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Course Objective
The purpose of this course is to provide information that 
will allow psychologists to more easily comply with the 
broad spectrum of rules covered by the OSHA regulations.

Learning Objectives
Upon completion of this course, you should be able to:

 1. Explain the OSHA regulations related  
to employee health and reporting injuries.

 2. Discuss safety issues in behavioral health  
settings, including workplace violence  
and employee mental health concerns.

 3. Describe the purpose of the Bloodborne  
Pathogens Standard as it applies to the  
healthcare setting.

 4. Outline the impact of fire safety on patients  
and employees in the healthcare facility.

 5. Review legal issues related to OSHA  
compliance and employee health.
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INTRODUCTION

Death and disability due to unsafe or unhealthy 
workplaces remain ongoing issues in the United 
States. In 2021, there were 2.6 million job-related 
nonfatal injuries and illnesses in the private sec-
tor alone [1]. The U.S. Bureau of Labor Statistics 
reported a total of 4,764 employee deaths in 2021, 
slightly down from the number of fatal injuries 
reported in 2017. This figure may not include the 
deaths of workers due to occupationally acquired 
diseases [2]. The continuous efforts of the Occupa-
tional Safety and Health Administration (OSHA) 
to promote employee safety are part of what makes 
it such an important regulatory entity.

OSHA AND EMPLOYEE HEALTH

The Employee Health Department of the healthcare 
facility has a critical role in the interpretation and 
implementation of OSHA guidelines. Depending 
on the facility’s policies and structure, its Employee 
Health Department may be responsible for the over-
sight (in conjunction with the Infection Control 
Department) of many OSHA-related issues.

Because the Employee Health Department is usually 
the keeper of records related to employee injuries, 
it becomes responsible for tracking bloodborne 
pathogen exposures and ensuring that employees are 
treated appropriately, that laboratory testing follows 
the appropriate guidelines, and that prophylaxis, 
if needed, is available. These records should be 
retained and recorded on the OSHA 300 Log.

One of the most confusing parts of recordkeeping is 
determining whether an injury or illness is record-
able based on first aid or medical treatment. The 
revised standard sets new definitions of medical 
treatment and first aid to simplify recording deci-
sions. An injury or illness is considered work-related 

if an event or exposure in the work environment 
either caused or contributed to the condition or 
significantly aggravated a pre-existing condition [3].

Work-related injuries and illnesses should be 
recorded if they result in [3; 4]: 

• Death

• Hearing loss

• Loss of consciousness

• Days away from work

• Restricted work activity or job transfer

• Medical treatment beyond first aid

Work-related fatalities should be reported within 
eight hours. Work-related injuries and illnesses that 
are significant or meet any of the additional criteria 
listed below should also be recorded. Any significant 
work-related injury or illness that is diagnosed by a 
physician or other licensed healthcare professional 
or that involves cancer, chronic irreversible disease, a 
fractured or cracked bone, or a punctured eardrum 
should be recorded as well [3].

The following conditions should be recorded when 
they are work-related [3; 5]: 

• Any needlestick injury or cut from  
a sharp object that is contaminated  
with another person’s blood or other  
potentially infectious material

• Any case requiring an employee to  
be medically removed under the  
requirements of an OSHA health  
standard

• Tuberculosis infection as evidenced  
by a positive skin test or diagnosis by  
a physician or other licensed healthcare  
professional after exposure to a known  
case of active tuberculosis

• Hearing loss as evidenced by a hearing  
test (audiogram)
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The following interventions are considered medical 
treatment and are almost always recordable on the 
OSHA 300 Log [3; 4]: 

• Administration of immunizations, such  
as Hepatitis B or rabies (does not include 
tetanus)

• Use of wound-closing devices, such as  
sutures and staples

• Use of rigid means of support to immobilize 
parts of the body

• Physical therapy or chiropractic treatment

Medical treatment does not include [3]: 

• Visits to a physician or other licensed  
healthcare professional solely for  
observation or counseling

• The conduct of diagnostic procedures  
(e.g., x-rays and blood tests), including the 
administration of prescription medications 
used solely for diagnostic purposes

• Any procedure that may be labeled first aid

If the incident required only the following types 
of treatment, it is considered first aid and is not 
reportable [3; 4]: 

• Use of a nonprescription medication  
at nonprescription strength

• Administration of tetanus immunizations

• Cleaning, flushing, or soaking of wounds  
on the surface of the skin

• Use of wound coverings (e.g., bandages  
or gauze pads)

