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OSHA to hospitals: Do the right thing 
by making worker safety a priority
But will a ‘bully pulpit’ work without bully power? 

While there is no national standard requiring safe patient handling, the 
U.S. Occupational Safety and Health Administration is making an 
all-out appeal to hospitals to do the right thing — and to recognize 

the potential cost-savings.
OSHA launched an extensive website (www.osha.gov/hospitals) that focuses 

primarily on the No. 1 source of injury at the nation’s hospitals with self-assess-
ment tools and checklists, sample safe patient handling policies, and training 
and evaluation documents. OSHA also provides “best practice” case studies of 
hospitals that have reduced injuries and workers’ compensation costs.

“These materials highlight hospitals that embraced a culture of safety that 
benefit both patients and workers,” OSHA administrator David Michaels, 
MD, MPH, said in a telephone press conference.

OSHA makes the case for a greater emphasis on injury prevention, noting 
that “hospital work can be surprisingly dangerous.” It presents bar graphs and 
pie charts to show that hospitals consistently report more serious injuries than 
other private sector employers.

The site also relies heavily on publications from a variety of organizations, 
such as the well-regarded “Beyond Getting Started” guide on safe patient 
handling from the Association of Occupational Health Professionals in Health-
care (AOHP) and the Safe Patient Handling and Mobility Interprofessional 
National Standards of the American Nurses Association (http://nursingworld.
org/SPHM-Standards).

In fact, the quantity of information on the site can be a little overwhelming, 
says Dee Tyler, RN, COHN-S, FAAOHN, AOHP executive president and 
director of medical management for Coverys Insurance Services in Lansing, MI.

While she lauds OSHA for providing a one-stop spot for safe patient han-
dling resources, she suggests that the site could be even more helpful with a 
shorter executive summary or even a PowerPoint presentation. She also would 
like to see one other change: “It doesn’t speak to the role of the occupational 
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health professional or occupational health nurse. 
They’re a vital component to an effective interven-
tion,” she says.

The assessment tools on the site can help employee 
health professionals set priorities and make a case to 
hospital leadership, says Jaime Dawson, MPH, senior 
policy analyst at the ANA in Silver Spring, MD. 
“Helping the audiences assess the issue in their work-
place is an important first step,” she says.

OSHA boosts awareness of hazards

Will it work for OSHA to use a kind of “bully 

pulpit” to promote safety — without bully power? 
As OSHA notes on its site, other hazardous indus-
tries have made greater improvements in safety over 
the past two decades and construction and manufac-
turing are now safer than health care. Yet there are 
few OSHA regulations directed toward health care.

The agency takes years developing its regulations 
and often faces swift and stiff opposition from busi-
ness interests and political opponents. An Injury 
and Illness Prevention Program (I2P2) standard 
would require employers to identify and address job 
hazards, similar to the “safety and health manage-
ment system” OSHA recommends on the website. 
Michaels has called an I2P2 standard his “highest 
priority.”

But though the agency said it would release a draft 
version in January 2012, two years later there is no 
proposed rule. OSHA’s regulatory agenda from the 
fall of 2013 projects that a notice of proposed rule-
making will be issued in September 2014.

Even in the absence of new rules, some worker 
advocates applaud OSHA for promoting safety in 
hospitals and raising the awareness about the wide-
spread hazards.

“What they suggest is absolutely the correct way 
to approach safe patient handling in the workplace,” 
says Keith Wrightson, worker safety and health 
advocate with Public Citizen in Washington, DC, 
and co-author of the report, Health Care Workers 
Unprotected, which details the mismatch between 
OSHA enforcement action and the hazards in health 
care. [See HEH, September 2013, p.97.]

While Wrightson says that regulations are ulti-
mately needed to compel employers to address the 
hazards, he calls OSHA’s compendium of facts and 
tools “a great first step.”

It reflects a new emphasis on health care, which 
has the nation’s fastest-growing workforce, he says. 
“The economy switched from being industrial to 
service-based and OSHA has not been able to keep 
pace with that,” he says.

OSHA engaged The Joint Commission accrediting 
body to echo the importance of safe patient han-
dling. The Joint Commission promotes the concept 
of “high reliability,” which means an intense and 
comprehensive focus on safety within an organiza-
tion.

“Without an established, organization-wide 
culture of safety, neither patients nor workers can 
ever truly be safe,” Erin DuPree, MD, chief medical 
officer and vice president of The Joint Commission’s 
Center for Transforming Healthcare, said at the 
OSHA press conference.

The Joint Commission has published articles 
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about safe patient handling as part of its alliance 
with OSHA, but it has no standard that specifically 
calls for hospitals to have a safe patient handling 
program.

What about enforcement?

Some worker advocates are most concerned with 
what OSHA failed to mention in its expansive web-
based materials. For example, OSHA didn’t cite the 
role of state legislation. Nine states have regulations 
or laws requiring health care facilities to have a com-
prehensive safe patient handling program.

