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ACIP Updates

+ Vaccines for HCPs (Pre-exposure
prophylaxis)

« Post-exposure prophylaxis (Bloodborne
Pathogens)

- COVID-19

« Employee Well-Being

+ Civic Health

ACIP January 2022 Update

Pneumococcal Vaccine Timing for Adults QUNC
Maks sure your patients are up to date with pneumococcal vaccination. Seootor

For those: who have never recolved a peumococcal
vaccin of 11o%a with Unknown Vaceination history.

Agminisior ane dose of PCVIS or PCVAD,
1 PGVZD i mad, their prioenccoceal vaccinations sew compiete

* Pneumococcal Vaccines
*  New availability of PCV 15 (Merck Sharp & Dohme Corp.) and PCV
20 (Wyeth Pharmaceuticals LLC)
+  Recommendation for PCV20 alone or PCV15 in combination with
PPSV23 for previously unvaccinated 65y+ or 19-64 y/o with
increased risk
« If PCV15 is used, minimum interval of 8 weeks until PPSV23
administration

« Prior PPSV23 — either PCV15 or PCV20 can be used

+ Prior PCV13 — continue with current schedule for PPSV23
afterwards (still under evaluation of added benefit of PCV15 or
PCV20 after)

. /. g/ TS/ 73/ Y704 L kg7 104a_vT3_down www.cdc.gov/pneumococcal/vaccination.html
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For thoss who previously recerved PPSV23 but who
have nat recsived any preumococcal conjugate
vaceing fo.g., PCVI, PCVIS, PCV20)

ou may administer ono dose of PGV1S or PGY20.
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ACIP April 2022 Update eicolo
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ACIP June 2022 Update

* Hepatitis B Vaccines are now universally recommended for all
adults aged 19 - 59 years old instead of based solely on risk
factors. This reflects the rising cases of Hepatitis B since nadir in
2014, and acknowledges that risk-based intervention misses
people reluctant to disclose.

» Also note that ACIP recommendations for Hepatitis B screening
was updated in March 2023 to include testing at least once per
lifetime in addition to risk factor based testing

* JYNNEOS for Monkeypox

» Two vaccines (JYNNEOS and ACAM2000) for orthopoxviruses
(including MPX and smallpox). JYNNEOS w/ much less
contraindications.

» Pre- or post- exposure prophylaxis indications based on risk factors
(generally intimate, prolonged contact)

Most healthcare workers do not need to get this vaccine. Exceptions

include HCPs w high risk exposure (caring for +pt for prolonged period

without PPE) and lab personnel handling specimens (current wording

as of 4/10/23: “You work in settings where you may be exposed to mpox:

= You work with orthopoxviruses in a laboratory

* You are part of an orthopoxvirus and health care worker response team”

nm7122eLhtm  Vacc s/index.html Mpox | Poxvirus | CDC

hitps://www.cdc.gov/

laal INFLUENZA

2022-2023

tion updated to,

CDC recommends everyone 6 months
and older get an annual flu vaccine

MVMWR

ACIP June 2023 Update LD

* RSV Vaccine (Abrysvo or Arexvy) for adults 60+ (shared decision

making)

* Single dose (for now), high efficacy over two RSV seasons

» Can be coadministered with other vaccines

* Abrysvo is also recommended for pregnant people 32 - 36 wks GA from
Sept - Jan

*  When vaccinating adults 60+ years, it should be done year round (in
contrast with pregnant people and babies only during RSV season)

ACIP December 2023 Update

* Polio
* New: Unvaccinated or partially vaccinated adults should complete
primary series
« Case of polio in 2022 in NY in an unvaccinated adult prompted this new
recommendation

* Unchanged: Fully vaccinated adults with exposure risk (travel to endemic
area, etc) should get one booster
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HCP Vaccination Recommendations

Vacclnation Recommendation

COVID-19 If not up to date, provide COVID-19 vaccine. Pts >6 months should receive 1 bivalent
booster. (For adults, easiest to ask if they've received a booster since Sept 1, 2022.)