• Application of hot or cold therapy

• Use of any nonrigid means of support  
(e.g., elastic bandages, wraps, and  
nonrigid back belts)

• Use of temporary immobilization devices 
while transporting an accident victim (e.g., 
splints, slings, neck collars, or back boards)

• Drilling of a fingernail or toenail to relieve 
pressure, or draining fluid from a blister

• Use of eye patches

• Removal of foreign bodies from the eye  
using only irrigation or a cotton swab

• Removal of splinters or foreign material  
from areas other than the eye by irrigation, 
tweezers, cotton swabs, or other simple  
means

• Use of finger guards

• Administration of massage

• Drinking of fluids to relieve heat stress

If an injury is considered reportable, and therefore 
recordable, it should be recorded on the OSHA 
300 Log. In addition, the injury or illness should be 
recorded on either the OSHA Form 301 or an equiva-
lent. The OSHA Form 301 provides more informa-
tion about the case and the individual involved. 
Information such as the events leading up to the 
injury or illness, affected body parts, and objects 
or substances involved should be included [4]. Any 
form, such as a workers’ compensation report or 
accident report, may be used as long as it contains 
the same information. Other items that should be 
covered following an employee injury include: 

• Prompt reporting of the injury

• Thorough documentation and investigation

• Timely treatment if the injury requires  
medical attention

• Consistent follow-up of an accident without 
injury or lost time to ensure that time is  
not lost at a later date

• Immediate notification of any insurance  
carriers

• Fast repair of any involved equipment

• Prompt recovery of a physician statement

• Retention of a physician’s release to return  
to work before the employee returns to duty

• Methods of returning employees to work as 
early as possible through prompt rehabilita-
tion or temporary job description alteration

• Accurate reporting on the OSHA 300 Log
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An annual summary of injuries and illnesses 
that occurred during the calendar year should be 
reported. The annual summary (OSHA Form 300A) 
is a total of all the columns to the right of the dotted 
line on the OSHA 300 Log [4]. A company execu-
tive should certify that the summary is correct and 
complete, and it should be posted for three months 
in areas where other employee notices are normally 
posted. The OSHA 300 Log, privacy case list (if one 
exists), annual summary, and OSHA 301 Incident 
Report Form, or other suitable form (e.g., state work-
ers’ compensation report, insurance claim report, 
employer’s accident report form) should be retained 
for 5 years following the calendar year to which they 
relate [3; 4].

The employer should verify that employees have 
been provided with all the necessary training. A 
written form of documentation with the name of 
the employee and date of training is required, as well 
as documentation of retraining [3].

SAFETY/RISK MANAGEMENT

The mission of OSHA is to provide a safe workplace 
for all employees. A well-organized employee health 
risk management program can help a facility meet 
OSHA requirements.

WORKERS’ COMPENSATION

One of the factors that will complicate any employee 
injury is workers’ compensation. Each state has 
its own set of laws; however, prompt reporting of 
treated injuries and an accurate OSHA accident log 
will help to lessen any conflicts.

Hundreds of thousands of dollars are spent every 
year on workers’ compensation claims, including 
money for medical/surgical costs, rehabilitation, and 
legal fees. Back injuries top the list of employee inju-
ries; in a healthcare facility, these are frequently due 
to a combination of improper patient lifting and fail-
ure to ask for assistance when lifting patients. Slips 

and falls on wet floors account for many employee 
injuries as well. The physical building, outside sur-
roundings, patient population, equipment in use, 
and staffing plan all play a part in the assessment 
of employee risk.

Workers’ compensation court usually requires an 
initial accident report and a first injury report to be 
filed within ten days of the injury, even if the injury 
leads to no lost time. The documentation of the 
injury should be complete and kept at the facility. 
OSHA requires employee health records to be kept 
confidential [3].

A record of an employee injury is also provided to 
any third-party payer (i.e., insurance carrier). Some 
facilities are self-insured. Others have one insurance 
company that specializes in employee injuries and 
a second company that handles liability claims, 
such as physician malpractice or patient/visitor 
injuries. Prompt reporting to the facility’s various 
carriers will put the facility in the best position to 
keep costs down. In addition, a good relationship 
with the insurance carriers will often result in the 
receipt of educational material that may lighten the 
risk manager’s education responsibilities.

Employees should understand that prompt report-
ing will lead to effective treatment and lower overall 
costs to the facility. Risk managers should be familiar 
with the workers’ compensation laws in their own 
states. It is wise to have the handbook available for 
reference.

