TITLE PAGE

COMPREHENSIVE OCCUPATIONAL VIOLENCE AND EXTRACTION FRAMEWORK (COVE/F)

AN INTEGRATED SYSTEMS MODEL OF WORKFORCE HARM, PATIENT SAFETY FAILURE, AND
NATIONAL HEALTH RISK

AUTHOR
Jennifer Torrez, BSN, RN

AFFILIATION
PRISMqd
Predictive Risk Intelligence And Safety Monitoring

EXECUTIVE SUMMARY

Occupational harm in healthcare is commonly described through narrow terms such as “workplace violence,’
“burnout,” “moral injury,” or “staffing shortages.”

i

These fragmented labels fail to capture the systemic, multi-level, and interdependent nature of harm
experienced by healthcare workers and the downstream consequences for patients, families, communities,
and national security.

The Comprehensive Occupational Violence And Extraction Framework (COVE/F) defines occupational harm
as the predictable result of violence, extraction, degradation, distortion, and neglect operating across
seven structural layers: mechanisms, conditions, drivers, actors, targets, harm, and reinforcement loops.

The framework demonstrates that healthcare harm is not random or accidental.
Harm is structurally generated, institutionally maintained, and systemically rewarded.

COVE/F establishes the conceptual, clinical, ethical, and policy architecture required to name, measure,
prevent, and correct the full spectrum of occupational harm.

PURPOSE AND SCOPE

The purpose of COVE/F is to:



Establish a unified, evidence-based taxonomy for all forms of occupational violence and extraction.

Provide clinicians, leaders, policymakers, and researchers with a comprehensive conceptual model.

Integrate historically siloed concepts into one coherent system.

Demonstrate how worker safety and patient safety are inseparable.

Provide a framework for measurable intervention and system redesign.

Support legal, regulatory, and academic recognition of occupational violence as a public health threat.

Anchor future work in prevention, policy change, education, and national security resilience.

Scope includes all healthcare roles across inpatient, outpatient, prehospital, long-term care, community care,
home health, correctional health, and academic training environments.

BACKGROUND AND RATIONALE

Occupational harm in healthcare has reached crisis levels.

The U.S. healthcare system experiences:

The highest rate of nonfatal workplace injury of all major industries
The highest rate of workplace violence

Chronic understaffing across all regions

Record-high turnover in nursing and clinical support roles
Worsening quality metrics and preventable mortality

Nationwide delays in diagnostic and therapeutic care

Traditional frameworks describe fragments of this crisis:



Workplace violence

Burnout

Moral injury

Staffing shortages

Human factors errors
Failure-to-rescue

Regulatory or policy “variance”
Documentation burden
Psychological distress
Financial stress

These fragmented approaches obscure the reality that all of these phenomena arise from shared structural
origins.

COVE/F addresses this gap by describing occupational harm as a system-of-systems failure, shaped by
historical, economic, regulatory, political, cultural, and technological forces.

By integrating evidence from public health, human factors, ergonomics, labor economics, trauma studies,
systems engineering, sociology, and moral philosophy, COVE/F establishes the first unified framework capable
of describing the total environment of harm.

DEFINITIONS AND CONCEPTUAL
FOUNDATIONS

Occupational Violence

Any intentional or unintentional act, structure, system, policy, or process that causes physical, psychological,
moral, economic, or existential harm to workers through force, coercion, neglect, or structural design.

Extraction

The removal of resources - physiologic, cognitive, emotional, temporal, financial, informational, or existential
- from workers without replenishment, resulting in systemic depletion.

Structural Harm

Damage produced not by individual actions but by policies, incentives, governance systems, regulatory
design, historical legacies, and organizational architectures.

Systems Violence

Violence embedded in operational, bureaucratic, economic, or algorithmic systems that produce harm
through normal functioning rather than deviation.



National Health Security

The stability, readiness, and resilience of a nation’s healthcare workforce, which directly determines national
response capacity to disasters, pandemics, and mass-casualty events.

METHODOLOGY AND CONSTRUCTION OF THE
FRAMEWORK

COVE/F was constructed through:
Synthesis of interdisciplinary evidence across clinical, economic, regulatory, sociotechnical, and
organizational domains.

Analysis of historical labor and care-delivery structures.

Examination of multiple forms of violence, including physical, psychological, structural, economic, cultural,
algorithmic, epistemic, narrative, and existential violence.

Review of documented cases of preventable harm, including failure-to-rescue, care delays, wrongful death
litigation, workers’ compensation data, and interdisciplinary reports.

Integration of systems-science principles, including safety engineering, human factors, complexity science,
and resilience theory.

Identification of upstream drivers, midstream conditions, downstream harm, and reinforcing feedback loops.

Validation against public health frameworks, including WHO, NIOSH, UN agencies, AHRQ, OSHA, and
multidisciplinary peer-reviewed evidence.

POSITIONING AGAINST EXISTING
FRAMEWORKS

COVE/F integrates and expands upon multiple existing frameworks, including:



Workplace Violence Typologies

Forensic Nursing Frameworks

Human Factors |l

Moral Injury Theory

Occupational Health And Safety Models
OSHA And NIOSH Prevention Frameworks
WHO Patient Safety Frameworks

Joint Commission Leadership Responsibility Standards
Labor Economics Models Of Monopsony
Sociotechnical Systems Analysis
Failure-To-Rescue Literature

Burnout And Psychological Safety Models

No existing framework captures the totality of violence, extraction, structural degradation, and national-level
risk.

COVE/F fills this gap.

NEED FOR A NEW FRAMEWORK (GAP
ANALYSIS)

Current frameworks fail because they:

Treat each type of harm as separate and unrelated.

Focus on individual resilience instead of structural change.
Ignore economic, regulatory, and political drivers.

Minimize extraction as “burnout” rather than violence.

Fail to integrate digital and algorithmic mechanisms.

Exclude national security consequences.

Exclude intergenerational and population-level effects.
Overlook epistemic and narrative-control violence.

Lack a unified taxonomy linking mechanisms to harm pathways.
Fail to operationalize prevention and accountability.

COVE/F provides:

A complete taxonomy

A multi-layer causal architecture

A systems-level explanation of harm
A foundation for policy and law

A clinical and public-health tool

A research and measurement strategy
A national readiness and security lens
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PART 1 - Purpose, Scope, Definitions

l. Purpose of the COVE/F Framework

The Comprehensive Occupational Violence & Extraction Framework (COVE/F) defines and classifies the full
spectrum of harm, violence, extraction, suppression, and structural degradation that healthcare workers
experience across organizational, legal, economic, social, cognitive, physiological, algorithmic, and existential
domains.

COVE/F:

1.

2.

Identifies every mechanism through which harm is produced
Maps the conditions that allow these mechanisms to operate
Defines the structural drivers that generate those conditions
Names the actors, without blaming individuals

Identifies all targets of harm

Outlines the entire spectrum of harms produced

Shows the reinforcement loops that make the system self-regenerating

COVE/F includes violence, extraction, epistemic injustice, structural inequality, legal repression,
algorithmic harm, moral harm, physiologic deterioration, and system collapse pathways.

It is the first unified framework to integrate:

clinical deterioration models
occupational health

structural violence



e moral injury

e human rights frameworks

e WHO/ILO/UN/OECD guidance
e [SO/IEC/OSHA standards

e human-factors engineering

e systems engineering

e trauma science

e complexity theory

e algorithmic and digital harm

e intergenerational and societal harm

Nothing is removed. Everything is included.

Il. Scope
COVE/F applies to:
e healthcare workers
e trainees and students
e union and non-union environments
e employed, per-diem, contract, agency, and gig clinicians
e interdisciplinary teams
e inpatient, outpatient, community, home health, telehealth
e public, private, and nonprofit systems
e global contexts

e patients and families harmed downstream of worker harm



e communities harmed by system-level dysfunction
e health systems harmed by structural drivers and extraction

e society-level outcomes (mortality, inequity, collapse of trust)

It covers violence from all sources:

e |eadership

e executives

e corporate owners

e boards

e insurers

e unions (when misaligned with worker interests)
e governments

e regulatory agencies
e patients

e families

e coworkers

e systems

e algorithms

e the built environment

e global pressures (climate, disease burden, supply chain)

lll. Fundamental Definitions

These definitions are precise and will anchor the entire taxonomy.

Violence



Any action, inaction, structure, policy, or system that produces physical, psychological, moral, economic, legal,
or existential harm - whether direct, indirect, intentional, unintentional, or emergent.

Extraction

The removal of time, labor, cognition, emotion, physiologic energy, or economic value without consent,
adequate compensation, or ethical justification.

Harm

The outcome of violence and extraction. Includes injury, burnout, trauma, disability, financial devastation, moral
collapse, existential erosion, patient injury, and systemic degradation.

Structural Violence

Harm produced by systems, policies, norms, and institutional practices - not individuals.
Epistemic Violence

The destruction, dismissal, or suppression of knowledge, experience, observation, or truth.
Narrative-Control Violence

Manipulation of stories, labels, documentation, and language to distort reality or assign blame.