Hepatitis B If no prior dose, either 2 doses of Heplisav-B or 3-dose series of either Engerix or
Recombivax
Obtain serology 1-2 months after final dose

Influenza Give 1 dose annually

MMR HCP born in 1957 or later need 2-doses of MMR, 4 weeks apart if no prior immunity
or vaccination. Before 1957, consider serology testing and dosing if needed

Varicella If no prior infection, serologic immunity, prior vaccination, give 2 doses of varicella

vaccine 4 weeks apart

Tetanus, diphtheria,
pertussis

Give 1 dose to all who have not received previously. Each pregnancy. Booster every
10 years (Td or Tdap)

Meningococcal Routinely to microbiologists exposed to isolates of N. Meningitidis
https://www.cdc.gov/vaccines/adults/rec-vac/hcw.html
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COVID Vaccination Recommendations QUNC
(immunocompetent) =
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ACIP COVID-19
Vaccine

COVID-19 Vaccine Update - Back to
Monovalent

Take away - immunocompetent people over age of 5 only need one
dose of the updated monovalent mRNA COVID vaccine since Sept
2023 (two doses if Novovax) to be up to date

15

COVID Vaccines AUNC
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* So wait - | thought it wasn’t required anymore for healthcare
personnel?

* The federal CMS regulation which had required all HCPs to be covid
vaccinated has been retired. Individual hospitals, LTC companies, etc
can decide to have it be an internal condition of employment if they
wish. CMS continues to require reporting of HCPs’ vaccination rates.
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* Make it as easy as possible for your staff and residents to get the

AUNC

* Yes, it is safe to receive COVID, flu and RSV shots at the same
time!

latest COVID shots
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Hepatitis B oo

 Indications
« Universal; HCP with potential blood exposure (OSHA required OR
signed refusal)
» Administration
+ Prior to administration do not routinely perform serologic screening
for HB unless cost effective
« After last dose in the series, test for immunity (>10 mIU/mL); if
inadequate provide one more series and test again for immunity; if
inadequate test consider as “non-responder”

« If non-immune after two series, test for HBsAg

4/11/2024

Hepatitis B

« HEPLISAV-B approved in late 2017
+ Adults > 18 years of age

» Two doses one month apart

* Not studied in hemodialysis patients

Study 3: Seroprotection Rates of HEPLISAV-B and Engerix-B*
Are (uges 18 - 70 years)
(vears) : = Difference ia SPRs
HEAUBOES (MEPLISAV-B misus Engerix-B)
N Difference (95% C1j
1329 % 6.1% (25, 126)°
039 w26
= 560,963) S18
) 530, %63) 75 TS5% (126, 1897
.70 6 (899,9.1) s 19.0% (132, 5301
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Influenza Season 23-24 —

MEDICINE

Influsrea Postive Tasts Repored s COT by Clinical Laborataries
Mabsnal Summary, 202324 Sausor, week snding W 18,202

Week 11
No. of specimens tested 220
¢ No.of positive specimens (%) 9862(12.0%)
‘ Posiive specimens by type
Influenza A 5,121 (51.9%)
Influenza B 4741 481%)

Weekly U.S. Influenza Surveillance Report | CDC
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Every year individuals around the world work to study, track, and prevent flu. This page profiles these Flu Fighters and the
work they are doing to contribute to flu prevention in the U.S. and around the world!
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MMWR | ALL HEALTHCARE WORKERS NEED FLU VACCINES

VACCINATING HEALTHCARE 3 OF 4 HEALTHCARE WORKERS
WORKERS

WORKPLACE STRATEGIES
GET FLU VACCINES CAN HELP!