VIOLENCE IN THE WORKPLACE

Violence in the workplace is an issue that is increas-
ingly receiving public attention. An estimated 2.6 
million workers are injured each in the workplace, 
of which more than 37,000 injuries are intention-
ally caused by another person. While a majority of 
these injuries are nonfatal, the U.S. Bureau of Labor 
Statistics (BLS) reported that of the 5,190 fatalities 
in the workplace in 2021, 761 workers were fatally 
injured by assault and/or violent attack [6; 7; 8].
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The BLS also has reported that in 2020, the major-
ity (61%) of nonfatal workplace assaults occurred in 
service settings, most commonly affecting healthcare 
support, followed by healthcare practitioner and 
technical occupations (24%) [9]. This increased risk 
may be attributed to several factors, such as the prev-
alence of weapons (e.g., firearms) among patients, 
their families, or friends; the use of hospitals by the 
criminal justice system as places to hold disturbed 
and/or violent individuals; the unrestricted move-
ment of the public in healthcare facilities; and iso-
lated work with patients [8; 9]. Workplace assaults 
result in lost workdays and millions of dollars in lost 
wages each year [8]. For healthcare workers, these 
assaults comprise 10% to 11% of workplace injuries 
involving days away from work, compared with 3% 
for private sector employees [8; 9].

Several experts emphasize the importance of safety 
training for healthcare and human service profes-
sionals [10; 11]. Training must be ongoing, begin-
ning at new employee orientations and continuing 
at staff meetings and in-service training. By raising 
staff’s awareness of their immediate surroundings, 
training can increase professionals’ sense of compe-
tence and control and lessen feelings of helplessness. 
Some topics that have been recommended as part 
of safety training are environmental assessment, 
techniques for de-escalation of violence, and self-
awareness.

Environmental Assessment

Environmental assessment entails service providers 
evaluating the work environment, such as office 
spaces, cars, and for those professionals who conduct 
home visits, their clients’ residences and neighbor-
hoods, for violence risks and potential opportuni-
ties for self-defense [10]. For example, when mental 
health professionals conduct patient interviews in 
their offices or interview rooms, several questions 
regarding the environment should be raised. This 
includes determining the most effective room layout 

so the professional can exit quickly if there are visual 
cues that the patient is getting angry or violent. The 
office should be scanned for items that can easily 
be used by a potentially violent patient to cause 
harm; for example, books, ashtrays, and furniture 
can potentially be used as weapons [12]. It is also 
important to determine the extent of which the 
interviewing or evaluation office is visible to others. 
This requires a delicate balance, because it is impor-
tant to promote the privacy and confidentiality of 
the client, but simultaneously, it is also important 
for the clinician to be safe [12].

The environment of waiting rooms can be potential 
breeding grounds for patient violence [13]. Organi-
zations should evaluate the mechanisms in place to 
manage patients’ emotions and safety. For example, 
what can be done to keep the environment peaceful 
and calm? What mechanisms are in place to reduce 
waiting times or to communicate waiting times most 
effectively [13]? What security measures are in place 
(e.g., cameras, patrols) [14]?

Workers’ vehicles are often taken for granted. How-
ever, maintenance issues are important, particularly 
for staff who work late at night or who conduct 
home visits in unfamiliar neighborhoods [10]. Staff 
members should have their keys readily available 
when they walk to their cars, and they should check 
the back seats before getting in their vehicles. Items 
that place a car at risk of being vandalized, such as 
a supply of psychotropic medication, should be put 
away or not left in the vehicle.

When going on home visits, knowledge of neigh-
borhoods is a prerequisite to safety. The following 
questions may be helpful in determining the risk 
associated with certain neighborhoods [10; 15; 16]:

• Do workers know which neighborhoods  
or areas are unsafe at night?

• Do workers know where to find secure  
parking and easy exits?
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• Are workers apprised of recent incidents  
of violence or drug-related activities in the 
neighborhood?

• Is it possible for a worker to be accompanied 
by another staff person on home visits or 
rounds?

• Is there a clear plan for workers who conduct 
home visits to communicate their where-
abouts and a protocol to follow if a worker 
does not report as expected?

• Is it possible for workers in the field to carry 
hand-held alarms or noise devices?

Twenty-three social workers participated in a study 
conducted in rural areas in Australia. The study 
consisted of a forum to identify safety concerns and 
for workers to convey their experiences with abuse 
and violence with clients while working [17]. A 
prominent theme that emerged was the risk involved 
in conducting home visits and transporting clients 
from one location to another. In some cases, agen-
cies did not have the resources for radios, mobile 
phones, security papers, and duress alarms. Even 
when the equipment was available, it was unreliable 
in remote locations. As a result, issues of personal 
safety were a paramount concern for many of these 
rural social workers.