“They don’t mention enforcement or successes 
from enforcement,” says Mark Catlin, health and 
safety director for the Service Employees International 
Union (SEIU). “It’s an unusual missing piece. To 
tout it as a comprehensive look and to leave that out 
seems unusual.”

OSHA also may be getting some new scrutiny 
over the role of enforcement in reducing workplace 
violence hazards. U.S. Rep. George Miller (D-CA) 
and Rep. Joe Courtney (D-CT) asked the U.S. Gov-
ernment Accountability Office to assess “whether 
[OSHA] has taken sufficient steps to protect health 
care workers from exposure to workplace violence in 
health care settings” and whether a regulatory stan-
dard would provide better protection for health care 
workers.

Jonathan Rosen, CIH, an occupational safety 
and health consultant with AJ Rosen & Associates, 
LLC, in Albany, NY, and an advocate for workplace 
violence prevention, commends OSHA for its 2011 
compliance directive, which guides inspectors to use 
the agency’s general duty clause to address work-
place violence hazards. The Occupational Safety and 
Health Act states that employers have a “general 
duty” to maintain a workplace free of serious recog-
nized hazards.

Yet OSHA still needs a regulatory standard and 
stronger action against workplace violence, he says.

“Violence and safe patient handling are two of 
the leading causes of death and injury [in health 
care],” Rosen says. “It just doesn’t make sense. Why 
wouldn’t that be part of OSHA’s standards and 
enforcement?”

Workplace violence is mentioned as a hazard in 
hospitals in the new OSHA web-based guide, but 
without specific tools or resources. There is little 
information about other hazards, such as needle-
sticks, slips and falls, and exposure to dangerous 
drugs.

“It would have been better to say this is a look at 
ergonomic issues in health care,” says Catlin. n

‘Road map’ gives path 
for SPH success 
Oversight and communication are key

You bought lift equipment, trained your staff and 
added new patient mobility assessments. Yet 

your injuries continue. What gives?
You may still be missing some important elements 

of a comprehensive safe patient handling program. 
In its new “hospitals” website, the U.S. Occupational 
Safety and Health Administration (OSHA) offers 
some tools for assessing your program. (See OSHA 
checklist inserted in this issue.) 

OSHA also links to resources from other organiza-
tions, such as the Minnesota Hospital Association. To 
make the process simple yet thorough, the Minnesota 
Hospital Association has developed a “road map” 
for a comprehensive safe patient handling program. It 
provides specifics on such issues as how to create an 
oversight committee, what data to collect and report, 
and what to include in education of staff, patients and 
their families.

For example, the road map suggests that the safe 
patient handling committee should develop the busi-
ness case for the SPH program, using staff and patient 
injury data, cost-savings related to injury prevention, 
and regulatory requirements.

The hospital association provides a gap analysis 
tool to help hospitals identify the areas they’re miss-
ing on the road map. (A full set of safe patient han-
dling tools, including the gap analysis, is available at 
www.mnhospitals.org/patient-safety/current-safety-
quality-initiatives/patient-handling.)

The road map and gap analysis help streamline 
the efforts to build a successful program, says Julie 
Apold, MA, senior director of patient safety for the 
Minnesota Hospital Association in St. Paul. “It gives 
a real sense of structure [so hospitals] know what the 
goal is and they can systematically work toward that 
goal,” she says.

Minnesota is one of nine states that have laws 
requiring hospitals to maintain a safe patient handling 
program. For example, Minnesota law defines the 
role and composition of the Safe Patient Handling 
Committee and the required elements of SPH policies.

But the road map and gap analysis are based on 
lessons learned from best practices — which can ben-
efit any hospital, Apold says.

The MHA emphasizes the importance of building 
the SPH infrastructure with a committee, safe patient 
handling champion, and good data collection and 
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analysis before launching the program. “Take time to 
do that well and you’ll be more successful in the long 
run,” she says.

Having a problem getting employees to follow 
through with the safe patient handling protocol? The 
road map emphasizes communication — from expec-
tations of managers and staff to information about 
injuries and near-misses. That can be spread through 
newsletters, staff meetings and safety huddles.

“One of the best practices of the roadmap is to 
share data back to the staff — not just to tell numbers 
but to tell stories,” says Apold. We found that to be 
really effective, to make the connection of why this is 
important.”

Keep the safe lifting momentum

In its safe patient handling “roadmap,” the Min-
nesota Hospital Association advises employers to 
conduct continuous improvement, with these recom-
mended actions:

The facility has a process in place to address the 
following patient handling equipment issues on an 
on-going basis:

• conduct unit-level equipment needs evaluation at 
least annually. 

• Involve direct patient care staff in the on-going 
evaluation, selection and piloting of new products.

• Track equipment locations, storage and ensure 
accessibility.

• Track operational status and need for mainte-
nance of equipment/batteries/slings.

• Evaluate and replace equipment as needed.
• Ensure annual/preventative maintenance is 

accomplished.
• Track sling types, quantities, and condition. 
• Facilitate battery/sling/equipment orders when 

needed.
• A standard process to notify appropriate depart-

ment, e.g., maintenance, biomed, facilities manage-
ment, when patient handling equipment problems/
incidents arise.