FLU AMONG oR ﬂ;’mm YASTINE ON-SITE
WORKERS VACCINATION

t

7 LOW OR NO COST
[ l VACCINES

NON-CLINICAL
LONG-TERM CARE WORKERS STAFF

WORK ABSENCES

PATIENTS
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Influenza vaccines

* ACIP recommendations

+ One annual dose for all persons > 6 months of age (sometimes 2 doses
for kids)

+ Required for residents and HCP in ECFs in NC (1 N.C. Gen. Stat. Ann. §
131E-113(a))

+ Required in SC LTC (S.C. Code Ann. Regs. 61-17)

» No legal mandates for other healthcare workers

» Immunize as soon as vaccine becomes available for the current season

af Long-term-care-toolkit.pdf (cdc.gov)
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Measles is coming back

BUNC

Measles, Mumps, Rubella (MMR)

4/11/2024

Measles cases in 2024

As of March 21, 2024, a total of 64 measles cases were reported by 17
jurisdictions: Arizona, California, Florida, Georgia, llincis, Indiana, Louisiana,
Maryland, Michigan, Minnesota, Missouri, New Jersey, New York City, Ohia,
Pennsylvania, Virginia, and Washington

Number of measles cases reported by week

2023-2024* (a5 of March 21, 2024)

**More cases in 2024 so far than all of 2023**

Super contagious: 9 out of 10 susceptible people
who are exposed will contract measles

If you suspect a
case of measles in
your facility, call

+  Measles
«  Born before 1957: Consider immune (except during
outbreak): Born after 1957: 2 doses
«  Immunity = Appropriate immunizations or positive serology
* Mumps
«  Born before 1957: Consider immune (except during
outbreak): Born after 1957: 2 doses.
« 3" dose considered in outbreak settings.
+  Immunity = Appropriate immunizations or positive serology

.
20 your local health * Rubella
b department or NC + 1 dose of MMR to susceptible women of childbearing
§ ¢ Epi On Call 919- potential
H
E 4 733-3419 +  Immunity = Appropriate immunizations or positive serology
HiF——— |} ,7|,L.J.“.J._.|I WMEDTELY
P P P s P B o g not days or
il ik P A ok A f
REAR L P e N g hours later)

D DONTLET MUMPS Ay, -

0 SPOILYOURFUN 4 p*¥
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Varicella = Varicella
MeDICINE
91 million
" N " " During the first 25 years,” CASES
+  Special consideration should be given to those who have | & the U.S. chickenpox
close contact with | vaocdnation propron 238,000
+ Persons at high risk for severe disease (e.g., has PREVENTED LT e
immunocompromised persons) o satkatnd 2,000
« Persons are at high risk for exposure or transmission (e.g., e s e | DEATHS
teachers of young children, college students, military recruits, ) M IPXE ey et T
international travelers) NOW
+  Immunity . EACH VEAR
«  2doses of vaccine (gold standard), positive serology. Could iz
also accept history of varicella if lab confirmed or epi-linked, more Tvan 4 miillion rewen an 150,000
but verbal report “l had chicken pox as a kid” doesn’t count. chickenpox cuses.
* Receiving Shingrix vaccine does not count as immunity for
varicella more uan 10,000 rewen an'l, 400
hospitalizations. hospitalizotions
vr10150 Less ran 30
https://www.cdc.gov/mmwr/preview/mmwrhtml/rr6007a1.htm deaths decths
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Tetanus-diphtheria-acellular pertussis (Tdap)

Meningococcal Vaccine

+ Substitute 1 dose Tdap for all adults when Td booster due

+ Recommended for adults had high risk of disease ‘persistent
if no history of Tdap.

complement deficiency, functional or anatomic asplenia, or HIV
infection (adolescents{j.

