 
treat valued employees like potential 
drug abusers, or expect employees 
to look at co-workers in that light, 
but it is important to educate staff 
about the potential for drug diversion 
and how it can affect patient safety. 
Policies and procedures must be in 
place for employees to report their 
concerns if something involving 
restricted drugs does not seem right.

“We know that the problem 
is getting worse, not better. The 
statistics we’re seeing from various 
reporting agencies is that drug 
diversion is on the rise,” von Zwehl 
says. “It’s happening across the entire 
healthcare spectrum.”

Unused Medications  

at Risk

Some drug diversion occurs with 
medications that are unused by 
patients and improperly discarded. 
A recent report from Stericycle, 
a compliance company based in 
Bannockburn, IL, revealed drug 
diversion is the top concern regarding 
the improper disposal of healthcare-
generated waste.1 In a recent survey 
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of healthcare workers, more than 
half (56% of providers and 60% 
of administrators) said improperly 
disposed pharmaceutical waste is one 
of the biggest contributors to the 
opioid epidemic.

“Not only do healthcare providers 
and administrators alike believe 
that improper pharmaceutical 
waste disposal is one of the biggest 
contributors to the opioid epidemic 
overall, but the majority of providers 
(93%) and administrators (88%) 
surveyed also have concerns with 
pharmaceutical management in an 
at-home care setting,” the report 
authors noted. “Fifty-two percent of 
providers and 64% of administrators 
also believe it has been easier for 
opioids to get into the wrong hands 
during the pandemic. These factors 
combined are a cause for concern, 
and the majority of providers (92%) 
and administrators (88%) agree that 
this puts the health and well-being of 
their communities at risk.”

Fentanyl is consistently the drug 
most likely to be diverted, according 
to Doug Zurawski, PharmD, senior 
vice president for clinical strategy at 
Kit Check, a company in Alexandria, 
VA, that provides automated and 
intelligent medication management. 
Many hospital employees suspected 
of drug diversion move on to other 
facilities before investigations are 
closed or confirmed, he says.

Radio frequency identification 
(RFID) is an increasingly common 
tactic for combatting drug diversion. 
Some technology available shows 
when medication containers have 
been opened. The problem remains 
significant, Zurawski says, with 50% 
of hospitals reporting to his company 
that they did not know what they 
would do if they identified a possible 
diverter.

The three most common areas 
targeted for diversion of medications 

are from patients, dispensing cabi-
nets, and wasting of medications.

“Over 92% of those we surveyed 
believe that the processes and 
solutions they have in place make it, 
at a minimum, somewhat difficult to 
divert medications,” Zurawski says.

Hardware, Technology 

Solutions Available

Hardware that can make drug 
diversion more difficult, such as 
secure dispensing cabinets and 
technology that can track sensitive 

drugs, are some of the best solutions 
available to healthcare organizations, 
von Zwehl says. But she notes these 
solutions will not be effective without 
a comprehensive drug diversion 
prevention program.

The diversion, substation, 
adulteration, or dilution of any 
drug intended for a patient can 
significantly affect patient safety and 
lead to substantial liability risk, von 
Zwehl notes. The consequences can 
include serious injury or death. Most 
often, the consequences result in a 
patient experiencing serious pain and 
distress that could result in liability. 
Unrelieved pain can lead to direct 
physical consequences as well.

“These things are happening 
across the country. For everyday 
people who are the recipients of 
healthcare, drug diversion is a 
threat to the integrity of the entire 
healthcare system,” von Zwehl says. 
“You can’t have healthcare without 
the safe flow of narcotics. If that 
is compromised in any way, it is a 
disruption to the entire healthcare 
system.”

Drug diversion occurs in all 
healthcare settings, even veterinary 
care. In addition to drugs popular 
for abuse, like fentanyl, diversion 
can happen with non-recreational 
drugs that are high value, like birth 
control drugs, von Zwehl notes. In 
those cases, the concern is more over 
the monetary loss than any threat to 
patients.

“In the hospital setting, we’re 
looking much more at narcotics like 
fentanyl, the Oxy family, painkillers 
of all types. Those are more serious 
and have much more frightening 
consequences when they are 
diverted,” von Zwehl notes.

The COVID-19 pandemic has 
prompted a huge rise in addiction 
to both legal and illicit drugs, von 
Zwehl says. This has caused an 
increase in drug diversion within 
healthcare facilities. In many cases, a 
user begins with a lawful prescription 
for a painkiller and then migrates to 
doctor-shopping, street purchases, 
and if the user has any access within 
a healthcare organization, drug 
diversion.