• Ensure facility and manufacturer infection con-
trol requirements are followed. Consider additional 
measures for equipment in C. diff/isolation rooms 
(e.g., deeper cleaning of wheels and foot plates).

The facility has a process in place to continuously 
review safe patient handling processes and revise as 
needed through:

• On-going review of data, including staff injuries 
or near-misses.

• Feedback from staff to identify equipment and 
patient handling issues.

• On-going coordination with other unit champi-

ons including pressure ulcers, falls and infection pre-
vention champions.

The facility has processes in place to address safe 
patient handling physical environment issues on an 
on-going basis, including:

• During all remodeling or reconstruction of 
patient care areas as recommended by the safe Patient 
Handling committee and outlined in the program 
plan.

• In response to issues identified through injury 
data.

• In response to new technology evaluation and/or 
purchase. 

• Incorporation in regular environmental rounds, 
e.g., include safe patient handling considerations in 
falls environmental safety rounds.

• A process to implement recommendations result-
ing from environmental safety rounds. n 

CDC: Test workers 
for HBV immunity 
As many as 10% may be non-responders

A growing number of health care workers are com-
ing into their profession with childhood vaccina-

tion against hepatitis B virus (HBV). Yet 5% to 10% 
of them may unknowingly be non-responders to the 
vaccine, leaving them at risk if they have a blood-
borne pathogen exposure, according to the Centers 
for Disease Control and Prevention.

The most protective strategy would involve sero-
logic testing of these previously vaccinated employees 
at hire, the CDC says in newly released guidance.1 If 
they do not have antibody levels of at least 10 mIU/
ml, they should receive a booster dose of the vaccine 
and retesting, CDC says. They may receive up to 
three new doses of HBV vaccine, the agency says.

Yet CDC also says employers may adopt a post-
exposure approach, based on risk and cost factors. 
“The risk in certain occupations is an important con-
sideration, as well as whether the person is a trainee 
or a non-trainee,” says Trudy Murphy, MD, a medi-
cal epidemiologist and unit leader for CDC’s vaccine 
unit and a co-author of the guidance.

For example, some communities or hospital 
units may have a low prevalence of hepatitis B, and 
employees who are not involved in direct patient care 
would have a lower risk, she notes. Conversely, train-
ees have a higher rate of bloodborne pathogen expo-
sures and therefore would be at higher risk, she says.
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In a post-exposure program, health care workers 
would receive HBV serologic testing at the time of an 
exposure and would be revaccinated if they have anti-
body levels below 10 mIU/ml. If the source patient 
is hepatitis B surface antigen-positive or the HBsAg 
status is unknown, those exposed health care workers 
also would receive one dose of hepatitis B immune 
globulin.

A post-exposure approach hinges on prompt 
reporting and follow-up. Yet only about half (54%) 
of percutaneous and 17% of mucocutaneous expo-
sures are reported, CDC notes.

“The only way to ensure protection is to take a 
pre-exposure approach or to have exposures reported 
and managed at the time of the exposure,” says Mur-
phy. “The goal here is to make sure that all health 
care workers or personnel are protected against hepa-
titis B.”

Not related to OSHA regs

The CDC guidance does not affect the U.S. Occu-
pational Safety and Health Administration require-
ment for employers to offer the hepatitis B vaccine to 
all employees who have a risk of exposure. Employ-
ees who decline the vaccine must sign a declination 
statement.

Only about 64% of health care workers reported 
having been vaccinated against hepatitis B in a 2011 
survey.2 Vaccination rates are somewhat higher 
among health care workers in direct patient care, but 
they’re still well below the HealthyPeople 2020 goal 
of 90%.3

Some other issues to consider related to HBV vac-
cination of health care workers:

• CDC recommends pre-vaccination serologic test-
ing of health care workers who may have a higher 
risk of being infected with hepatitis B, including 
HCWs born in geographic regions where HBV is 
endemic (eastern Europe, Asia, Africa, the Middle 
East and Pacific Islands) or people who were not vac-
cinated as infants and whose parents were born in 
those regions; HCWs who received the HBV vaccine 
as adults or adolescents, after they began engaging 
in high-risk behaviors; people who are HIV-positive 
or who receive hemodialysis. They should be tested 
for HBV surface antigens as well as HBV antibodies, 
CDC says.

• Health care workers who have written documen-
tation of a completed three-dose vaccination series 
and subsequent serologic testing that showed an 
immune response do not need further testing — even 
years later.  “We think the vaccine protection is hold-
ing up very well after 20 years,” Murphy says.

• HCWs with documented immunity to HBV 
do not need post-exposure management, even if the 
source patient is HBV-positive.

• Hospitals should consider using an electronic 
system for maintaining HCW immunization records. 
That makes it easier for hospitals to access the records 
if there is an exposure and to provide the records for 
HCWs who move to a new facility, says Murphy.

•About 800,000 to 1.4 million Americans have 
chronic HBV, so the risk of exposure remains signifi-
cant, she says. “They’re asymptomatic for the most 
part, so the health care personnel would not automat-
ically recognize they have hepatitis B,” she says.