May be used to provide tetanus PEP « Two vaccines series are needed: MenACWY and Serogroup B (MenB)
« Provide to all adults with exposure to young children (no delay after * MenACWY
Td) . I2mmténgsup;')\;lessed — 2 doses of MenACWY and boosters every 5 years,
) or 3-dose Men
* Also recommended for pregnant people in each pregnancy . MicrobioIoBgists -1 dose, booster every 5 years (MenACWY), 2 or 3-

(preferably 27-36 weeks gestational age)
+  Only one dose of Tdap is required, employees who are 10 years out
from Tdap can be boosted with Td or Tdap (but Tdap preferred)

dose Men

« Now they could get the combo MenABCWY vaccine when both are indicated
+  Anatomic/functional asplenia patients should be vaccinated against

MenACWY/MenB
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Tuberculosis
Surveillance

TB Conversion in HCW %

MEDICINE

Tuberculin Skin Test Conversions and Occupational
Exposure Risk in US Healthcare Workers

Mosar Alsavens, Khaled Mbarumed ™ Laurs £ Breshee! M

Cloin : Dbl Wigdan H. i

HOW

Dobler CC, Farah WH, Asavias M, Mohammed K, reeher LE, Murad MH, Molela RG. Tuberculin Skin i Infect Dis. 2018 Feb
10,66(5):706-711.dot: 10.1093/cid/ch86.1. PMID: 20028965,

4/11/2024

To eliminate tuberculosis (TB),
we must prioritize groups at
increased risk of TB

oNTB

Living in congregate settings is a risk factor for TB disease:

Homeless Shelters Correctional Facilities

Long-term Care
Facilities

www.cdc.gov/tb
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Testing/ Treatment

- Baseline (preplacement) screening and testing. All U.S. health care personnel should
have baseline TB screening, including an individual risk assessment, which is necessary for
interpreting any test result. IGRAs (quant gold or T spot) or tb skin tests can be used. Follow
CDC algorithm for interpretation.

+  Serial screening and testing for health care personnel without LTBI is NOT indicated. In
the absence of known exposure or evidence of ongoing TB transmission, U.S. health care
personnel (as identified in the 2005 guidelines) without LTBI should not undergo routine serial
TB screening or testing at any interval after baseline (e.g., annually.) Could consider annual
screening with high risk groups like respiratory therapists.

+ Health care personnel with LTBI and no prior treatment should be offered, and strongly
encouraged to complete treatment with a recommended regimen, including short-course
treatments, unless a contraindication exists

Sosa LE, Njie G, Lobato MN, et al. Tuberculosis Screening, Testing, and Treatment of U.S. Health C Tubercul troll
4 CC, 201 DO hitp:/d.doi.org/10.1 585/ mmw
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NC TB Policy Manual LN

MEDICINE

+  SARS-CoV-2 Vaccine and TB testing

TB screening with skin test or interferon gamma release assay may be performed regardless of
timing of SARS-CoV-2 vaccination (and visa versa). — Jan 28 2021 memo

+ Patients in long term care facilities
«  Testing upon admission (two-step TST or IGRA). Annual screening which can be
accomplished by a verbal elicitation of symptoms.
10ANCAC 41A.0205; 10A NCAC 13D .2202 &.2209

+ Long term care facility employees
«  Testing upon employment (two-step for TST or IGRA) and after any exposures.
Annual education.
10ANCAC 41A.0205; 10A NCAC 13D .2202 & .2209; OSHA

oot
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Fit Testing

* If employees may need to wear respirators as part of their PPE
(i.e. for caring for COVID patients), then they need to be annually
fit tested through your respiratory protection program.

* Medical clearance for N95s is not complicated - there really

aren’t medical conditions which affirmatively preclude the use of
an N95 except anatomical challenges.

35
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Bloodborne Pathogens

» Approximately 385,000 needle sticks and other sharps-related
injuries to hospital-based healthcare personnel each year.

. ‘ + 58 total known occupationally acquired HIV cases in HCPs; all but
BIOOd borne [ 8 1 were prior to 1999.p yaca

. ; + 88% (50/57) of the documented cases of occupational HIV
Pathogens i tranosr(nissio% from 1985-2004 involved a percu‘t)aneous exposure.

Of those, 45/57 involved a hollow-borne needle.