Among healthcare employees, 
the highest risk for drug diversion is 
with nurses, von Zwehl says. They 
have extremely high-stress jobs and 
relatively easy access to controlled 
substances.

The drugs most at risk for 
diversion within a hospital are 
opioids, depressants, and stimulants 
like Adderall and Ritalin. Stimulants 
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Mayo Clinic Reduces Propofol Waste to Zero
By Greg Freeman

A propofol disposal initiative at  
 Mayo Clinic in Rochester, MN, 

reduced the number of full propofol 
bottles in an ICU waste bin to zero, 
successfully addressing drug diversion 
at the facility.

Initially, 44.1% of propofol 
bottles in waste bins were full 
before the intervention. The effort 
was replicated in other units where 
propofol use is common — and 
diversion is tempting.

The initial project was aimed at 
reducing the risk of drug diversion 
and diminishing the environmental 
effect of medication discarded 
down the sink, explain Michael T. 
Ring, MSN, RN, nurse manager, 
and Dale M. Pfrimmer, MS, RN, 
hospice coordinator. Their work 
was supported by the American 
Association of Critical-Care Nurses.

Charcoal and Bottle 

Openers

The intervention team selected the 
ICU with the highest propofol use 

and replicated the disposal process 
used in Mayo Clinic operating 
rooms. In those units, staff use 
activated carbon pouches and bottle 
cap removal tools to empty and 
neutralize the propofol containers.

The team provided some of the 
same tools in each ICU room at 
the nurses’ workstation, Ring and 
Pfrimmer explain. They conducted 
audits of unsecured waste bins 
before the intervention, and they 
surveyed staff on institutional policy 
awareness and disposal processes 
before and after the intervention. 
The results of the initial survey 
indicated significant concern for 
drug diversion risk.

“Propofol disposal in the 
ICU had been identified as an 
opportunity for improvement, and 
a risk point for drug diversion, 
by our internal multidisciplinary 
drug diversion prevention team,” 
Pfrimmer says. “When walking 
through the ICUs, we noticed 
propofol not being disposed of 
properly, with full and near-full 
bottles sitting in glass waste bins. 

Photos of the full bottles were used 
in the education modules for staff 
and helped drive the need for change 
home and gain end user buy-in.”

The team sought approval for 
this improvement project from the 
multidisciplinary drug diversion 
prevention team. They used a quality 
improvement structure, the Plan-
Do-Study-Act format, to measure 
the success of the project. They met 
with the ICU nurse managers to 
gain their support and buy-in before 
meeting with the ICU nursing staff.

Some Challenges

Ring says the project went 
smoothly, although a few 
notable challenges arose during 
implementation.

“We successfully went into each 
patient room in the cardiovascular 
surgery ICU and installed the bin 
and bottle-opening tool next to the 
nurse’s workstation. Nurses who were 
working on shift that day were very 
engaged and assisted with locating 
the bins in the ICU room and asked 

are most popular for diversion with 
students and other young people, 
while depressants are more popular 
with older people, she says. Opioids 
are a drug diversion risk across all age 
groups.

“Opioid abuse usually begins 
post-surgery or after some medical 
event in which you are legitimately 
prescribed opioids for the first 
time,” von Zwehl says. “It becomes 
something that crosses the line from 
legitimate medical use to an actual 
addiction. If you are a healthcare 

employee, you may have access to 
these drugs that the average person 
does not.”

In a hospital setting, diversion is 
almost always committed by employ-
ees, von Zwehl says. Patients rarely 
are involved, but pharmacies also can 
be subject to intrusions by outsiders.

Diversion can happen at any 
point in the supply chain. It may be 
when the medications are delivered 
to the hospital, at some point in the 
pharmacy process, or at the patient’s 
bedside.

“There can be a break in the 
chain of custody in which someone 
figures out a way to divert a part of 
the medication inventory, thinking 
no one will notice,” von Zwehl says. 
“It’s a problem that needs constant 
attention.”  n
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COMING IN FUTURE MONTHS

clarifying questions to the process,” 
Ring says. “Shortly after installation, 
nurses began disposing propofol in 
the activated carbon pouches with 
success, and the pouches filled up 
quite quickly.”

Several days after installation, the 
team received word the now-heavy 
bins were falling off the workstations 
because the adhesive was not strong 
enough, and some of them were 
going missing from the rooms.