CDC received reports of 203 cases of acute HBV 
among health care workers from 2005 to 2010. 
Although information about occupational exposures 
was limited, 28, of 17% of cases with available infor-
mation, had sustained a sharps injury. In about half 
the cases, HCWs had other risk factors for HBV.

“People who are at risk do get infected and they 
can become chronically infected,” says Murphy.

REFERENCES
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OSHA extends comment 
period on recordkeeping
Will new MSD column become part of log?

The U.S. Occupational Safety and Health Admin-
istration has extended the deadline for comments 

until March 8 on proposed recordkeeping changes 
that would require employers to submit reports elec-
tronically.

Meanwhile, a Congressional restriction has qui-
etly been lifted that prevented OSHA from adding a 
reporting requirement for work-related musculoskel-
etal disorders.

The recent federal budget agreement did not 
contain the appropriations “rider” that previously 
blocked OSHA from implementing a rule that would 
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create an MSD column on the injury and illness log. 
The change would still need to go through review 
from the Office of Management and Budget.

OSHA may face some challenges even in changing 
the method of recordkeeping. Under the proposed 
rule, large employers (250 or more employees) would 
be required to send their OSHA forms to the agency 
electronically every quarter. Smaller employers (20 or 
more employees) in designated, high-hazard indus-
tries would be required to submit information from 
the summary form (OSHA 300A) annually. Hospi-
tals, nursing homes and home health care are among 
the designated industries.

“This is a proposal, not a final rule … We are 
eager to hear from the public,” OSHA administrator 
David Michaels, MD, MPH, said in a statement.

OSHA calls the proposal “a limited rulemaking 
that amends current recordkeeping regulations to 
add requirements for the electronic submission of 
injury and illness information employers are already 
required to keep under existing standards.”

Public reporting or ‘shaming’?

But OSHA has gotten push-back from business 
groups and employers who say the electronic report-
ing will be a burden and that the publicly reported 
data could be misinterpreted. In a Jan. 9 public 
meeting, the U.S. Chamber of Commerce and others 
argued that the public reporting could be misleading 
and damaging — and could even reveal proprietary 
information.

While employers now may err on the side of 
reporting incidents that they’re not sure are record-
able, public reporting may have an unintended con-
sequence of limiting reporting, says Marc Freedman, 
executive director for labor law policy at the U.S. 
Chamber of Commerce.

“It fundamentally does not support their mis-
sion for improving workplace safety,” he told HEH. 
“It’s an attempt to ‘shame’ employers into a differ-
ent behavior. The shaming part is not going to be an 
effective strategy.”

In its announcement of the proposed rule, the 
agency said more timely reporting would improve 
workplace safety. It put a positive spin on public 
reporting: “Public access to this information will 
encourage employers to maintain and improve work-
place safety/health in order to support their reputa-
tions as good places to work and/or do business 
with.”

The American College of Occupational and Envi-
ronmental Medicine (ACOEM) supports electronic 
reporting but has some concerns about confidentiality 

and the potential effect on underreporting, says Pat-
rick O’Connor, ACOEM director of governmental 
affairs.

“Generally, we support the transition to an elec-
tronic format and we agree with most of the pro-
posed rule,” he says. “The issue is trying to strike a 
careful balance between the needs of employees and 
employers.”

Labor unions and some safety and advocacy orga-
nizations expressed support for the greater access to 
injury and illness data.

With the current recordkeeping system, OSHA 
must “rely on data that is more than a year old when 
attempting to respond to hazardous workplace con-
ditions. This is the opposite of a speedy response to 
hazards,” said Keith Wrightson, worker safety and 
health advocate with Public Citizen in Washington, 
DC.

Comments can be submitted electronically at 
www.regulations.gov, docket number OSHA-2013-
0023. n

Slips, falls likely to rise, 
older HCWs at greater risk
‘Don’t be problem-focused, be solution-focused’

Older workers are generally safer workers, but 
there is one risk that rises steadily with age: 

slips, trips and falls. As the health care workforce 
ages, preventing those injuries becomes an increas-
ingly urgent concern for hospitals.

Physiological changes, such as a diminished sense 
of balance and reaction time, may contribute to the 
greater risk of falls, says Kenneth Scott, MPH, out-
reach director at the Mountain and Plains Education 
and Research Center at the University of Colorado 
Aurora. Scott analyzed age-specific risks among 
health care workers and found that falls on the same 
level rose steadily with age.1

Workers who are 65 and older have a risk of fall-
ing that is five times greater than the risk among 
young workers who are 18 or 19, according to the 
analysis of 2010 data from the U.S. Bureau of Labor 
Statistics published in the Journal of the Association 
of Occupational Health Professionals in Healthcare.

“It is going to be increasingly important for slip, 
trip and fall programs to be strengthened in light of 
the aging workforce,” he says.

Keeping those aging workers healthy — and in the 
workforce — will be important to meet the growing 
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demand for health care services. The U.S. Bureau of 
Labor Statistics projects that health care will be the 
fastest-growing workforce through 2022.