Strategic Withholding (new)

Intentional refusal to act, respond, support, investigate, or intervene - despite having the capacity - when
inaction benefits the system and harms the worker.

Gatekeeping Violence

Structural or interpersonal practices that block access to training, advancement, knowledge, safety, or
autonomy.

Moral-Injury Violence
Harm caused by forcing clinicians to act against their ethics, values, or professional standards.

Algorithmic Violence

Harm caused by automated systems, Al, algorithms, predictive models, or data architectures that misclassify,
misrepresent, override, or limit human judgment.

System Harm

Damage to institutional integrity, function, legitimacy, and capacity to deliver safe care.

Upstream—-Downstream Harm



This is a systems-level cascade, not a series of isolated consequences.

Upstream—Downstream Harm captures how violence, extraction, and system degradation do not remain
contained within a single worker, unit, or hospital. They propagate through successive layers of the healthcare
ecosystem, ultimately affecting population health, economic stability, democratic institutions, and national
security.

The flow of harm from workers — patients — families — communities — entire health systems — nations.

IV. Foundational Architecture: The Seven Layers

The entire COVE/F taxonomy is organized around 7 core system layers:

1. Mechanisms - The forces that act on workers

2. Conditions - The environment that enables those forces

3. Structural Drivers - The incentives and power structures behind it
4. Actors - The systems and roles enacting the harm

5. Targets - The populations that harm lands upon

6. Harm - The full spectrum of outcomes

7. Reinforcement Loops - The cycles that regenerate harm

Every category, subcategory, bullet, and micro-bullet fits into one of these layers.
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LAYER 1: MECHANISMS

THE FORCES THAT ACT ON WORKERS

Mechanisms are the active forces that produce harm.

They include direct actions, indirect actions, structural dynamics, socialized norms, legal controls, algorithmic
processes, and environmental pressures.

COVE/F mechanisms include fourteen major mechanism families, each with full substructures.

COVE-V: MECHANISM: VIOLENCE

Violence includes physical, psychological, structural, cultural, legal, algorithmic, epistemic, narrative, moral,
and existential forms.

1.1 Physical Violence

Assaults By Patients, Families, Visitors
Coworker Physical Aggression
Security Misuse
Unsafe Restraint Practices
High-Risk Room Layouts And Blind Corners
Environmental Hazards
Inadequate Or Absent PPE
Forced Exposure To Infectious Risk
Missed Hydration
Missed Meals
Inability To Eliminate
Prolonged Standing
Repetitive Strain Injury
Thermal Stress
Circadian Disruption
Sleep Deprivation
Chemical Exposure
Radiation Exposure
Noise And Sensory Overload
Sick-Building Environments
Physiologic Overload Due To Unsafe Staffing

1.2 Psychological Violence



Verbal Abuse

Threats And Intimidation
Gaslighting

Manipulation

Stonewalling

Shunning And Social Exclusion
Humiliation Or Belittling

False Consensus Enforcement
Emotional Flooding
Performative Allyship

Courtesy Stigma

Hostile Communication Patterns Designed To Induce Distress

1.3 Structural Violence

Chronic Understaffing

Unsafe Ratios

Impossible Workload Demands
Contradictory Policies
Policy—Workflow Conflict

Role Inversion

Role Ambiguity

Fragmented Systems

Unsafe Workflow Design
Absence Of Redundancy
Organizational Brittleness
System Drift Toward Unsafe Norms
Misaligned Incentives
Inadequate Support Structures

1.4 Cultural Violence

Normalization Of Suffering

Martyrdom Culture

“Pay Your Dues” Expectations

Initiation Or Hazing Rituals

Professional Caste Hierarchy

Symbolic Violence

Racialized Or Gendered Labor Expectations
Stigmatizing Norms

Assimilation Into Dysfunctional Practices
Valorization Of Endurance Over Safety
Ritualized Humiliation Disguised As Learning

1.5 Organizational Violence



Retaliation For Reporting

Write-Ups As Punishment

Schedule Manipulation

Hostile Meetings

Peer Review Weaponization

Disciplinary Hearings Designed To Silence Dissent
Opaque Decision Pathways

Chain-Of-Command Suppression

Institutional Abandonment During Crisis
Institutional Betrayal

Non-Responsiveness As An Operational Norm
Strategic Withholding Of Action, Clarity, Communication, Accommodation, Investigation, Or Resources

1.6 Legal Violence

Forced Arbitration

Class-Action Enroliment Without Consent

Legal Retaliation

Criminalization Of Clinical Judgment

Licensure Threats

Coerced Statements Or Attestations

Regulatory Capture

Statutory Loopholes That Facilitate Exploitation
Restrictions On Independent Medical Evaluation
Delays Designed To Exhaust Claimants

Public Reporting Structures That Expose Clinicians Without Due Process

1.7 Economic Violence

Wage Theft

Unpaid Labor

Stolen Breaks And Meals

Uncompensated Overtime

Pay Suppression

Unsafe Ratios Used To Reduce Labor Cost
Denial Or Delay Of Workers’ Compensation
Forced Return To Work Despite Injury
Reduced Wages During Injury Leave
Arbitration Settlements Below Actual Harm
Benefit Loss

Economic Coercion Through Schedule Control
Financial Penalties For Leave

1.8 Moral-Injury Violence

Forced Participation In Unsafe Care
Pressure To Discharge Patients Prematurely



Coerced Falsification Or Distortion Of Documentation
Being Prevented From Escalating Care

Witnessing Preventable Harm

Ethical Contradictions Between Policy And Evidence
Repeated Moral Injury Without Recovery

Ethical Injury Loops

Moral Residue Accumulation

Collapse Of Moral Compass Under Chronic Conflict
Moral Disorientation

1.9 Epistemic Violence

Dismissal Of Lower-Status Staff Input
Devaluation Of Lived Experience

Erasure Of Patient Or Clinician Narratives
Hierarchical Suppression Of Physiologic Observations
Replacing Physiology With Labels

Ignoring Early Warnings

Discounting Intuition Under Bias

Restricted Access To Research Or Guidelines
Selective Omission Of Information

IRB Barriers Preventing Study Of Harm

Data Suppression

1.10 Narrative-Control Violence

Patient Labeling (“Frequent Flyer,” “Drug-Seeking,” “Noncompliant”)
Worker Labeling (“Difficult,” “Dramatic,” “Problematic”)

Story Distortion In Documentation

Narrative Removal

Language Designed To Obscure Harm

Institutional Self-Deception

Metric-Driven Reframing Of Harm

Manipulated Internal Communications

Propagandized Messaging Used To Suppress Dissent

1.11 Gatekeeping Violence

Blocking Access To Training

Denial Of Mentorship

Biased Evaluation

Restricted Access To Orientation Or Cross-Training
Removal From Committees

Blocked Advancement

Schedule Manipulation To Prevent Education
Knowledge Hoarding

Credential Suppression



Denied Conference Or Continuing-Education Access
Restricted Access To Safety Information

1.12 Algorithmic And Digital Violence

Algorithmic Misclassification

Biased Triage Pathways

Automated Denials Of Care

Auto-Assigned Tasks

Automated Prioritization Over Clinical Judgment
EMR Warnings That Override Expertise
Productivity Surveillance

Proximity Tracking

Digital Micromanagement

Al-Influenced Errors In Documentation
Automated Workflows That Increase Workload
Metric-Aligned Algorithms That Degrade Safety
System Fragility During Downtime

1.13 Documentation And Data-Extraction Violence (COVE-DX)

EMR Surveillance

Billing-Driven Documentation That Distorts Physiology
Documentation Burden Used As Extraction
Forced Scripts

Mandatory Fields That Coerce False Accuracy
Data Coercion

Complex Click-Paths

Documentation Inflation

Notes Used To Undermine Workers Or Patients
Selective Omission

EMR-Induced Epistemic Violence

1.14 Existential Violence

Identity Erosion
Collapse Of Meaning
Derealization
Depersonalization
Spiritual Injury
Existential Fatigue
Collapse Of Belief In Humanity
Chronic Grief
Anticipatory Collapse
Future-Loss Harm
Ontological Instability
Humanity Erasure



COVE-X: MECHANISM: EXTRACTION

Extraction includes economic, physiologic, cognitive, emotional, temporal, professional, legal, algorithmic, and
existential forms.