Techniques for De-Escalating Violence

De-escalation involves defusing potentially agitated 
patients and reducing maladaptive behaviors using 
conflict resolution methods, limit-setting, and calm 
and empathic verbal strategies [18; 19]. Ultimately, 
this depends upon the clinician’s ability to negotiate 
and use conflict resolution [18; 20]. One of the goals 
of de-escalating potentially aggressive patients is to 
promote autonomy and dignity by providing options 
[21]. To achieve this goal, clinicians must learn to 
recognize the warning signs of agitation. Behavioral 
cues may include increased pacing, increased volume 
and tempo of voice, flushed face, or agitated body 
movements [18].

Verbal de-escalation strategies can be effective. The 
National Association of Therapeutic Schools and 
Programs recommends that clinicians remain calm 
and convey an attitude of respect by listening to the 
patient [20]. Next, it is important to identify what 
is provoking the individual, and then to assist the 
individual to use prosocial means to express his/
her feelings. Clinicians should approach the cli-
ent calmly [12]. It is important not to convey any 
cues that may be perceived as confrontational. For 
example, clinicians should not maintain unrelenting 
or persistent eye contact. Permission should be given 
to express feelings of frustration and anger without 
interruption.

Verbal strategies to de-escalate tension in cases in 
which clients have weapons can also be effective. 
When clinicians talk to clients in a calm and ratio-
nal manner, both clinicians and the clients suffer 
less physical injury or property damage than when 
clinicians opt to use verbal or physical aggression 
[22]. Active listening skills are helpful and involve 
appropriate eye contact and body language, empa-
thizing, and paraphrasing to convey understanding 
[12]. Clinicians should also be aware of their tone, 
volume, rate, and rhythm of speech, also referred to 
as paraverbals. If not careful, paraverbals can convey 
the opposite of what is communicated verbally [23]. 
Empathetic listening and communication can help 
to de-escalate violent situations [24]. Instead of 
trying to suppress emotions, listening and talking 
through the frustration can help mitigate potentially 
violent anger.

Redirection is another effective de-escalation strategy 
[25]. In some cases, this may simply involve chang-
ing the topic. Alternately, it can be as concrete as 
offering a patient a glass of water or cup of coffee. 
This conveys to patients that the clinician is aware 
of and sensitive to their needs [25].
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The use of de-escalation techniques as early interven-
tion results in more therapeutic gains for patients 
as opposed to using more restrictive management 
techniques to deal with aggressive behaviors [18]. 
Clinicians who successfully use de-escalation tech-
niques report improved relationships with patients 
and increased feelings of self-efficacy, which can lead 
to greater job satisfaction [18]. It is vital that the 
environment supports patient self-management of 
anxiety [26]. Facilities can promote this by providing 
access to massages, relaxing sounds, aromatic oils, 
comforting blankets, guided imagery, and other 
soothing techniques.

Training to Increase Self-Efficacy and Confidence

Workers should be given an arsenal of tools to 
increase their sense of confidence and self-efficacy. 
Practitioners who work with patients who can 
become highly volatile and violent should be aware 
of the warning signs of potential violence. They 
should also be taught calming communication 
approaches and restraining techniques and when 
to use them [13; 19; 27]. For example, tone of voice 
and use of eye contact can be employed to calm 
potentially violent or aggressive patients [27]. Using 
traditional and simulated trainings, practitioners 
can also learn how to prepare for violent situations 
and learn self-defense techniques [28].

Clinician Self-Awareness

Clinicians should also be attuned to their own feel-
ings and reactions. If they sense that a client will 
be violent, a safety plan should be implemented 
immediately. Not only should clinicians be aware of 
their feelings, but they must be aware of how their 
body language and facial expressions mirror their 
feelings. For example, if they feel fear and anxiety, 
these reactions should be masked so as not to com-
municate the fear to their patients [12]. If patients 
sense fear, open communication, trust, and rapport 
can be negatively impacted [12].

When employees are trained to assess their environ-
ment, encouraged to listen and be aware of their 
feelings and reactions toward patients and their 
environment, and to report potentially violent 
incidences, their responses will differ dramatically 
compared with those who have not been trained 
[29]. According to a 2011 study, employees who 
have been educated will initially express a startled 
reaction/response to a violent incident, but they 
are more likely to prepare themselves and others 
to address the act appropriately than untrained 
employees, who are more likely to panic, deny the 
incident, and feel helpless.