“One of the ways to make sure you have an ade-
quate supply of workers is recruiting and retaining 
older workers,” says Scott. “Health status and injury 
status influences whether or not someone stays in the 
workforce.”

Greatest culprit: Liquid on floors

Slips, trips and falls have been one of the leading 
sources of injury in hospitals, and there are clear haz-
ards that can be addressed, says Jennifer L. Bell, PhD, 
research epidemiologist with the Division of Safety 
Research at the National Institute for Occupational 
Safety and Health (NIOSH) in Morgantown, WV.

“Typically no matter what worker population you 
look at, slipping on water or liquid contamination is 
the leading cause of falls,” she says.

In hospitals, those liquid hazards are commonplace 
in kitchen areas, leading food service workers to have 
the highest rate of slip and fall claims, she says. In 
nursing homes, nurses’ aides have the highest rate of 
falls and food service workers have the second-high-
est rate of claims.2

Slip-resistant footwear provides good protection 
for workers who are likely to be in a wet environ-
ment, says Bell, who is conducting research on the 
benefits of the footwear. “The slip-resistant footwear 
[appears] to be very effective in reducing slip injuries 
caused by grease and water contamination on the 
floor,” she says.

Transitional areas also cause problems for work-
ers. One study of slip and fall claims in seven hospi-
tals found 58% occurred in transitional areas — dry 
to wet, from one floor type to another, or on uneven 
surfaces.3

Objects and cords create fall hazards in cluttered 
hallways or cramped patient rooms. (For a list of 
common fall hazards, see box on this page.) “It’s 
challenging because there are so many different 
sources — indoors and outdoors. There’s a potential 
tripping hazard in every room,” says Bell.

Engage employees in solutions

One approach to preventing slips and falls focuses 
on the worker. At BJC Healthcare, a 13-hospital sys-
tem based in St. Louis, MO, an awareness campaign 
enlisted employees to be part of the solution.

Employees could call a hotline to report slippery 
areas. In one contest to promote fall prevention, every 
employee who took action on a hazard and reported 

it to the hotline was entered into a monthly raffle for 
a small prize.

Pop-up signs were easily accessible, and employees 
were encouraged to put the sign over the spill before 
calling housekeeping. BJC provided buckets of ice-
melting chemicals near employee shuttle stops so 
employees could place a scoop-full on icy spots.

BJC also provided a partial subsidy for slip-resis-
tant shoes. “Our slip and fall program was successful 
in reducing the number of employees falling and the 
total workers’ compensation cost – the frequency 
and the severity,” says Laurie D. Wolf, MS, CPE, 
Performance Improvement Engineer at Barnes-Jewish 
Hospital.

Awareness campaigns need to be revamped to keep 
them fresh, she advises. “You’ve got to be creative 
and keep coming up with new programs and incen-
tives for employees,” she says.

Wellness programs can play a role, as well. As 
employees age, they may benefit from exercises that 
improve strength and balance, such as Tai Chi. That 

Causes of Slip, Trip, 
and Fall Injuries

An analysis of workers’ compensation claims 
over an eight-year period at six nursing 

homes revealed this pattern of slips, trips and 
falls:

Liquid contamination (water, wet floor, body 
fluid, grease, wax, gel) 36%

Objects (wheelchairs, boxes, open desk draw-
ers, bedspreads, wastebaskets) 12%

Ice or snow 11%
Cords (electric, phone, and call cords, medical 

tubing, wires) 6%
Bodily reaction 5%
Outdoor surface irregularities (holes, curbs, 

drain dips) 4%
Indoor surface irregularities (mats, carpeting, 

rugs) 4%
Elevations (fall from ladder, step stool, stair, 

through hole, out of non-moving vehicle) 1%
(No cause was noted for 23% of the claims. 

Percentages were rounded.)

Source: Bell JL, Collins JW, Tiesman HM, et al. Slip, 
trip, and fall injuries to nursing care facility workers. 
Workplace Health & Safety 2013; 61:147-152. n
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Chinese mind-body practice has been shown to 
improve balance, says Scott. “It seems like that 
might be a good idea among older workers as 
well,” he says.

Design out the problem

Yet falling is not the “fault” of the employee, and 
design changes can reduce the risk. “If you focus on 
the one person who fell you’re never going to solve 
the problem. You have to focus on the environ-
ment,” says Whitney Austin Gray, PhD, LEED AP, 
Health Research and Innovation Director at Can-
non Design in Washington, DC.

“Design is not going to solve all the problems 
around slips, trips and falls, but it is a passive inter-
vention,” she says.

Imagine the slipperiness of wet tile versus water 
on rubber, she notes. In technical terms, rubber has 
a much higher coefficient of friction; in lay terms, 
it’s much easier to keep your footing.

Other considerations include the design of 
patient rooms, hallways and storage areas to reduce 
clutter and cords, Gray says. (For information on 
the overlap between patient and employee falls, see 

related article below.)
NIOSH advises employee health and safety pro-

fessionals to conduct rounds and look for slip, trip 
and fall hazards. “Each fix might seem small and 
inconsequential,” says Bell. But together, they can 
result in a significant reduction in injuries, she says.