2.1 Economic Extraction

Wage Theft

Unpaid Labor

Uncompensated Overtime

Stolen Breaks And Meals

Pay Suppression

Unsafe Ratios Used To Reduce Labor Cost
Denial Or Delay Of Workers’ Compensation
Reduced Wages During Injury Leave

Forced Return To Work Despite Injury
Arbitration Settlements Below Actual Harm
Benefit Loss

Economic Coercion Through Schedule Control
Forced Shift Extension

Coerced On-Call Obligations

Compensation Gaps That Force Second Jobs
Debt Servitude Through Educational Loans
Financial Penalties For Leave

Benefit Clawbacks

Misclassified Hours

2.2 Physiologic Extraction

Missed Hydration

Missed Meals

Inability To Void

Prolonged Standing

Repetitive Strain

Chronic Sleep Loss

Circadian Inversion
Microtrauma Accumulation
Suppressed Immunity
Autonomic Stress Load
Cortisol Dysregulation
Endocrine Disruption

Heat Stress

Cold Stress

Cardiac Strain

Reproductive Health Disruption
Physiologic Debt From Chronic Overwork



Inflammation And Microvascular Change
Shift Work—Induced Metabolic Injury

2.3 Cognitive Extraction

Constant Vigilance

Multitasking Overload

Alarm Fatigue

Attention Fragmentation
Cognitive Tunneling

Mental Workload Saturation
Decision Fatigue

Cognitive Depletion

Loss Of Situational Awareness
Vigilance Decrement

Forced Memorization Of Shifting Policies
Documentation Overload
Interruptive Workflow Cycles
Finite-Attention Universe Collapse

2.4 Emotional Extraction

Empathy Extraction

Compassion Extraction

Conflict Mediation Labor

Emotional Buffering For Leadership

Emotional Containment Of Distressed Patients And Families
Performing Emotional Professionalism While Harmed
Cultural Labor Disproportionately Placed On Minoritized Workers
DEI Labor Extracted Without Compensation

Grief Work Without Institutional Support

De-Escalation Labor

Absorbing Organizational Stress

2.5 Temporal Extraction

Unpredictable Schedules

Mandatory Overtime

Forced Shift Changes

Last-Minute Call-Ins

Loss Of Personal Time

Temporal Colonization

Long Shifts Without Relief

Irregular Or Rotating Schedules
Mandatory Meetings Off-Shift

Mandatory Education Outside Paid Hours



Forced Availability
Circadian Disruption From Scheduling

2.6 Professional Extraction

Responsibility Without Authority
Responsibility Creep

Unpaid Shadow Tasks

Hidden Administrative Labor
Underutilization Of Skill

Denial Of Training

Blocked Certification
De-Skilling Due To Automation
Talent Suppression
Advancement Obstruction
Professional Stagnation
Forced Role Expansion During Crisis
Loss Of Autonomy

2.7 Legal Extraction

Coerced Arbitration

Delayed Claims Designed To Exhaust Claimants
Restricted Access To Legal Recourse

Stacked Evidentiary Burdens

Legal Intimidation

Punitive Legal Threats

Forced Acceptance Of Substandard Settlements
Regulatory Bodies Aligned Against Workers
Class-Action Overrides Without Consent
Mandatory Statements Or Attestations

2.8 Algorithmic Extraction

Productivity Surveillance

Compliance Monitoring

Auto-Assigned Tasks

Algorithmic Overreach

Workflows Driven By Revenue Algorithms
Automated Prioritization That Reduces Clinical Judgment
False Positives Creating Additional Work
LLM-Influenced Documentation Errors
Digital Micromanagement

Forced Data Entry For Nonclinical Purposes
Predictive Analytics Increasing Burden

Bias Embedded In Digital Pathways



2.9 Existential Extraction

Erosion Of Purpose

Identity Constriction

Loss Of Creative Life

Life-Energy Drain

Moral Dissonance

Existential Fatigue

Emotional Numbing

Chronic Despair

Spiritual Injury

Collapse Of Internal Narrative Coherence
Sense Of Futility

Psychological Deadness From Chronic Exposure

COVE-DX: MECHANISM: DOCUMENTATION AND
DATA EXTRACTION

3.1 EMR Surveillance

Constant Activity Tracking

Timestamp Policing

Retroactive Blame Assignment

Nonclinical Monitoring Of Clinical Behavior

3.2 Billing-Driven Documentation

Documentation Structured For Reimbursement
Forced Narratives That Distort Physiologic Reality
Contradictory Documentation Requirements

3.3 Documentation Burden As Extraction

Redundant Entry

Click-Heavy Workflows

Forced Scripts

Templated Documentation That Removes Nuance

3.4 Data Coercion

Mandatory Fields That Force Inaccurate Statements
System-Required Attestations



False Accuracy Demands
Inability To Record Physiologic Truth

3.5 Algorithmic Bias And Synthetic Decision-Making

Alerts Overriding Clinical Judgment

Risk Scores That Misrepresent Patients

Bias Embedded In Predictive Tools

Behavior-Based Algorithms That Penalize “Noncompliance”

3.6 Notes Used To Undermine Workers Or Patients

Documentation Weaponization
Selective Omission
Back-Justification

Distorted Narratives In Charting

3.7 EMR-Induced Epistemic Violence

Erasure Of Physiologic Signals

Replacement Of Patient Experience With Billing Logic
Decontextualized Clinical Events

Suppression Of Clinician Observations

COVE-EPI: MECHANISM: EPISTEMIC VIOLENCE

4.1 Dismissal Mechanisms

Ignoring Concerns From Lower-Status Staff
Condescension

Devaluation Of Lived Experience
Discounting Intuition

4.2 Knowledge Suppression

Discouraging Reporting
Hiding Or Burying Data
Withholding Evidence
Blocking Study Of Harm
Selective Reporting

4.3 Hierarchical Silence



Chain-Of-Command Barriers
Fear Of Retaliation
Disciplinary Threat

4.4 Narrative Override

Statements That Override Reality
Rewriting Events
Documentation-Based Gaslighting

4.5 Access Restriction

Leadership Hoarding Knowledge
Blocked Access To Policies
Restricted Access To Safety Information

4.6 Biased Misdiagnosis

Replacing Symptoms With Labels
Pathologizing Behavior Instead Of Assessing Physiology
Identity-Based Dismissal

COVE-NC: MECHANISM: NARRATIVE-CONTROL
VIOLENCE

5.1 Patient Labeling

“Frequent Flyer”
“Drug-Seeking”
“Noncompliant”
“Behavioral”
“Histrionic”

5.2 Worker Labeling

“Difficult”

“Dramatic”
“Problematic”
“Unprofessional”
“Not A Team Player”



5.3 Story Removal

Removal Of Key Details
Erasure Of Narrative Context
Record Sanitization

5.4 Story Distortion

Blame Reassignment
Euphemistic Language
Metrics Used To Reinterpret Harm

5.5 Institutional Self-Deception

Internal Messaging That Contradicts Reality
Leadership Narratives That Deny Harm
Manipulated Internal Communications

COVE-MO: MECHANISM: MORAL-INJURY
VIOLENCE

6.1 Forced Ethical Violations

Unsafe Assignments

Premature Discharges

Coerced Documentation Distortion

Prevention Of Escalation

Being Forced To Perform Actions Against Ethical Standards

6.2 Value—Action Incoherence

Organizational Values In Conflict With Actual Care
Pressure To Violate Standards
Internal Conflict Between Ethics And Policy

6.3 Ethical Injury Loops

Repeated Moral Injury Without Repair
No Institutional Support
Recurrence Of Avoidable Ethical Crises



6.4 Moral Residue Accumulation
Persistent Unresolved Ethical Distress

Cumulative Guilt
Chronic Ethical Fatigue

6.5 Moral Compass Collapse
Moral Numbing

Ethical Disorientation
Loss Of Capacity To Discern Right Action

COVE-C: MECHANISM: CULTURAL VIOLENCE

7.1 Ritualized Suffering

“Pay Your Dues” Culture
Trial-By-Fire Onboarding
Normalized Overextension

7.2 Assimilation To Dysfunction
Normalization Of Deviance

Acceptance Of Unsafe Practices
Internalization Of Harmful Norms

7.3 Symbolic Violence
Microaggressions

Identity Erasure
Cultural Invalidations

7.4 Professional Caste Systems

Rigid Hierarchy
Stratification Of Voice And Power



COVE-LEGAL: MECHANISM: LEGAL AND
REGULATORY VIOLENCE

8.1 Government-Enabled Violence

Labor Board Non-Enforcement

Chronic Failure To Prosecute Wage Theft
Delayed Claims Backlogs

Policy That Allows Class-Action Overrides
Laws That Limit Worker Autonomy

8.2 Criminalization Of Clinical Judgment

Prosecution Of Clinicians For System Failures
Punitive Enforcement Of Complex Cases

8.3 Structural Legal Barriers

Restricted Appeals
Employer-Favored Statutes
Regulatory Capture
Coercive Arbitration

COVE-ORG: MECHANISM: ORGANIZATIONAL
VIOLENCE

9.1 Retaliation Systems

Write-Ups Used As Threat
Schedule Manipulation
Hostile Meetings

Punitive Peer Review

9.2 Strategic Withholding

Withholding Action
Withholding Communication
Withholding Support
Withholding Accommodation