Self-Care for Employees/Staff

For some practitioners who witness workplace vio-
lence, compassion fatigue, secondary traumatization, 
and burnout are typical consequences. Compassion 
fatigue is a relatively new term, coined in 1992, and 
is meant to convey a nonpathologic concept [30]. It 
is a natural consequence of the emotions that stem 
from either witnessing or knowing about a traumatic 
event or daily continual contact with those who 
are suffering [30]. Secondary, or vicarious, trauma-
tization is defined as “transformation of the inner 
experience of the therapist that comes about as a 
result of empathic engagement with clients’ trauma 
material” [31]. Vicarious traumatization can cause 
emotional and cognitive arousal symptoms, such as 
increased emotional sensitivity, lack of well-being, 
intrusive thoughts, and difficulty concentrating 
[32]. Finally, burnout has been defined as physical 
and emotional symptoms that are linked to the 
workplace experience, ranging from working with 
clients to environmental components of the work-
place [32]. The practitioner experiencing burnout 
feels exhausted and, at times, emotionally detached 
from clients [32]. In one study, Levine, Hewitt, 
and Misner found that nurses withdrew from their 
patients after an incident of workplace violence [33].
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Self-care is integral to the prevention of negative 
symptoms such as burnout, secondary traumatiza-
tion, and compassion fatigue. Twemlow suggests 
a self-care plan for persons at risk for these effects 
that includes cognitive and stress management 
techniques, such as biofeedback or hypnosis [25]. In 
addition, nutrition and regular physical exercise are 
vital. Maintaining social and familial relationships 
is also crucial.

Self-care may be conceptualized along a continuum, 
with proactive planning and reactive intervention on 
either ends of the continuum [32]. Self-care includes 
an array of activities that touch on the following 
domains [32]:

• Physical (e.g., exercise, nutrition, sleep)

• Recreational (e.g., play activities, vacation 
time, hobbies)

• Social support (e.g., interaction with friends, 
family members)

• Spiritual/religious (e.g., prayer, meditation)

On the organizational level, administrators can cre-
ate a culture of promoting self-care in organizations. 
Practitioners should be discouraged from skipping 
breaks and lunches in order to catch up on work. 
Built-in supervision and support can also reduce 
burnout [34].

Practitioners should not merely consider these 
activities in passing but spend time asking them-
selves about the self-care activities they are currently 
undertaking [32]. Practitioners must view self-care 
as proactive rather than reactive [32].

Practitioners who have experienced workplace 
violence may also consider going to their employee 
assistance program (EAP) to obtain assistance, if 
available. Counseling and mental health services 
are free and confidential through EAPs.

Occupational Policies

It is important to view occupational policies regard-
ing workplace violence in the context of the range 
of different types of organizational responses to 
incidents of workplace violence or bullying. Ferris 
divided organizational responses into three catego-
ries: “See no evil, hear no evil, and speak no evil” 
[35]. Organizations that fall into the “see no evil” 
category acknowledge the existence of workplace vio-
lence or bullying but normalize the behavior. When 
affected staff members approach the employer, they 
are told to toughen up and to learn how to deal with 
the behaviors [35]. Organizational responses identi-
fied as “hear no evil” acknowledge the problem but 
frame it as an interpersonal conflict. The victim is 
often blamed for somehow triggering the negative 
behaviors due to his or her personality [35]. The 
third and final response is classified as “speak no 
evil.” These organizations acknowledge the problem 
and its deleterious effects. Consequently, they take 
allegations seriously, follow up with an investiga-
tion, and take action against the bullying or violent 
individual. Ferris noted that the “speak no evil” 
organizations had learned from previous encounters 
of workplace violence that had resulted in lawsuits 
[35]. Organizations may ask where their current 
policies would be categorized based on this system.

Mandates for the development of zero-tolerance 
violence policies have been set for healthcare orga-
nizations [15]. This sends a clear message to employ-
ees that all types of workplace violence, including 
harassment, are not tolerated [36]. Such behaviors 
should be followed up with the appropriate disciplin-
ary action [37]. The main premise of zero-tolerance 
policies is that workplace violence is reduced by 
promoting open communication of acceptable 
behaviors [37]. However, it is crucial for organiza-
tions to remember that a zero-tolerance policy itself 
does not prevent workplace violence [19].
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After implementing zero-tolerance policies, mecha-
nisms must be implemented to support the organi-
zational message. First, a reporting, monitoring, and 
documentation system should be in place. Having a 
mechanism for reporting and documenting allows 
the type of aggressive violence and abusive behaviors 
to be identified and discipline enacted uniformly 
[14; 38]. This should minimize under-reporting and 
send a clear message about where and how to report 
various types of violence. A monitoring system 
would also allow for collection of data and identifi-
cation of risk factors to be utilized in training and 
the development of intervention strategies [36; 38].