When the hospital is renovating or building an 
addition, employee health nurses and frontline 
workers should have input into the design, says 
Gray. “Every nurse is a health care designer. All it 
really takes is an awareness of your environment 
and [presenting the challenge] — ‘Is the design the 
best it can be?’” she says.

“Don’t be problem-focused, be solution-
focused,” she says. n
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Aging RNs ease into 
retirement

Retaining older nurses poses an ever 
greater challenge for hospitals, as a grow-

ing number retire or move into other work 
settings.

About one in four (23%) nurses who are 55 
or older plan to retire, move to a non-nursing 
job or switch to part-time work in the near 
future, according to a recent national, email-
based survey of registered nurses by the San 
Diego-based health care staffing firm, AMN 
Healthcare.

That represents more than 187,000 nurses, 
AMN Healthcare reported. Psychiatric and 
geriatric nurses were among those most likely 
to report they intend to retire soon.

Even more troubling, from an occupational 
health standpoint: About half of the nurses 
(51%) said they worry that their job is affect-
ing their health. That sentiment has increased 
in each of the past four annual surveys. n

Include patients in  
programs to reduce falls
Find what is equally good for staff and patients

Hospitals are under the gun to prevent falls 
among patients. After all, hospitals do not 

receive Medicare reimbursement for medical costs 
associated with patient falls, and fall rates are pub-
licly reported quality measures.

By taking a broader approach to fall prevention, 
hospitals can not only protect patients but can save 
medical costs, workers’ compensation claims and 
absenteeism from worker falls.

“My ultimate goal is to link it all together – to 
find out what is equally good for staff and patients 
in reducing falls,” says Laurie D. Wolf, MS, CPE, 
Performance Improvement Engineer at Barnes-Jew-
ish Hospital in St. Louis, MO, who is researching 
the issue as part of doctoral studies.

For example, stand aids and other assistive 
devices can help support patients who are partially 
weight-bearing — and reduce the risks of patient 
handling injuries, she says. Keeping the room free 
of clutter reduces trip hazards for patients, workers 
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and visitors.
One awareness campaign at the hospital focuses 

on preventing patients from walking alone — so 
if they become woozy or weak, someone can help 
them to a chair or bed. Often, patients don’t realize 
their limitations, says Wolf.

She is studying the different perspectives and 
perceptions of fall risk. For example, one patient 
assessed his own risk of falling at 2 out of 10. But 
the patient had already fallen twice, and the care-
giver assessed his risk at 10 out of 10.

Wolf’s goal is to find a way to bridge that gap in 
perceptions and reduce the risk of falls.

Hospital design also plays a key role. Better light-
ing and slip-resistant flooring helps anyone in the 
hospital keep their footing, notes Whitney Austin 
Gray, PhD, LEED AP, Health Research and Inno-
vation Director at Cannon Design in Washington, 
DC.

Sometimes the furnishings in a room can be 
rearranged to create a family zone, while leav-
ing more space for caregivers to attend to patient 
needs, she notes. That is particularly important 
if equipment, such as monitoring devices or com-
puter work stations, will be wheeled into the 
room, she says. n

doun Hospital in Leesburg, VA. “It’s going to be 
harder to provide support for these older nurses if 
we’re not doing more to keep their workplace envi-
ronment safe,” she says.

In light of the survey results, Inova Loudoun 
Hospital is focusing on better training, security and 
awareness of the importance of reporting.

“[Detecting] early warning signs and trying to 
mitigate aggression as much as possible are the only 
ways we’re going to reduce the violence,” says Lisa 
Dugan, PhD, RN, NEA/BC, chief nursing officer 
at Inova Loudoun and a member of the hospital’s 
workplace violence workgroup.

Kicked, grabbed, scratched and pinched

To take steps to reduce violence, it’s important 
to know more about where and how often violent 
incidents occur and who is most at risk, Speroni 
says. Recent shootings at hospitals around the 
country also highlighted the need for awareness and 
security, says Dugan.

In the fall of 2011, backed by a grant from the 
Emergency Nurses Association Foundation, Speroni 
launched a survey of the system’s 5,000 nurses; 762 
responded, including 92 emergency nurses. Almost 
all the emergency nurses (96.7%) and three-fourths 
of the non-emergency nurses (73%) reported expe-
riencing at least one incident of verbal or physical 
violence in the past year.

The traditional route for reporting workplace 
injury produces a vast undercount. Only 2% of the 
system’s nurses had reported a workplace violence 
incident to employee health. Those were most likely 
to be incidents that required medical treatment or 
days away from work, says Speroni.

Yet a third or more of emergency nurses (and a 
quarter or more of non-emergency nurses) reported 
having been kicked, scratched, grabbed or pinched 
in the past year.

When asked about barriers to reporting, 26% 
said it was too inconvenient and 18% said they 
felt no one reports and nothing would be done in 
response to reports.