Withholding Investigation

Withholding Safe Staffing

Withholding Clarity

Withholding Data

Withholding Resources Despite Capacity

9.3 Institutional Betrayal

Failure To Support Workers
Punishment For Speaking Up
Abandonment During Crisis

9.4 Silence-By-Design

Non-Responsiveness
Opaque Reporting Channels
Grievance Black Holes

COVE-EV: MECHANISM: ENVIRONMENTAL
VIOLENCE

10.1 Environmental Hazard Exposure

Unsafe Rooms

Unsecured Equipment

Blind Corners

Inadequate Safety Equipment

10.2 Sensory Overload Conditions

Excessive Noise

Harsh Lighting
Circadian-Disruptive Light
Sensory Saturation

10.3 Facility-Induced lliness

Poor Ventilation
Mold Exposure
Chemical Irritation



10.4 Climate-Pressure Mechanisms
Smoke Exposure
Heat Waves

Extreme Cold
Disaster Surges

COVE-S: MECHANISM: SYSTEM-COMPLEXITY
VIOLENCE

11.1 Hypercomplexity
Too Many Interacting Systems

Unpredictable Interactions
Nonlinear Risk

11.2 Interoperability Failure
Fragmented EHRs

Incompatible Systems
Lost Or Incomplete Information

11.3 System Entropy

Organizational Drift
Collapse Of Order
Loss Of Adaptive Capacity

COVE-CR: MECHANISM: CRISIS-INDUCED
VIOLENCE

12.1 Surge Harm

Disaster Overload
Collapse Of Redundancy



12.2 Crisis Standards Distortion

Scarcity-Based Moral Injury
Involuntary Rationing
Dehumanizing Patient Sorting

COVE-ID: MECHANISM: IDENTITY-BASED
VIOLENCE

13.1 Identity-Based Harassment

Racial Harassment

Gender-Based Harassment
Harassment Against LGBTQ+ Workers
Disability-Based Discrimination
Religious Hostility

13.2 Structural Exclusion
Credentialing Barriers

Immigration-Based Restrictions
Discriminatory Hiring Or Advancement Structures

COVE-EO: MECHANISM: EXISTENTIAL AND
ONTOLOGICAL VIOLENCE

14.1 Ontological Harm

Disruption Of What Is True
Destabilization Of Reality
Collapse Of Personal Trust In Systems

14.2 Time-Distortion Harm

Disordered Perception Of Time
Accelerated Or Frozen Time
Loss Of Temporal Orientation



14.3 Future-Loss Harm

Loss Of Imagined Future
Inability To Envision Safety Or Stability
Perceived Collapse Of Life Trajectory

14.4 Humanity Erasure

Reduction Of Workers To Metrics
Loss Of Personhood
Experience Of Being Treated As A Replaceable Unit
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LAYER 2: CONDITIONS

THE ENVIRONMENT THAT ENABLES MECHANISMS

Conditions are the environmental, organizational, cultural, economic, legal, technological, and cognitive states
that allow violence and extraction to occur.

Conditions are not actions; they are the soil in which harm grows.

COVE/F includes fourteen condition families.

COVE-COND: ORGANIZATIONAL CONDITIONS

1.1 Chronic Understaffing

Unsafe Nurse-To-Patient Ratios

Insufficient Ancillary Support

Inadequate Charge Or Resource Nurse Coverage
Insufficient Sitter And Observer Staffing

Inability To Take Breaks

Workload Exceeding Human Limits

1.2 Unsafe Workflows

High Patient Turnover

Excessive Task Fragmentation
Contradictory Workflows

Redundant Or Inefficient Steps
Unrealistic Documentation Demands

1.3 Unclear Role Definitions

Role Ambiguity

Responsibility Without Authority
Scope Confusion

Responsibility Drift

1.4 Forced Pace



Accelerated Task Cycling

Throughput Pressure

Premature Discharges

Clustering Of Discharges And Admissions

1.5 Surveillance-Based Norms

Productivity Monitoring

Camera Surveillance

EMR Monitoring

Manager Rounding Focused On Compliance

1.6 Retaliation Norms

Punishment For Speaking Up

Punishment For Reporting Unsafe Conditions
Threats To Job Security

Expectations Of Silence

1.7 Opaque Grievance Systems

Black-Hole Reporting Structures
Unclear Processes

Delayed Or Absent Investigations
No Transparency Around Outcomes

1.8 Absence Of Psychological Safety

Fear Of Leadership
Shaming

Mistrust

Unsafe Team Dynamics

1.9 Silence Cultures

Unspoken Rules To Not Report
Expectations To Endure
Pressure Not To “Make Waves”

1.10 Organizational Fragility

No Redundancy

Thin Staffing Margins

Reliance On Worker Goodwill
Collapse Under Minor Stressors



COVE-COND: WORKFLOW AND PROCESS
CONDITIONS

2.1 Documentation Overload

Excessive Documentation Requirements
Duplication Of Work
Unclear Or Contradictory Requirements

2.2 Policy—Workflow Mismatch

Policies Misaligned With Real Workflow
Unrealistic Expectations
Conflicting Policies

2.3 Handoff Compression

Inadequate Time For Handoff
Fragmented Communication
Loss Of Critical Information

2.4 Constant Interruption Environment

Phone Calls

Radios

Alarms

Patient Requests

Family Requests
Administrative Interruptions

2.5 Competing Priorities

Simultaneous High-Risk Tasks
Unmanageable Parallel Demands
Rapid Switching Between Critical Tasks



COVE-COND: COGNITIVE AND
PSYCHOLOGICAL CONDITIONS

3.1 High Cognitive Load

Continuous Multitasking
Sustained Attention Demands
Complex Decision-Making

3.2 Chronic Stress Exposure
Persistent Crisis

Moral And Emotional Distress
Trauma Exposure

3.3 Vigilance Fatigue

Prolonged Hypervigilance
No Downregulation Opportunities

3.4 Limited Recovery Windows
Insufficient Breaks

Insufficient Days Off
Shortened Rest Periods Between Shifts

3.5 Ambiguity Conditions
Unclear Instructions
Mixed Messages

Inconsistent Direction
Contradictory Communication

3.6 Double-Bind Conditions

Impossible Choices Where Both Outcomes Cause Harm

3.7 Moral Landscape Instability

Ethical Contradictions
Organizational Actions That Violate Stated Values
Inability To Trust System Ethics



COVE-COND: PHYSICAL AND ENVIRONMENTAL
CONDITIONS

4.1 Unsafe Physical Spaces
Blind Corners
Unsecured Furniture

Unsafe Room Layouts
Insufficient Security Presence

4.2 Unsafe Sensory Environment
Excessive Noise
Harsh Or Inconsistent Lighting

Circadian-Disruptive Light
Sensory Overload

4.3 Poor Environmental Controls
Inadequate Ventilation

Temperature Instability
Aerosol Accumulation

4.4 Environmental Toxins

Mold Exposure
Chemical Irritants
Cleaning Agent Exposure Without Ventilation

4.5 Inadequate Safety Equipment

Insufficient PPE
Inadequate Lift Equipment

COVE-COND: PHYSIOLOGIC CONDITIONS

5.1 Basic Needs Deprivation



No Time To Eat

No Time To Hydrate
No Time To Void
Inadequate Rest
Chronic Fatigue
Circadian Disruption

5.2 Chronic Physiologic Stress
Rotating Shifts
Overtime Cycles

Sleep Fragmentation
Back-To-Back Shifts

5.3 Thermal Stress

Extreme Heat
Extreme Cold
Poor Temperature Regulation

COVE-COND: CULTURAL CONDITIONS

6.1 Culture Of Silence

Discouragement Of Reporting
Expectation Of Endurance
Fear Of Retaliation

6.2 Culture Of Endurance

Heroism Narrative
Martyr Narratives
Workplace Suffering As Virtue

6.3 Hierarchical Culture
Rigid Chain-Of-Command

Punishment For Questioning
Power Imbalance Between Disciplines

6.4 Culture Of Blame



Individual Punishment For System Failures
Punitive Error Response
Fault-Finding Rather Than System Repair

COVE-COND: EDUCATIONAL CONDITIONS

7.1 Inadequate Training
Poor Onboarding

Shortened Orientation
Unsafe Student Assignments

7.2 Knowledge Gatekeeping
Restricted Access To Training
Selective Mentorship

Blocked Access To Technical Skills
Leadership-Controlled Knowledge Flow

7.3 Unsafe Learning Culture
Humiliation As Teaching

Performance Pressure
Unsafe Skill Acquisition

COVE-COND: LEGAL AND POLICY CONDITIONS

8.1 Regulatory Capture
Regulators Aligned With Employers

Failure To Enforce Labor Laws
Delayed Investigations

8.2 Weak Labor Protections

Loopholes That Enable Exploitation
Minimal Penalties For Violations



8.3 Criminalization Risk

Fear Of Criminal Charges For System Failures
Punitive Legal Culture

8.4 Fragmented Oversight

Overlapping Regulatory Bodies
Inconsistent Standards
Contradictory Requirements

COVE-COND: ECONOMIC AND MARKET
CONDITIONS

9.1 Corporate Consolidation
Monopsony Labor Markets

Wage Suppression
Reduced Worker Bargaining Power

9.2 Financialization

Private Equity Ownership
Profit Prioritization Over Safety
Cost-Minimization Culture

9.3 Payer Mix Pressure

Disincentives For Medicaid Patients
Staffing Cutbacks Driven By Payer Mix
Revenue-Based Allocation Of Resources