* 41% of sharp injuries occur during use; 40% after use/before
disposal; 15% during/after disposal

https://www.cdc.gov/mmwr/preview/mmwrhtml/mm6353a
4.htm

37 38

Steps for Prevention Lo
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OSHA Bloodborne Pathogens Standard mﬂi

» Needleless devices

« Single-hand recapping
» Handwashing stations
+ Sharps containers

« Laundry

« Disposal of contaminated material

+ Mask, eye protection, gloves, & face shields

* Employers must establish a written exposure control plan and
provide annual training

* Mandates use of universal precautions (all body fluids
assumed contaminated except sweat)

* Employers must utilize engineering and work practice controls
to minimize/eliminate exposure

(e-CFR 1910.1013)
https://www.osha.gov/laws-regs/regulations/standardnumber/1910/1910.1030

39 40
RUNC BUN
OSHA Bloodborne Pathogens Standard e Bloodborne Pathogens o
s e
+ Requires offering hepatitis B vaccine to persons with the potential * Risk (percutaneous exposurs) * Test source for hepatiis B (HBsAg)
for exposure hepatitis C (HCV PCR), HIV (4™ gen, HIV
p HB\/. 22,0 - 30.0% (HBEAG") antibodies and p24 antigen)
. . + 1.0-6.0% (HBeAG) - Provide hepatitis B prophylaxis, if indicated
+ Testing of exposed employees for Hepatitis B and HIV HOV + Provide follow-up for hepatitis C, if indicated
- . . . . «  If source HIV+ or at “high risk” for HIV, offer
» Post-exposure prophylaxis must be immediately available as per HIV (1 300) employee HIV prophylaxis per CDC protocol

CDC guidelines .
+ Risk (mucous membrane)

« All work-related needle stick injuries and cuts from sharp objects HBV
that are contaminated with another person's blood or other * Yes (rate unknown)
potentially infectious material are OSHA-reportable regardless of HCV

Yes (rate unknown but very small)

the source patient disease status. v
(e-CFR 1910.1013) D 0d% i 1000)
< 0.1% (non-intact skin)
CDC, 2003
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Post-exposure Pathway
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Current HIV PEP

* 10ANCAC 41A .0202

+ CONTROL MEASURES - HIV

*  When the source case is known, the attending physician or
occupational health provider responsible for the exposed person
shall notify the healthcare provider of the source case that an
exposure has occurred.

«  This healthcare provider shall arrange HIV testing of the source
person (unless known to be HIV+) and notify the OHS provider of the
test results.

» Source patient consent is not required

43
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Current HIV PEP —

MEDICINE

Three-drug regiment

» Tenofovir-emtricitabine (Truvada) + raltegravir (Isentress) for 4
weeks (28 days)

« Other regiments are available for known HIV-source patients with
specific drug resistance but these cases are rare.

+  Start within 72 hours

« Baseline HIV, 6 weeks, 4-6 months

44

Hepatitis B

« Universal; HCP with potential blood exposure (OSHA required
or HCP may decline)
» No need to routinely obtain Hep B titers if an employee has
documented vaccine series and a positive titer
» In practice, we usually titer and give a booster if titer is < 10 mIU/mL

» For known non-responders, with exposure they should get Hepatitis
B Immune Globulin (HBIG) within 24 hours (up to 7 days after
exposure)

o Fotos o prinibets
oo 088113371
2 . e
Hepatitis B Hepatitis C
VertVecioaion | Pospomre | Fomerpom | it Vacimwion | Pomaiion
and Response testing results for | testing results for postexposure postexposure ‘Serologic
Status. "’“(:’E.':';T'“ HCP (anti-HBs) ‘prophylaxis ‘prophylaxis. Testing'
» No post-exposure Test healcare workes o -V within &8 hursofexponre
Posttive/ unknown | ** 2 doses HBIG. Noaction needed | No action needed H |
20t prophylaxis 2 !
Acute infection Positive IgM positive Negative Negative
Infection resolved Negative  IgGPositve  Postive Poskiv/unknown [lessthan 1 dose HBIG. Intiate Yes =
Cronciecin  Postie  GoFostie  Newbe  [Regome  [ros o Frows - - Source patients should W] i
Vaconaed Negatve  Nogatie  Posite I ) L
e sl i vl ol e greterthovor | o sction nesded | Nosction needed | o sction mecded be tested by Hep C PCR
. o
e ¢ [T L Taeoe | Corpie ™ Y ) L
Rl oy e, 1
4032 acdnatedor o [Negatve Noacion needed | None Complete 3 Refer o care for pre-existing - =
= setie =
e
T i e ]
R e e | L
P ' thelast Raterta are® a
e
Nrepanders e e
. Tomumtaer
“HCP whohaveat s s th 10U il
e e Fashg o e
hitps://www.cdc.govivaccines/pubsipinkbook/heph. imiE pidemiology