It is recommended that an interview be conducted 
with the victim and witness(es) as soon as possible 
after the event. The American Federation of State, 
County, and Municipal Employees recommends 
questions covering [39]:

• Location, date, and time of the incident

• Description of the perpetrator and  
relationship to victim (e.g., stranger,  
client/patient, colleague)

• Type of aggressive behavior (e.g., physical 
assault, use of weapon, verbal threat)

• Was the worker alone when the  
incident occurred?

• Prior incidences (e.g., threats prior  
to the incident)

• Other witnesses (e.g., security guard)

• Factors or circumstances leading up  
to the incident

• Any reports to the employer about  
previous incidents

Ultimately, post-incident debriefing helps to increase 
staff awareness and future reporting of workplace 
violence events [19].

Another recommendation is for employee assistance 
programs to take a more active role in helping to pre-
vent workplace violence. EAPs can address certain 
stressors, whether they originate in the individual, 
the home, or work, that may precipitate workplace 
violence. Voelker found that when the U.S. Postal 
Service worked to improve their employee assistance 
programs’ counseling services, their incidence of 
workplace violence was reduced [37].

Security measures should also be a key priority. 
Certain sectors, such as in-patient facilities, operate 
on a 24-hour-per-day basis, with a constant flow of 
clients, family members, and staff. Many healthcare 
organizations have implemented more stringent 
and secure entry identification mechanisms; some 
facilities require staff to wear badges with photos or 
require the swipe of an electronic identification card 
to enter certain areas [40].

OSHA has established the following recommen-
dations for organizational policies for decreasing 
workplace violence and promoting the safety of 
employees [15; 41]:

• Create and disseminate a clear policy of 
zero tolerance for workplace violence, verbal 
and nonverbal threats, and related actions. 
Ensure that managers, supervisors, coworkers, 
patients, and visitors know about this policy.

• Ensure that no employee who reports or  
experiences workplace violence faces reprisals.

• Encourage employees to promptly report  
incidents and suggest ways to reduce or  
eliminate risks. Require records of incidents  
to assess risk and measure progress.

• Outline a comprehensive plan for maintain-
ing security in the workplace. This includes 
establishing a liaison with law enforcement 
representatives and others who can help  
identify ways to prevent and mitigate  
workplace violence.
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• Assign responsibility and authority for  
the program to individuals or teams with 
appropriate training and skills. Ensure that 
adequate resources are available for this effort 
and that the team or responsible individuals 
develop expertise on workplace violence  
prevention in health care and social services.

• Affirm management commitment to a  
worker-supportive environment that places 
as much importance on employee safety and 
health as on serving the patient or client.

• Set up a company briefing as part of the  
initial effort to address issues such as  
preserving safety, supporting affected  
employees and facilitating recovery.

It is also recommended that organizations imple-
ment grievance mechanisms that allow employees 
a forum or venue to voice their concerns. Some 
studies have found that perceived injustices are 
related to precipitations of workplace violence [42; 
43]. The opportunity for an employee to voice his/
her opinions and to be heard by an unbiased third 
party might mitigate the frustration level, which 
could then reduce the likelihood of a violent inci-
dent [37]. Some states mandate that certain facilities 
(e.g., hospitals, home health agencies, emergency 
medical services, correctional facilities) have a writ-
ten prevention plan outlining how they will protect 
employees from workplace violence [44]. Good 
workplace violence reporting policies and preven-
tion plans are key in sustaining an environment that 
is productive and safe [45].

EMPLOYEE MENTAL HEALTH 

Nearly one in five adults in the United States live 
with a mental illness [46]. Stress can increase these 
and other mental health challenges and can be 
harmful to our health. The amount and type of 
stress experienced varies from person to person 
due to many factors, including those experienced at 
work. Approximately 65% of U.S. workers surveyed 
have characterized work as being a very significant 

or somewhat significant source of stress in each 
year from 2019 to 2021. An estimated 83% of U.S. 
workers suffer from work-related stress, and 54% of 
workers report that work stress affects their home life 
[46]. In addition, workplace stress has been reported 
to cause 120,000 deaths in the United States each 
year [46].