COVE-COND: DIGITAL AND ALGORITHMIC
CONDITIONS

10.1 EMR Complexity



Fragmented Interfaces
Conflicting Alerts
Redundant Click Paths

10.2 Algorithmic Governance
Automated Task Assignment

Automated Triage
Alerts That Override Experts

10.3 Surveillance Environment
Proximity Tracking

Productivity Monitoring
Real-Time Behavioral Monitoring

10.4 System Fragility
Downtime Events

Single Points Of Failure
Unstable Digital Infrastructure

COVE-COND: INTERDISCIPLINARY CONDITIONS

11.1 Interdisciplinary Tension
Nurse—Physician Tension

Nurse—Administration Tension
Siloing Of Professional Groups

11.2 Social Hierarchies

Caste-Like Structures
Identity-Based Stratification
Unequal Voice And Influence

COVE-COND: POLITICAL AND SOCIOPOLITICAL
CONDITIONS



12.1 Policy Instability

Shifting Health Laws
Unpredictable Federal Or State Action

12.2 Public Health Infrastructure Decay
Underfunded Systems

Inconsistent Guidance
Unreliable Safety Nets

12.3 Polarization And Radicalization
Increased Aggression Toward Clinicians

Disinformation Ecosystems
Erosion Of Public Trust

COVE-COND: SOCIETAL CONDITIONS

13.1 Rising Burden Of Chronic Disease

More Complex Patient Needs
Increased Baseline Acuity
Higher Demand On Workforce

13.2 Climate Crisis Conditions

Heat Waves

Smoke Exposure
Storm Disruption
Infectious Surges

13.3 Demographic Shifts

Aging Population
Shrinking Workforce
Regional Population Decline

COVE-COND: META-CONDITIONS



14.1 System Misalignment

Values Misaligned With Reality
Processes, People, And Data Not Integrated

14.2 System Fragmentation
Parallel Systems

Lack Of Coordination
Structural Disconnection

14.3 Institutional Memory Loss
High Turnover

Loss Of Expertise
Disappearance Of Organizational Knowledge

14.4 Complexity Overload
Unmanageable Interactions

No Single Point Of Comprehension
Inherent System Chaos

14.5 Entropy Conditions

Predictable Drift Toward Disorder
Accumulating Systemic Breakdown

14.6 Collapse Tipping Points

Thresholds Beyond Which Recovery Is Not Possible
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LAYER 3: DRIVERS

THE STRUCTURAL INCENTIVES AND OBLIGATIONS THAT PRODUCE VIOLENCE
AND EXTRACTION

Drivers are the upstream structural forces that shape organizational behavior, policy choices, financial
decisions, and cultural norms.

Drivers explain why the conditions and mechanisms of harm exist in the first place.

These are not individual choices; they are systemic mandates embedded in governance, economics, policy,
and historical design.
COVE/F includes fourteen major driver families.

COVE-DRV: ECONOMIC AND FINANCIAL
DRIVERS

1.1 Cost-Containment Pressure

Pressure To Reduce Labor Cost
Pressure To Minimize Staffing
Pressure To Minimize Benefits
Pressure To Shorten Length Of Stay
Pressure To Increase Throughput

1.2 Revenue Optimization Imperatives

Payment Structures That Reward Volume Over Safety
Billing Metrics That Drive Workflow

Documentation Incentives That Override Physiology
Resource Allocation Determined By Revenue Potential

1.3 Financialization Of Healthcare

Private Equity Ownership

Short-Horizon Investment Models

Asset Stripping

Aggressive Cost-Minimization

Return-On-Investment Pressures That Override Care Quality



1.4 Monopsony Labor Markets

Limited Employer Options

Regional Employer Dominance
Downward Pressure On Wages
Reduced Bargaining Power For Workers

1.5 Insurance And Payer Mix Dynamics

Lower Staffing For Medicaid And Uninsured Populations
Resource Scarcity Driven By Reimbursement Rates
Incentives To Shift Care To Cheaper Settings

COVE-DRV: LEGAL AND REGULATORY
DRIVERS

2.1 Regulatory Capture

Regulatory Bodies Aligned With Employers
Minimal Penalties For Violations

Lack Of Enforcement

Delayed Investigations

2.2 Liability Architecture

Corporate Liability Protection

Individual Clinician Vulnerability

Documentation Requirements Shaped By Legal Risk
Fear Of Litigation Shaping Care Decisions

2.3 Statutory Loopholes

Weak Labor Laws

Workers’ Compensation Statutes Favoring Employers
Arbitration Requirements

Laws Allowing Class-Action Enrollment Without Consent

2.4 Systemic Non-Enforcement

Labor Board Repeatedly Failing To Act
Significant Violations Receiving Minimal Consequences



Delayed Case Processing
Backlogs Designed To Induce Desperation

COVE-DRV: ORGANIZATIONAL AND
MANAGEMENT DRIVERS

3.1 Executive Incentive Structures

Bonuses Tied To Cost Savings

Bonuses Tied To Productivity Metrics
Bonuses Tied To Reduced Labor Cost
Incentives That Penalize Adequate Staffing

3.2 Governance Structures

Board Priorities Misaligned With Safety
Absence Of Clinical Expertise In Leadership
Profit-Oriented Governance Models

Lack Of Accountability Frameworks

3.3 Management Hierarchies

Rigid Chain-Of-Command

Siloed Decision-Making

Poor Transparency

Pressure To Maintain Appearances Over Safety

3.4 Organizational Survival Logic

Prioritization Of Reputation Over Reality
Minimizing Bad Outcomes On Paper
Avoidance Of Liability Over Improvement
Institutional Self-Preservation

COVE-DRV: CULTURAL AND SOCIAL DRIVERS

4.1 Professional Norms



Normalization Of Suffering
Expectation Of Endurance
Valorization Of Self-Sacrifice
Stigma Against Speaking Up

4.2 Historical Labor Hierarchies
Racialized Division Of Labor
Gendered Expectations In Care Work

Colonizer Extraction Logic
Legacy Structures That Devalue Caring Professions

4.3 Socialized Deference To Authority
Cultural Norms That Silence Dissent

Professional Indoctrination
Training That Prioritizes Obedience Over Physiology

4.4 Internalized Blame Cultures
Clinicians Blaming Themselves For System Failure

Professional Shame Associated With Injury Or Burnout
Cultural Belief That Good Workers Endure Harm

COVE-DRV: EDUCATIONAL AND PIPELINE
DRIVERS

5.1 Underfunded Education Systems

Insufficient Faculty
High Tuition Leading To Worker Debt
Training Programs Unprepared For Modern Complexity

5.2 Curriculum Gaps

Lack Of Training On Safety Science
Lack Of Training On Systems Thinking
Absence Of Trauma-Informed Practice
Minimal Education On Labor Rights

5.3 Gatekeeping Structures



Restricted Access To Mentorship
Curriculum That Discourages Autonomy
Bias In Evaluation And Advancement
Credentialing Barriers

COVE-DRV: SOCIOPOLITICAL DRIVERS

6.1 National Political Climate
Polarization

Hostility Toward Public Health
Disinformation Ecosystems

6.2 Public Health Disinvestment

Chronic Underfunding Of Public Health Infrastructure
Erosion Of Community Safety Nets
Collapse Of Preventive Systems

6.3 Policy Fragmentation
State-Level Variability

Inconsistent National Guidance
Contradictory Regulations

COVE-DRV: MARKET AND INDUSTRY DRIVERS

7.1 Healthcare As Commodity
Care Positioned As Revenue Unit

Patients Positioned As Profit Centers
Workforce Positioned As Cost Centers

7.2 Competitive Market Pressures

Hospital Competition For Market Share
Pressure To Expand Services Regardless Of Workforce Capacity



7.3 Supply Chain Fragility
Medication Shortages

Equipment Shortages
Vendor-Driven Constraints

COVE-DRV: TECHNOLOGICAL AND DIGITAL
DRIVERS

8.1 Algorithmic Governance
Systems Shaped By Al

Triage And Workflows Driven By Risk Scores
Digital Prioritization Over Clinical Reasoning

8.2 Metric-Driven Oversight

Documentation Systems That Enforce Productivity
Metrics Used As Performance Punishment
Surveillance Infrastructure Shaping Behavior

8.3 EMR-Centric Operations

Care Delivery Designed Around Documentation
Workflow Decisions Driven By Billing Logic

COVE-DRV: ETHICAL AND MORAL DRIVERS

9.1 Value Misalignment

Organizational Values Divergent From Safety Principles
Moral Disconnection Between Stated Mission And Actual Practice

9.2 Moral Deprioritization

Safety As Optional Instead Of Foundational
Ethics Subordinated To Financial Goals



9.3 Denial Structures

Institutional Avoidance Of Acknowledging Harm
Collective Disinterest In Worker Or Patient Wellbeing