In fact, Inova Loudoun Hospital has an elec-
tronic incident reporting system that allows report-
ing of near-misses or incidents related to both 
patient safety and worker safety — and those 
reports can be anonymous, says Dugan. There is 
also a 24-hour telephone hotline for the same pur-
pose. The hospital now plans to conduct an aware-
ness campaign to underscore the importance of 
reporting, she says.

“We want to know about these things so that we 

In nursing, does violence  
‘come with the job’?
A high rate of verbal, physical assault

Every day, nurses face a barrage of threats, 
insults and assaults from patients or visitors, yet 

almost half never report verbal or physical assaults. 
In a survey at five Inova Health System hospitals in 
Virginia, one in five nurses gave this as their expla-
nation: Violence comes with the job.1

Yet workplace violence takes a toll on nurses and 
leads many to leave their jobs or their profession, 
the survey found. About half of the nurses (55%) 
said they were fearful of being physically injured. 
One-third of the nurses — and 80% of emergency 
nurses — said they had considered leaving the 
hospital because of violence, and almost one in 10 
(8.8%) said they had considered leaving their pro-
fession.

Coping with violence could become even more 
problematic as the health care workforce ages, says 
Karen Speroni, a biomedical research consultant 
who was a nursing research scientist at Inova Lou-
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can identify trends and problem areas,” she says.
Nurses want to feel support from their manag-

ers as they cope with day-to-day verbal and physi-
cal violence, Speroni says. “Management can take 
additional steps to make sure nurses understand 
there is a need to report, and that something would 
be done with the reporting,” she says.

Dementia linked to risk

The greatest risk comes from patients who 
are confused or disoriented due to dementia or 
Alzheimer’s Disease. Those patients may be encoun-
tered in any part of the hospital, says Speroni.

Patients or visitors under the influence of alcohol 
or drugs are also involved in many of the incidents 
of aggression, she says.

Inova Loudoun Hospital launched an online 
educational module for all employees to learn about 
de-escalating aggressive behavior. The hospital also 
gathered a workgroup of employee health, security, 
human resources, risk management, nursing, and 
ED physicians to look for other interventions.

New nurses’ badges have a distress button that 
connects into the nursing call system. Nurses also 
can call for a Code Strong, which brings security 
and other support to respond to aggression.

The hospital is reviewing its physical elements, 
such as surveillance cameras, and how and when 
employees should search patient belongings for 
weapons.

Annual employee health encounters offer an 
opportunity to ask about verbal or physical vio-
lence, says Dugan. “We need to do everything we 
can for our nurses to be able to provide the best 
care, so they feel physically and psychologically safe 
in the environment,” says Speroni.

REFERENCE
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foundation behind a wellness program that is essen-
tially designed by and for employees.

“The people on the front lines are involved in 
saying, ‘These are the health issues that matter to us 
most and these are ways we’d like to make our work-
place a healthier place,’” explains Suzanne Nobrega, 
MS, project director of the Healthy and Safe@Work 
Project at the Center for Promotion of Health in the 
New England Workplace (CPH-NEW) of the Univer-
sity of Massachusetts Lowell.

This participatory approach turns around the usual 
design of workplace wellness. Employers typically 
look at the overall health of their population and cre-
ate interventions to address the problem areas. The 
Healthy Work Participatory Program asks employees 
about their priorities and their perceptions of how the 
workplace impacts their health.

For example, there may be work-related reasons 
that some employees are unable to attend weight 
management classes, says Nobrega. Workplace stress 
may impact personal health choices, such as smok-
ing or overeating. In focus groups, employees discuss 
workplace hazards, such as ergonomics, as well as job 
stress and scheduling.

“You’re looking at removing some of the barriers 
to health in the workplace,” she says. “You also want 
to look at opportunities to [create] a workplace envi-
ronment that promotes health and provides support 
for employees to improve health.”

The project, supported by the National Institute 
for Occupational Safety and Health (NIOSH), pro-
vides a seven-step process and free online tools for 
employers who want to improve their wellness pro-
gram with a participatory approach. CPH-NEW is 
an initiative of UMass Lowell and the University of 
Connecticut and is a NIOSH Total Worker Health 
Center, designed to integrate health promotion with 
occupational health and safety.

The toolkit (www.uml.edu/cphnewtoolkit)  
includes scripts for a focus group, suggested agendas 
and activities for committees, and detailed instruc-
tions for facilitators.

“You can tailor it as necessary for your own orga-
nization and culture,” she says.

Managers help drive process

Yet it isn’t just a bottom-up structure. A successful 
program relies on support from both management 
and staff. The first step is to create a management 
steering committee to oversee and champion the 
effort, a “design team” of frontline workers. A facili-
tator coordinates the tasks and the overall program.