“We later discovered that 
environmental services was removing 
them from rooms during cleaning as 
they were not yet familiar with these 
and did not know to leave them 
in-room, especially as they were not 
secured to the workstations following 
the adhesive failure,” Ring explains. 
“In response, we immediately 
communicated with the staff that a 
solution was coming. We obtained 
stronger adhesive and reinstalled all 
the bins in each patient room.”

The team replaced bins/tools in 
rooms where they were missing. This 
also provided a unique opportunity 
to educate additional staff in the 
rooms and engage them in the 
process.

In a positive twist, the sight 
and sound of the bins dropping off 
the workstations created quite a 
“splash” and helped create additional 
awareness for the pilot project, Ring 
says.

Most Bottle Caps 

Removed

Widespread adherence to this 
disposal process was demonstrated 
by the removal of propofol caps in 
nearly 90% of bottles audited, Ring 
says. The remaining 10% of bottles 
were empty, and therefore did not 
need their caps removed to dispose 
of the unused contents.

“Overall, pre-pilot we discovered 
over 44% of discarded bottles 
contained at least 5 mL of propofol. 
These bottles were found in 
unsecured waste bins in the ICU 
rooms, where a staff or family 
member could open the bin and 
retrieve full or partially full propofol 
bottles,” Ring explains. “Following 
our intervention, we found 0% of 
discarded bottles to contain propofol 
during two post-intervention audits, 
both at one month and six months 
after intervention.”

The team aimed to reduce a key 
risk point that could lead to drug 
diversion and/or harmful events 
in the future, Ring says. Although 
this project did not completely 
eliminate all areas of risk associated 
with propofol or other controlled 
substances, they determined it was a 
step in the right direction — a step 
already performed in the operating 
room practice.

“We learned that staff engagement 
was key, through gathering feedback 
through surveys and all-staff 
meetings, one-on-one educational 
sessions at the bedside during 
installation twice, and marketing 
flyers and email communications 
to provide the background and the 
‘why,’” Ring explains. “We also 
learned, chiefly from staff feedback, 
that this process had to be easy and 
within the nurse’s workflow to be 
successful.”

Previous practice included 
disposing of propofol down the sink 
or in the waste bin directly, so the 

team had to design a process that 
was as easy and direct as possible, 
Ring says. They also determined 
having the right tools, including a 
specially designed bottle cap opener 
and activated charcoal pouch, 
installed at the right location (with 
strong adhesive or screws), created a 
sustainable solution that remains in 
use.

Multidisciplinary 

Approach Key

Pfrimmer notes the multidisci-
plinary approach was key, as nursing, 
pharmacy, and supply chain all played 
important roles in this project.

“We would encourage others 
to critically examine their practice, 
especially high-risk areas such as 
operating rooms, procedural areas, 
emergency departments, and ICUs 
for risk points for drug diversion, 
and implement change to mitigate 
those risks,” he says. “Be proactive to 
identify risks rather than reactive after 
a diversion event.”

Solutions should fit within clinical 
staff workflows without adding non-
value-added steps. Making it easy for 
the end user to do the right thing was 
key to this project’s success.

“Having the bottle-opening 
tool available, and tethering it to 
the container holding the charcoal-
activated pouch, ensured the tool 
would not go missing, and increased 
the sustainability of the project,” 
Pfrimmer says.  n
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1. Caregivers for long COVID 

in healthcare workers talked 

of practicing empathy and 

validating the person’s 

experience by:

a . asking them to write down their 

symptoms and read them out 

loud .

b . reminding them of goals they 

have not accomplished .

c . keeping a calendar showing 

how many days they have taken 

off .

d . repeating their reported 

symptoms to show 

understanding .

2. In the example case of an EMT 

with long COVID, which area 

of functional capacity was the 

most difficult to recover?

a . Work preparedness

b . Interpersonal interaction and 

communication

c . Stamina and performance

d . Mental focus and flexibility

3. According to medical and 

patient safety groups, if 

healthcare workers know they 

can be criminally charged for 

medical errors, they will:

a . practice extreme diligence .

b . report actions by colleagues .

c . be reluctant to report medical 

errors .

d . seek legal protection from 

liability .

4. According to Jacqueline von 

Zwehl, data show 14% to 15% 

of all healthcare employees:

a . are currently diverting drugs for 

personal use .

b . are traveling workers who may 

divert and then go to another 

hospital .

c . know a colleague who is 

diverting drugs .

d . face, or have faced, a drug 

addiction problem .