COVE-DRV: WORKFORCE AND LABOR DRIVERS

10.1 Workforce Shortages

Aging Workforce
High Turnover
Pipeline Deficits

10.2 Labor Fragmentation
Reliance On Contract Labor

Travel Workforce Dynamics
Interdepartmental Tension Over Staffing

10.3 Fear-Based Compliance

Fear Of Job Loss
Fear Of Discipline
Fear Of Retaliation

COVE-DRV: OPERATIONAL AND SYSTEM
COMPLEXITY DRIVERS

11.1 Hypercomplexity
System Too Complex To Manage

Unpredictable Interactions
No Single Point Of Control

11.2 System Entropy



Drift Toward Disorder
Collapse Of Order Under Pressure

11.3 Redundancy Failure
Lack Of Backup Systems

No Buffer Capacity
Inability To Absorb Disruption

COVE-DRV: ENVIRONMENTAL AND CLIMATE
DRIVERS

12.1 Climate Pressure
Heat Waves
Wildfire Smoke

Storm Disruption
Infrastructure Strain

12.2 Environmental Instability
Facility Damage

Utility Failures
Supply Chain Disruption

COVE-DRV: MACROSOCIAL DRIVERS

13.1 Mass Chronic Disease
Rising Patient Acuity

Increased Volume
Greater Workforce Burden

13.2 Demographic Shifts

Aging Population
Shrinking Professional Workforce



13.3 Social Stressors

Housing Instability
Economic Inequity
Community-Level Trauma

COVE-DRV: META-DRIVERS

14.1 System Design Origin

Healthcare Built As A Revenue Extraction System
Legacy Structures Reflecting Colonial And Industrial Logic

14.2 Historical Inertia

Practices Maintained Long After Evidence Or Ethics Have Shifted
Institutional Memory Loss Reinforcing Dysfunction

14.3 Structural Incentive Entrenchment

Systems That Continue Harm Because They Are Rewarded For Doing So

14.4 Collective Tolerance For Harm

Normalization Of Preventable Injury
Acceptance Of Dysfunction As Inevitable
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LAYER 4: ACTORS

THE SYSTEMS, ROLES, AND STRUCTURES THROUGH WHICH HARM IS
OPERATIONALIZED

Actors are not individuals.

Actors are roles, departments, organizations, and systems that operationalize mechanisms of harm.
They function as conduits for policy, workflow, legal architecture, financial incentives, and cultural norms.
COVE/F includes fourteen actor families.

COVE-ACT: ORGANIZATIONAL ACTORS

1.1 Executive Leadership

Hospital Executives
CEOs

CFOs

COOs

VPs Of Operations
Board Members

1.2 Administrative Management

Department Directors

Unit Managers

Service Line Administrators
Middle Management Structures

1.3 Scheduling And Staffing Systems

Central Staffing Offices

Scheduling Departments
Labor Pool Coordinators
Float Pool Administrators

1.4 Human Resources

HR Case Managers

Employee Relations Departments
Investigations Teams

Compliance Offices



1.5 Occupational Health
Employer-Aligned Clinicians

Return-To-Work Coordinators
Injury Case Administrators

COVE-ACT: REGULATORY AND LEGAL ACTORS

2.1 Government Agencies
State Labor Boards
Workers’ Compensation Boards

Public Health Agencies
Oversight Bodies

2.2 Regulatory Inspectors
Surveyors

Auditors
Accreditation Teams

2.3 Legal Departments

In-House Counsel
External Counsel Retained By Employers

2.4 Judicial Structures

Administrative Law Judges
Arbitration Panels

2.5 Risk Management
Risk Officers

Patient Safety Officers
Claims Adjusters

COVE-ACT: CLINICAL OPERATIONS ACTORS



3.1 Supervisory Clinicians
Charge Nurses

Clinical Supervisors
House Supervisors

3.2 Peer Review Committees
Multidisciplinary Review Panels

Quality Committees
Morbidity And Mortality Review Teams

3.3 Clinical Education And Training Structures
Educators
Preceptors

Simulation Departments
Competency Committees

3.4 Physician And Advanced Practice Leadership
Medical Directors

Service Chiefs
Section Chiefs

COVE-ACT: FINANCIAL AND INSURANCE
ACTORS

4.1 Insurance Carriers

Workers’ Compensation Insurers
Health Insurance Plans
Third-Party Administrator Systems

4.2 Claims Adjusters

Injury Claims Adjusters
Case Reviewers
Claims Investigators



4.3 Payers
Medicaid Agencies

Medicare Administrative Contractors
Commercial Payers

COVE-ACT: DIGITAL AND TECHNICAL ACTORS

5.1 EMR Vendors

Electronic Health Record Companies
Documentation Platform Vendors

5.2 Algorithm Developers
Predictive Analytics Teams

Al Model Developers
Clinical Decision Support Engineers

5.3 IT Governance
System Administrators

Security Teams
Data Governance Committees

COVE-ACT: WORKFORCE AND LABOR ACTORS

6.1 Unions

Union Leadership
Union Legal Departments
Negotiation Teams

6.2 Professional Associations

Licensing Boards
Credentialing Organizations
Certification Bodies



6.3 Training Programs

Nursing Schools
Medical Schools
Allied Health Programs

6.4 Accreditation Entities

Accrediting Bodies
Education Oversight Organizations

COVE-ACT: POLICY AND DECISION-MAKING
ACTORS

7.1 Hospital Policy Committees

Policy Writing Groups
Administrative Procedure Committees

7.2 Institutional Review Boards

IRBs
Ethics Committees

7.3 Regulatory Compliance Offices

Compliance Officers
Internal Oversight Teams

COVE-ACT: OPERATIONAL ACTORS

8.1 Bed Management Systems

Throughput Coordinators
Transfer Centers
Bed Control Teams



8.2 Resource Allocation Structures

Supply Chain Departments
Equipment Allocation Committees

8.3 Security Departments

Security Staff
Supervisors
Security Policy Teams

COVE-ACT: COMMUNICATION AND
INFORMATION ACTORS

9.1 Internal Communications Departments

Organizational Messaging Teams
Media Relations
Public Relations Departments

9.2 Incident Reporting Systems

Safety Reporting Portals
Event Tracking Systems
Quality Dashboards

9.3 Documentation Governance

Clinical Documentation Committees
Coding Departments

COVE-ACT: EDUCATIONAL AND PIPELINE
ACTORS

10.1 Faculty And Academic Leadership



Program Directors
Deans
Clinical Instructors

10.2 Clinical Placement Structures

Clinical Site Coordinators
Student Placement Offices

10.3 Credentialing And Advancement Bodies

Professional Boards
Testing Agencies

COVE-ACT: GOVERNANCE ACTORS

11.1 Board Structures
Board Of Trustees
Board Subcommittees

Finance Committees
Quality Committees

11.2 State-Level Governance

State Health Offices
State Licensing Boards

11.3 Federal And National Governance

CMS
CDC
Federal Regulatory Agencies

COVE-ACT: SOCIOPOLITICAL ACTORS

12.1 Legislators



State Legislators
Federal Lawmakers
Health Policy Committees

12.2 Lobbying Entities

Healthcare Lobby Groups
Insurance Lobbyists
Corporate Advocacy Groups

12.3 Media Systems

Public Media
Health Journalism Networks
Information Gatekeepers

COVE-ACT: COMMUNITY ACTORS

13.1 Patients

Patients Directly Impacted By System Failures
Patients Whose Care Is Affected By Workforce Harm

13.2 Families And Caregivers

Family Members
Support Networks

13.3 Community Structures

Community Clinics
Public Health Coalitions

COVE-ACT: META-ACTORS

14.1 System Design Archetypes



Health System Architectures
Historical Design Frameworks

14.2 Institutional Memory Structures

Longitudinal Organizational Knowledge Systems
Training Lineage Structures

14.3 Macro-Structures

Healthcare Financing Models
Federal Regulatory Ecosystems
National Health Policy Frameworks
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LAYER 5: TARGETS

THE INDIVIDUALS, GROUPS, SYSTEMS, AND COMMUNITIES WHO EXPERIENCE
THE CONSEQUENCES OF COVE/F

Targets are not passive recipients of harm; they are the points where violence, extraction, or degradation
is experienced.

Targets include workers, patients, families, communities, professional ecosystems, and institutional structures
whose safety, autonomy, and function are compromised.

COVE/F includes fourteen target families.