47

48



BUNC

Follow-up Testing

* Hepatitis B
« Not required if employee has immunity
« HIV

» Dependent on source patient and available testing
* Hepatitis C
« Dependent on source patient, test for HCV antibodies and HCV RNA

49

COVID in the US March 2024 LN

webicine
[COVID-19 Update for the United States
Early Indicators Severity Indicators
Test Positivity Emaergency Dopartmant Visits Hospitalizations Desths
e oty 0 Dingnoned o COMISD Kesphal Adobminns oA Dt n U5, Ous 10 COMOTD
4.6% 0.7% 10,719 1.8%
Trendin s e Totin Trendin % COVIDA3 D
~25.6% in mast recent week -20.9%
o e 200 2 ar, o o Maris 20 Bnz s orta 2028
ol Konpitaantons Tous Dastha
6,891,605 1,185413
O | Tes ooy Gt hcugh Mash 16 2024 sy Deparmaes Vi Aot thscgh o 1 2024 Hospahaason s rcughs M 6,224
[ R—
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COVID Control Recommendations oattr

MEDICINE

«  Encourage all employees to remain up to date on COVID-19 vaccines,
including provision of resources

+ Recall that we discussed earlier that this is no longer mandatory for federal
regulations but can be mandatory if your employer decides to make it

itpsy/ /v gov/coronavinus/ 2019

4/11/2024

Occupational
Health and COVID

COVID Control Recommendations

Updated May 8, 2023

Encourage all employees to remain up to date on COVID-19 vaccines, including
provision of resources

Establish a process to identify and manage individuals with suspected or confirmed
COVID

+ Implement source control measures (changed from earlier recommendations)
« Implement universal use of personal protective equipment for HCP

Optimize use of engineering controls and indoor air quality

Perform SARS-CoV-2 viral testing

Create a process to respond to COVID exposures among HCP and others

itpsy /v gov/coronavirus/ 201 https://www.cdc. 01-n1cov/ hep, sesment-hop.html
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COVID Control Recommendations

+ Establish a process to identify and manage individuals with suspected
or confirmed COVID

«  For HCPs, they should report any of the following three criteria to your
Occupational Health:

Positive test for COVID

Symptoms of COVID
HCPs with even mild symptoms need a test!
Positive antigen test (like a home test) is sufficient; no need to retest with PCR
Negative antigen test is NOT sufficient and needs confirmatory PCR
Don't forget about flu and RSV!
Should not be working until at least 24 hrs without fever of any cause off antipyretics

Close contact to COVID

53

Ditpsy/ /.o gov/coronavirus/ 2019-
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COVID-19+ HCP Return to Work =

HCP with mild to moderate iliness who are not to severely immunocompromised could return to work after
the following criteria have been met:

Atleast 7 days have passed since symptoms first appeared if a negative viral test* is obtained within 48 hours prior
to returning to work (or 10 days if testing is not performed or if a positive test at day 5-7), and

At least 24 hours have passed since last fever without the use of fever-reducing medications, and

Symptoms (e.g., cough, shortness of breath) have improved.

*Either a NAAT (molecular) or antigen test may be used. If using an antigen test, HCP should have a negative test obtained
on day 5 and again 48 hours later

HCP who were asymptomatic throughout their infection and are not to severely immunocompromised could
return to work after the following criteria have been met:

« Atleast 7 days have passed since the date of their first positive viral test if a negative viral test* is obtained within 48
hours prior to returning to work (or 10 days if testing is not performed or if a positive test at day 5-7).