The facilitator works on the wellness program 

Putting employees in 
front of Employee Health
Participatory wellness program relies on input

If you want healthier employees, they need to care 
about improving their health. That truism is the 
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CNE OBJECTIVES

After reading each issue of Hospital Employee Health, 
the nurse will be able to do the following:

• identify particular clinical, administrative, or regulatory 
issues related to the care of hospital employees;

• describe how the clinical, administrative and regula-
tory issues particular to the care of hospital employees 
affect health care workers, hospitals, or the healthcare 
industry at large;

•  cite solutions to the problems faced in the care of 
hospital employees based on expert guidelines from 
relevant regulatory bodies, or the independent rec-
ommendations of other employee health profession-
als. n  

Nurses participate in this CNE/ CME program and earn 
credit for this activity by following these instruc-

tions.
1. Read and study the activity, using the provided refer-

ences for further research.
2. Scan the QR code below, or log on to  

www.cmecity.com to take a post-test; tests can be 
taken after each issue or collectively at the end of the 
semester. First-time users will have to register on the 
site using the 8-digit subscriber number printed on their 
mailing label, invoice or renewal notice. 

3. Pass the online tests with a score of 100%; you will 
be allowed to answer the questions as many times as 
needed to achieve a score of 100%. 

4. After successfully completing the last test of the 
semester, your browser will be automatically 
directed to the activity evaluation form, which you 
will submit online. 

5. Once the completed evaluation is received, a credit 
letter will be emailed to you instantly. n

about 10 to 20 hours a week. This position could be 
assigned to a current employee or could be a role for 
an outside contractor, Nobrega says.

Frontline workers from different parts of the orga-
nization gather to talk about how the workplace sup-
ports health as well as to identify barriers to health. 
“This design team then is really the engine of the 
whole program,” she says. “They’re charged with 
identifying some [goals] to work on.”

Employee input also can be gathered through focus 
groups, she says. The management steering commit-
tee signs off on the initial goals and proposed inter-
ventions.

The managers set a budget and timeline for the 
project. The dialogue between the groups is an impor-
tant part of the program’s success, says Nobrega. 
“There’s a shared ownership for safety and health 
and wellness,” she says.

The dialogue between employees and managers 
about health, safety and wellness helps built trust, she 
says.

Seeking healthy solutions

In the Healthy Work Participatory Program, well-
ness is a broad concept that embraces the notion of 
well-being.

During a pilot test of the program at a real estate 
firm, coordinators noted that the maintenance work-
ers never participated in the corporate wellness pro-
gram. When maintenance workers were offered the 
chance to design their own intervention, they decided 
to work on communication — to improve their work 
flow and team work.

“That’s what stress management meant to them — 
it wasn’t learning how to meditate,” says Nobrega.

“Their ability to come together and talk was very 
empowering to them,” she says. “It told them that the 
management cared. They felt that they were learning 
new skills and that they had a voice.”

The design team and steering committee use an 
Intervention Design and Analysis Scorecard (IDEAS), 
with a set of worksheets and a detailed process, to 
identify a key health and safety problem and to work 
through possible solutions.

For example, the online toolkit suggests ways to 
approach musculoskeletal disorders in health care. 
Contributing factors could be a lack of access to lift 
equipment, inadequate staffing, and poor physical fit-
ness of employees. 

Interventions could include purchasing more lift 
equipment, organizing work flow to allow more rest 
breaks, and health coaching to support healthy eating 
and activity.

“This toolkit is meant to help give step-by-step 
guidance to practitioners who want to use participa-
tory approaches in their programs,” Nobrega says.

IDEAS uses a continuous improvement system, 
with evaluation of the impact of the interventions. 
The ultimate goal is a safer workplace and healthier 
workers, she says. n
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COMING IN FUTURE MONTHS

1.  The U.S. Occupational Safety and Health Admin-
istration recently launched a new website with 
resources on injury prevention programs in hospi-
tals and specifically safe patient handling. Why is 
OSHA focusing on hospitals?
A. It is part of a new enforcement strategy.
B. It is one of a series of websites for different 
industries.
C. Hospitals consistently report more serious inju-
ries than other private sector employers.
D. Worker unions requested the website.

2.  According to the Centers for Disease Control and 
Prevention, what is the most protective strategy 
for handling new employees who received their 
hepatitis B vaccine when they were infants or 
young children?
A. Require vaccination for all new hires regardless 
of their early vaccination status.
B. Conduct serologic testing of employees vac-
cinated as children.
C. Conduct serologic testing of employees after a 
bloodborne pathogen exposure.
D. No new protocols are necessary for employees 
vaccinated as children.

3.  According to an analysis published in the AOHP 
journal, what is the increased risk of slips, trips and 
falls among HCWs who are 65 or older compared 
with young workers who are 18 or 19?
A. Five times greater.
B. Four times greater.
C. Twice as high.
D. The risks are not significantly different.

4.  According to a study at five Inova Health System 
hospitals in Virginia, what percentage of emergen-
cy room nurses reported experiencing at least one 
incident of verbal or physical violence in the past 
year?
A. 54%
B. 63%
C. 82%
D. 96.7%

n Dilemma of TB testing in 
a low-risk environment

n A group approach to 
wellness incentives

n The best way to use 
biometric screening

n Overcoming barriers to 
safe patient handling

n Building resilience in 
HCWs as a step toward 
better patient care
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