COVE-TGT: WORKERS

1.1 Clinical Workers

Registered Nurses
Licensed Practical Nurses
Nursing Assistants
Respiratory Therapists
Physicians

Advanced Practice Providers
Pharmacists

Paramedics

Technicians

Therapists

Social Workers

1.2 Support Staff

Environmental Services Workers
Transporters

Dietary Staff

Clerical Staff

Security Staff

Maintenance Workers

1.3 Trainees And Early-Career Workers

Students
New Graduates



Residents
Fellows
Interns

1.4 Workers With Injuries Or Disabilities

Clinicians With Work-Related Injuries
Clinicians With Chronic lliness

Clinicians Requiring Accommodation
Clinicians Recovering From Trauma

COVE-TGT: PATIENTS

2.1 Acute Care Patients

Patients Admitted To Hospitals
Patients Undergoing Procedures
Patients In Critical Or Emergency Settings

2.2 Chronic Care Patients

Long-Term Care Residents
Patients With Complex Conditions
Patients Dependent On Consistent Care Coordination

2.3 Vulnerable Populations

Patients With Disabilities
Patients Of Color

Non-English Speakers
Low-Income Patients

Patients With Trauma Histories

2.4 Patients In Systemic Blind Spots

Patients Managed During Staffing Collapse
Patients Caught In Algorithmic Misclassification
Patients Discharged Prematurely



COVE-TGT: FAMILIES AND CAREGIVERS

3.1 Immediate Family Members
Spouses
Partners

Parents
Children

3.2 Extended Care Networks

Siblings
Chosen Family
Friends Acting As Caregivers

3.3 Financially Dependent Relatives

Family Members Relying On Worker Income
Dependents Vulnerable To Economic Harm

COVE-TGT: WORKFORCE SYSTEMS

4.1 Staffing Systems

Nursing Workforce Stability
Clinical Staffing Pipelines

4.2 Training And Pipeline Systems

Schools And Training Programs
Residency And Fellowship Tracks

4.3 Professional Ecosystems

Professional Societies
Credentialing And Licensure Systems



COVE-TGT: ORGANIZATIONAL HEALTH

5.1 Unit-Level Systems
Team Function

Workflow Reliability
Communication Structures

5.2 Hospital-Wide Systems

Safety Culture
Operational Stability

5.3 Cross-Organizational Systems

Supply Chain
Regional Health Networks
Transfer Systems

COVE-TGT: COMMUNITY AND POPULATION
HEALTH

6.1 Local Communities

Neighborhoods Served By Hospital Systems
Communities Impacted By Workforce Loss Or Safety Collapse

6.2 Regional And State Populations

Regions With Limited Access To Healthcare
Areas Affected By Workforce Shortages

6.3 National Populations

Population-Level Morbidity And Mortality
Public Health Stability



COVE-TGT: ECONOMIC TARGETS

7.1 Worker Financial Stability

Personal Finances
Family Financial Security
Ability To Meet Basic Needs

7.2 Organizational And System Economics
Workforce Replacement Costs

Turnover Cycles
Errors And Complications

7.3 Community-Level Economics

Loss Of Local Workforce
Strain On Social Systems

COVE-TGT: PROFESSIONAL IDENTITY AND
AUTONOMY

8.1 Identity Erosion
Loss Of Professional Confidence

Collapse Of Personal Meaning
Erosion Of Purpose

8.2 Autonomy Degradation

Loss Of Decision-Making Power
Overridden Judgment
Documentation Requirements That Contradict Physiology

COVE-TGT: MENTAL AND MORAL WELLBEING



9.1 Psychological Safety
Exposure To Trauma
Anxiety

Depression
Burnout

9.2 Moral Stability

Moral Injury
Ethical Distress
Moral Residue

COVE-TGT: PHYSICAL SAFETY

10.1 Occupational Injury
Musculoskeletal Injuries

Assault-Related Injuries
Exposure Injuries

10.2 Chronic Physiologic Erosion

Fatigue-Driven Injury
Sleep-Deprivation Harm
Physiologic Debt

COVE-TGT: TRUST AND INFORMATION
SYSTEMS

11.1 Trust In Workforce

Erosion Of Internal Trust
Breakdown Of Psychological Safety

11.2 Trust In Institutions



Loss Of Community Confidence
Collapse Of Internal Credibility

11.3 Information Integrity
Distorted Documentation

Manipulated Metrics
Opaque Communications

COVE-TGT: RIGHTS AND AUTONOMY

12.1 Worker Rights

Ability To Report Harm
Right To Rest

Right To Safety

Right To Accommodation

12.2 Patient Rights

Right To Accurate Information
Right To Physiologic Care
Right To Dignity

12.3 Family Rights

Right To Truthful Communication
Right To Safe Discharge Conditions
Right To Receive Adequate Support

COVE-TGT: INSTITUTIONAL FUNCTION

13.1 Safety Infrastructure

Event Reporting Systems
Alarm Systems
Unit-Level Safety Processes



13.2 Continuity Systems
Care Transitions

Discharge Pathways
Follow-Up Infrastructure

13.3 Crisis Readiness

Disaster Response Systems
Staffing Surge Capacity

COVE-TGT: FUTURE GENERATIONS

14.1 Children Of Healthcare Workers

Economic Instability
Loss Of Parental Presence
Intergenerational Stress

14.2 Future Workforce Members
Pipeline Erosion

Discouraged Students
Career Abandonment Before Entry

14.3 Population-Level Risk

Weakening Of National Health Resilience
Increased Vulnerability To Public Health Threats
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LAYER 6: HARM

THE PHYSIOLOGIC, PSYCHOLOGIC, MORAL, ECONOMIC, ORGANIZATIONAL,
AND NATIONAL CONSEQUENCES OF COVE/F

Harm is the outcome state produced when mechanisms, conditions, drivers, and actors converge.

Harm occurs at multiple levels simultaneously: individual, interpersonal, organizational, community, national,
and systemic.

COVE/F includes fourteen harm families.

COVE-H: PHYSIOLOGIC HARM

1.1 Acute Injury

Musculoskeletal Injury
Assault-Related Trauma
Needlestick And Exposure Injury
Falls Or Equipment-Related Injury

1.2 Chronic Physiologic Erosion

Cumulative Strain
Chronic Pain
Inflammation
Metabolic Dysregulation
Cardiovascular Stress

1.3 Sleep And Circadian Damage

Sleep Fragmentation
Chronic Fatigue

Shift-Work Sleep Disorder
Circadian Rhythm Collapse

1.4 Immune Suppression

Increased Infection Susceptibility
Poor Healing
Inflammatory Load



1.5 Reproductive Harm

Fertility Disruption
Menstrual Irregularities
Pregnancy Complications
Postpartum Deterioration