While there are many things in life that induce 
stress, work can be one of those factors. Workplace 
stress and poor mental health can negatively affect 
workers through their job performance and pro-
ductivity, as well as with their engagement with 
others at work. It can also impact worker physical 
health, given that stress can be a risk factor for vari-
ous cardiovascular diseases. However, workplaces 
can also be a key place for resources, solutions, and 
activities designed to improve our mental health 
and well-being [46].

Work has always presented various stress. Workers 
are constantly dealing with new stressors introduced 
to the workplace, and in some instances, these stress-
ors have amplified other issues at work. Workplace 
stressors may include [46]:

• Concerns about job security (e.g., potential 
lay-offs, reductions in assigned hours)

• Lack of access to the tools and equipment 
needed to perform work safely

• Fear of employer retaliation

• Facing confrontation from customers, 
patients, coworkers, supervisors, or  
employers

• Adapting to new or different workspace  
and schedule or work rules

• Having to learn new or different tasks  
or take on more responsibilities

• Having to work more frequent or extended 
shifts or being unable to take adequate  
breaks

• Physically demanding work
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• Learning new communication tools and  
dealing with technical difficulties

• Blurring of work-life boundaries, making  
it hard for workers to disconnect from  
the office

• Finding ways to work while simultaneously 
caring for children including overseeing 
online schooling or juggling other caregiving 
responsibilities while trying to work, such  
as caring for sick, elderly, or disabled house-
hold members

• Concerns about work performance and  
productivity

• Concerns about the safety of using public 
transit as a commuting option

These, and many other, work-related stressors can 
take a toll on a person’s sense of well-being and 
negatively impact their mental health. For some, 
these stressors can contribute to serious problems, 
such as the development or exacerbation of mental 
health challenges (e.g., anxiety disorder, depression 
disorder or substance use disorders) [46]. Psycholo-
gists and psychiatrists are sounding the alarm about 
a mental health crisis forming, and data support-
ing their concerns have started to emerge. As one 
example, survey results from the Centers for Disease 
Control and Prevention (CDC) suggest that about 
40% of U.S. adults were experiencing negative 
mental or behavioral health effects in June 2020, 
including symptoms of anxiety disorder or depres-
sive disorder, trauma-related symptoms, new or 
increased substance use, or suicidal thoughts. An 
article published by the National Safety Council in 
August 2020 detailing a spike in opioid overdoses 
further highlights the need for more mental health 
resources [46].

Because of the many potential stressor’s workers 
may be experiencing, a comprehensive approach is 
needed to address stressors throughout the com-
munity, and employers can be part of the solution. 
More than 85% of employees surveyed in 2021 by 
the American Psychological Association reported 

that actions from their employer would help their 
mental health. The goal is to find ways to alleviate 
or remove stressors in the workplace to the greatest 
extent possible, build coping and resiliency supports, 
and ensure that people who need help know where 
to turn. Time and financial constraints are often 
notes as reasons employers have not fully addressed 
employee mental health. However, for every $1 spent 
on ordinary mental health concerns, employers see 
a $4 return in productivity gains [46].

There’s no one-size-fits-all strategy when it comes 
to alleviating workplace stress. The most effective 
approach is to identify the specific stressors associ-
ated with a particular job or industry and take con-
crete and practical steps to remove or lessen those 
stressors. Much can be learned by exploring what 
others are already doing and tips experts in the field 
have identified to address workplace stress. 

BLOODBORNE PATHOGENS

The purpose of the Bloodborne Pathogens Stan-
dard, which was published by OSHA in final form 
in 1991, is to limit occupational exposure to blood, 
bodily fluids, and other potentially infectious materi-
als, because any exposure could result in bloodborne 
pathogen transmission. This standard applies to all 
reasonably anticipated occupational exposures to 
blood or other potentially infectious materials that 
may result from the performance of an employee’s 
duties [51]. “Good Samaritan” acts, such as resus-
citating a co-worker, might not be considered occu-
pational exposure [47; 48; 49].

The standard requires employers to implement 
an exposure control plan that mandates Universal 
Precautions (i.e., treating all body fluids as if they 
are potentially infectious). The standard also stresses 
hand hygiene, recommends the use of Personal 
Protective Equipment (PPE), sets forth processes to 
minimize needle sticks and blood splashing, ensures 
appropriate packaging of specimens, and regulates 
waste by employing biohazardous labeling before 
shipping [50; 51].
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Employers must require the use of, and provide at no 
cost, barrier items or PPE for employee protection. 
This includes gowns, masks, mouthpieces, goggles, 
resuscitation bags, and the proper gloves for the job 
being performed. Also included in the standard are 
methods for disposing of contaminated sharps and 
other regulated waste in OSHA-compliant contain-
ers [50].