*Either a NAAT (molecular) or antigen test may be used. If using an antigen test, HCP should have a negative test obtained
on day 5 and again 48 hours later

4/11/2024

What about quarantines for

exposures?

Work restriction is not necessary for most asymptomatic HCP following a higher-risk exposure, regardiess of vaccination
status. Examples of when work restriction may be considered include:

« HCP is unable to be tested or wear source control as recommended for the 10 days following their exposure;

« HCP is moderately to severely immunocompromised;

« HCP cares for or works on a unit with patients who are moderately to severely immunocompromised;

« HCP works on a unit experiencing ongoing SARS-CoV-2 transmission that is not controlled with initial interventions;

55
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Asymptomatic HCPs w COVID exposures =T

MEDICINE

Following a higher-risk exposure, HCP should:

« Have a series of three viral tests for SARS-CoV-2 infection.

- Testing is recommended immediately (but not earlier than 24 hours after the exposure) and, if negative, again
48 hours after the first negative test and, if negative, again 48 hours after the second negative test. This will
typically be at day 1 (where day of exposure is day 0), day 3, and day 5

- Due to challenges in interpreting the result, testing is generally not recommended for asymptomatic people who
have recovered from SARS-CoV-2 infection in the prior 30 days. Testing should be considered for those who
have recovered in the prior 31-90 days; however, an antigen test instead of NAAT is recommended. This is
because some people may remain NAAT positive but not be infectious during this period.

« Follow all recommended infection prevention and control practices, including wearing well-fitting source control,
monitoring themselves for fever or symptoms con: nt with COVID-19, and not reporting to work when ill or if
testing positive for SARS-CoV-2 infection.

+ Any HCP who develop fever or symptoms consistent with COVID-19 should If-isolate and contact their
established point of contact (e.g., occupational health program) to arrange for medical evaluation and testing
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Employee Well-being

» Could be its own lecture

= Taking good care of employees benefits all: patients, employees, and the
business (safer environment, lower turnover, less staffing shortages)

»  Physical and mental well-being
« Living wages and robust benefits
« Parental leave

« Comprehensive DEI (diversity, equity and inclusion) trainings and meaningful
reflections in workplace policies/practices, not just lip service

«  Safety from workplace violence
« Fair PTO policies that disincentivize presenteeism
* Access to resources for burnout, moral injury
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Presenteeism: Threat to Healthcare

“Stay home, save lives™ Concurrent Results
Characterizing sickness Mattvators 60% of HCP
presenteeism among o it Wiy
with any symptoms
of infectious illness
at least once since
March 2020.

healthcare personnel during’
the COVID-19 pandemic
* Presenteeism is  sedrond

a major threat to  ZiFEsmmnes

patient and e

Of them, 84%
reported more than
one motivation

lneee, o gt analo conoms

employee health =Ememimi—

Perceived low risk
Primary of COVID-19
estcaspasomel Hc2 313 Motivators (primarily mild

el st ot Gt st
i e pecepions snd bt (e symptoms) was the
e primary motivator

e gug e GOV 15 pandemc
We meosured equency ofsod motwatrsforrepored

e v oy o o s for 40% of people
el S working with any
e symptoms.

Study population
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Civic Health - Voting HORTY CAROLINA

Multipartisan Assistance Team (MAT)

ultipartisan assist acounty board of elec

e team, of "MAT,"is 3 group appante

510 assist

oting and other services ta veters iving at facilties such as hosgitals, elinics,

ELECTION
* DAY *

\"* * Z

have different party affiliations (or, in

boar

d of elections). i

mpartial, professional assistance. Their job is to hel

sentee witness.

psentes ballot

depasitory or mailbox, f the voter hasa
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Thank You! DUNC | veoewe

Erica_pettigrew@med.unc.edu

11