Another aspect of the Bloodborne Pathogens Stan-
dard is the requirement that Hepatitis B vaccination 
be made available at no cost and within 10 working 
days of assignment to all employees who have occu-
pational exposure to blood. Postexposure evaluation 
and follow-up must be made available to all employ-
ees who have had an exposure incident. Included in 
the evaluation and follow-up are laboratory testing, 
counseling, evaluation, and prophylaxis, if deemed 
necessary and if the employee consents [3; 51].

Some of the most common bloodborne pathogens 
include hepatitis C, HIV, and hepatitis B [50].

TUBERCULOSIS CONTROL

In 2019, the CDC updated their guideline for the 
prevention of TB transmission in healthcare set-
tings [52; 53]. The updated guideline recommends 
baseline (preplacement) TB testing and screening 
for all U.S. healthcare personnel. Although routine 
follow-up screening is not recommended, healthcare 
facilities should aim to identify latent tuberculosis 
infection among personnel and to encourage treat-
ment. Postexposure screening and testing should be 
conducted for any healthcare personnel with known 
exposure to a person with potentially infectious TB 
disease. Healthcare personnel with a newly positive 
test result should undergo a symptom evaluation and 
chest radiograph to assess for TB disease. Personnel 
with latent TB infection and no prior treatment 
should be offered, and strongly encouraged to 
complete, treatment with a recommenced regimen, 
unless a contraindication exits. Finally, the CDC 
also recommends that healthcare facilities should 
provide annual education on TB, including risk 
factors, signs, and symptoms [52; 53].

FIRE SAFETY

Workplaces that house patients should be concerned 
with the risk of fire. Fire safety should be part of any 
hazard communication training program. Smoke 
alarms, sprinklers, and/or fire extinguishers should 
be present. All employees should know about the 
fire risks associated with chemicals, gases, or equip-
ment used. They should also know how to respond 
to a fire, which includes how to rescue patients and 
other employees, and how to locate and properly 
use fire extinguishers.

Fire safety plans should include fire emergency 
preparation, including alarm systems, marked exits, 
and written emergency plans. Many hospitals use 
acronyms such as RACE (Rescue, Alert, Confine, 
Extinguish) to help employees remember the proper 
steps for fire emergency response.

Annual inspections by the fire marshal, quarterly 
fire drills, annual fire safety in-services, and monthly 
fire extinguisher documentation are all elements of 
a successful fire safety program. Staff education and 
documentation of the education are integral parts 
of the fire safety plan.

OSHA requires that employers develop and main-
tain on site a written fire prevention plan. The plan 
must be available for employee review; employers 
with 10 or less employees may orally communicate 
the plan. The plan should include a list of all major 
fire hazards, proper handling and storage procedures 
for hazardous materials, potential ignition sources 
and how to control them, and the type of protective 
equipment needed to control each type of hazard [3].

LEGAL ISSUES

In today’s litigious society, any facility is at risk for 
lawsuits. If an employee is injured on the job and 
able to show that a lack of safety equipment or train-
ing or unsafe conditions caused the injury, the facil-
ity is at risk for litigation. Lack of proper treatment of 
the injury and continuing unsafe conditions might 
also contribute to an employer’s risk for litigation.
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Attorneys who investigate incidents of employee 
injury will expect to be able to examine available 
documentation, including incident reports, medical 
records that include treatment of the employee, and 
training and education records. Safety conditions 
that might have caused the injury, any perceived 
unsafe conditions that exist, the safety committee 
minutes that show how the facility has addressed 
the condition, and further actions to correct the 
condition may also be reviewed.

Knowing what the standards prescribe for a particu-
lar facility and properly documenting all programs 
(e.g., written plans, the education program, or follow-
up of existing conditions) will provide the employer 
with the best protection possible. Employers should 
carefully read the standards and provide training 
seminars and other relevant employee resources to 
ensure that their facilities are in compliance.

RESOURCES

The most important resource is the Code of Federal 
Regulations, title 29, sec. 1910. Additional resources 
include:

National Institute for Occupational  
Safety and Health (NIOSH)
https://www.cdc.gov/niosh

National Institute of Environmental  
Health Sciences (NIEHS)
https://tools.niehs.nih.gov/wetp

National Safety Council
https://www.nsc.org

U.S. Department of Labor,  
Bureau of Labor Statistics
https://www.bls.gov

U.S. Department of Labor, Occupational  
Safety and Health Administration
https://www.osha.gov
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