1.6 Long-Term Health Decline

Hypertension
Cardiometabolic Disease
Autoimmune Activation
Lifespan Reduction

COVE-H: PSYCHOLOGIC HARM

2.1 Acute Psychological Distress

Anxiety

Panic

Fear Response

Acute Stress Reactions

2.2 Chronic Psychological Harm

Depression
Complex Grief
PTSD Symptoms
Hypervigilance

2.3 Burnout

Emotional Exhaustion
Depersonalization
Reduced Personal Accomplishment

2.4 ldentity Erosion

Loss Of Confidence
Loss Of Meaning
Collapse Of Self-Concept



COVE-H: MORAL AND ETHICAL HARM

3.1 Moral Injury
Violation Of Deeply Held Values

Witnessing Preventable Harm
Participation In Unsafe Care Under Coercion

3.2 Ethical Distress

Recognizing The Right Action And Being Blocked
Moral Conflict With Policy

3.3 Moral Residue

Accumulated Unresolved Ethical Pain

3.4 Collapse Of Moral Orientation

Ethical Disorientation
Loss Of Capacity For Right Judgment

COVE-H: ECONOMIC HARM

4.1 Personal Financial Harm

Lost Wages

Medical Debt

Housing Instability
Food Insecurity
Family Financial Strain

4.2 Career Erosion

Career Stagnation

Forced Resignation

Job Loss

Long-Term Underemployment



4.3 Structural Economic Harm
Decreased Workforce Participation

Increased Disability Claims
Organizational Turnover Costs

4.4 Forced Poverty

Descent Into Poverty From Injury Or Trauma
Loss Of Economic Mobility

COVE-H: SOCIAL HARM

5.1 Relationship Strain
Family Conflict

Loss Of Social Support
Isolation

5.2 Community Harm

Loss Of Local Workforce Stability
Erosion Of Social Trust

5.3 Social Withdrawal

Disengagement
Loss Of Community Connection

COVE-H: ORGANIZATIONAL HARM

6.1 Safety Collapse

Increased Errors
Increased Complications
Increased Adverse Events

6.2 Operational Fragility



Workflow Breakdown
Communication Failures
Interdisciplinary Conflict

6.3 Pipeline Failure
Loss Of New Graduates

Exit Of Experienced Workers
Training System Breakdown

6.4 Leadership Failure

Crisis Mismanagement
Loss Of Organizational Trust

COVE-H: INFORMATION AND DOCUMENTATION
HARM

7.1 Distorted Documentation
Inaccurate Records

Incomplete Physiologic Narratives
Harm Hidden In Charting

7.2 Data Corruption
Metrics Manipulated

Quality Signals Distorted
Safety Indicators Invalidated

7.3 Algorithmic Harm

Misclassification
False Risk Scores
Incorrect Automated Decision-Making

COVE-H: PATIENT SAFETY HARM



8.1 Increased Complications
Falls
Pressure Injuries

Medication Errors
Delayed Treatment

8.2 Failure-To-Rescue
Delayed Recognition

Delayed Escalation
Delayed Intervention

8.3 Morbidity And Mortality
Organ Failure
Cardiac Arrest

Unexpected ICU Transfer
Preventable Death

COVE-H: FAMILY AND CAREGIVER HARM

9.1 Secondary Trauma

Distress From Witnessing Worker Harm
Distress From Patient Harm

9.2 Economic Ripple Effects

Family Financial Instability
Loss Of Worker Income
Loss Of Caregiving Capacity

9.3 Dependency Disruption

Children Or Dependents Losing Support

COVE-H: COMMUNITY AND POPULATION HARM



10.1 Local Public Health Decline

Reduced Access To Care
Closures Of Essential Services
Loss Of Regional Safety

10.2 Population Morbidity Impact

Worsening Chronic Disease Burden
Delayed Care Across Communities

10.3 Widened Health Inequity

Greater Harm To Underserved Populations
Long-Term Disparity Reinforcement

COVE-H: SYSTEMIC HARM

11.1 Workforce Collapse

Unsustainable Turnover
Vacancy Rates That Disrupt Care
Loss Of Expertise

11.2 System Drift

Normalization Of Deviance
Entrenchment Of Unsafe Practices

11.3 Governance Breakdown

Boards Unable Or Unwilling To Correct Harm

COVE-H: UPSTREAM-DOWNSTREAM HARM

12.1 Upstream Harm To Workers



Physiologic Decline
Psychological Collapse
Moral Injury

Economic Destabilization

12.2 Downstream Harm To Patients

Delayed Recognition
Unsafe Care
Escalation Failure

12.3 Downstream Organizational Harm

Costly Complications
Increased Mortality
Legal Exposure
Public Trust Erosion

12.4 Downstream Community Harm
Loss Of Regional Health Stability

Community-Level Mortality Increase
Collapse Of Safety Nets

12.5 National Security Harm
Reduced Healthcare Workforce Capacity
Increased Vulnerability To Pandemics
Decreased Disaster Readiness

Weakened National Health Resilience
Systemic Instability That Threatens Operational Capacity

COVE-H: EXISTENTIAL HARM

13.1 Collapse Of Meaning

Loss Of Purpose
Loss Of Internal Narrative Coherence

13.2 Identity Disintegration



Dissociation
Dehumanization
Loss Of Self

13.3 Existential Despair

Hopelessness
Collapse Of Future Orientation

COVE-H: INTERGENERATIONAL HARM

14.1 Adverse Childhood Impact

Children Exposed To Parental Stress
Household Instability
Loss Of Caregiver Presence

14.2 Future Workforce Erosion

Discouragement From Entering Healthcare
Pipeline Collapse

14.3 Societal Health Decline

Population-Level Risk Amplification
Reduced National Preparedness
Long-Term Mortality Shifts
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LAYER 7: REINFORCEMENT LOOPS

THE CYCLIC PATTERNS THAT MAINTAIN, AMPLIFY, AND REPRODUCE HARM

Reinforcement loops describe the self-sustaining cycles through which violence, extraction, and harm
become normalized and entrenched.
These loops ensure that once harm begins, it repeats, deepens, and expands unless interrupted.

COVE/F includes fourteen reinforcement loop families.

COVE-LOOP: WORKER-LEVEL LOOPS

1.1 Injury — Denial — Reinjury Loop

Worker Injured

Claim Delayed Or Denied

Worker Forced Back To Work Prematurely
Reinjury Occurs

Cycle Repeats With Increased Severity

1.2 Fatigue — Error — Punishment Loop

Fatigue Impairs Function

Error Occurs

Worker Is Punished Or Blamed
Fear Increases Stress Load
Fatigue Deepens

1.3 Moral Injury — Withdrawal — Unsafe Care Loop

Ethical Violation Occurs

Worker Experiences Moral Injury
Worker Withdraws Emotionally
Care Quality Declines

Further Ethical Violations Occur

1.4 Burnout — Detachment — Harm Loop

Burnout Develops
Emotional Detachment Increases
Team Dynamics Suffer



Patient Outcomes Decline
Burnout Intensifies

COVE-LOOP: ORGANIZATIONAL LOOPS

2.1 Understaffing — Errors — Turnover Loop

Understaffing Creates Unsafe Workload
Errors And Complications Increase
Workers Quit Or Transfer
Understaffing Worsens

2.2 Staffing Crisis — Overtime — Injury Loop

Staffing Collapse Occurs

Remaining Workforce Absorbs Excess Hours
Injury Rates Rise

More Staff Leave Or Go Out Injured

2.3 Productivity Pressure — Documentation Distortion — Data
Misrepresentation Loop

Pressure To Meet Metrics
Documentation Becomes Distorted
Leadership Receives Inaccurate Data
Unsafe Workloads Continue Unchecked
Pressure Intensifies

2.4 Risk Avoidance — Silence — System Collapse Loop

Workers Afraid To Report

Leadership Receives No Warning Signals
Conditions Deteriorate

More Harm Occurs

Fear Of Reporting Grows

COVE-LOOP: STRUCTURAL LOOPS



3.1 Cost Cutting — Harm — Increased Costs Loop

Staffing Reduced

Complications Increase

Costs Rise Due To Errors And Length Of Stay
More Cuts Are Made To Offset Losses

3.2 Regulatory Capture — Non-Enforcement — Employer Impunity
Loop

Regulators Fail To Act

Employers Face No Consequences
Violations Increase

Regulators Become Further Captured

3.3 Legal Architecture — Worker Vulnerability — Continued
Exploitation Loop

Laws Favor Employers

Workers Lack Legal Protection
Exploitation Increases

Political Will To Change Law Decreases

3.4 Consolidation — Reduced Competition — Wage Suppression
Loop

Healthcare Systems Merge

Worker Bargaining Power Declines
Wages And Staffing Suppressed
Further Consolidation Becomes Easier

COVE-LOOP: ECONOMIC LOOPS

4.1 Low Wages — Multiple Jobs — Fatigue Loop

Workers Underpaid

Workers Take Extra Shifts Or Jobs

Fatigue And Injury Increase

Workers Become Further Economically Vulnerable



4.2 Turnover — Agency Staffing — Budget Strain Loop

High Turnover

Agency Staffing Required
Costs Increase

Budget Cutbacks Follow
Turnover Worsens

4.3 Injury — Poverty — Unsafe Compliance Loop

Injury Reduces Income
Worker Enters Financial Distress

Worker Complies With Unsafe Tasks To Keep Job
Injury Recurs

COVE-LOOP: PSYCHOLOGIC AND MORAL
LOOPS

5.1 Trauma — Hypervigilance — Error Loop

Trauma Exposure
Hypervigilance Develops
Attention Fragmentation
Errors Increase

5.2 Moral Injury — Shame — Silence Loop

Ethical Violation

Worker Feels Shame
Worker Avoids Reporting
More Violations Occur

5.3 Fear — Compliance — More Harm Loop

Fear Of Retaliation

Worker Complies With Unsafe Workflows
Harm Increases

Fear Deepens



COVE-LOOP: CULTURAL LOOPS

6.1 Endurance Culture — Self-Neglect — Increased Harm Loop

Culture Glorifies Suffering
Workers Fail To Seek Help
Harm Accumulates

Endurance Culture Strengthens

6.2 Hierarchy — Silence — Harm Loop

Rigid Hierarchy

Voices Suppressed

Unsafe Conditions Continue
Hierarchy Deepens

6.3 Normalization Of Deviance — Unsafe Norms — Entrenchment
Loop

Minor Deviations Become Normal
Unsafe Practices Become Standard
System Cannot Recover

COVE-LOOP: INFORMATION LOOPS

7.1 Distorted Documentation — Misguided Decisions — Increased
Harm Loop

Documentation Misrepresents Reality

Leadership Makes Decisions Based On False Data
Harm Increases

Documentation Distortion Continues

7.2 Missing Safety Signals — Organizational Blindness —
Collapse Loop

Underreporting

Leadership Blind To Risk

Crisis Emerges

Workers Further Discouraged From Reporting



7.3 Algorithmic Error — Automated Harm — Reinforcement Loop

Al Misclassifies

System Enforces Misclassification At Scale
Workers Lose Trust

Algorithms Become More Heavily Relied Upon

COVE-LOOP: PATIENT SAFETY LOOPS

8.1 Staffing Collapse — Delayed Recognition — Adverse Events
Loop

Staffing Too Low To Monitor
Subtle Signs Missed
Patient Decline Occurs
Staffing Pressures Increase

8.2 High Acuity — Overload — Failure-To-Rescue Loop
Increasing Patient Complexity

Worker Overload
Delayed Intervention

8.3 Communication Breakdown — Error — Distrust Loop
Communication Fails
Error Occurs

Interdisciplinary Distrust Grows
Communication Worsens

COVE-LOOP: COMMUNITY AND SOCIETAL
LOOPS

9.1 Workforce Loss — Reduced Access — Worsening Public
Health Loop



Clinicians Leave

Community Access Declines

Disease Burden Rises

Workload Increases For Remaining Clinicians

9.2 Hospital Instability — Community Decline — Increased
Demand Loop

Hospital Struggles

Local Economy Suffers

Community Health Deteriorates
Demand For Complex Care Rises

9.3 Harm To Clinicians — Harm To Patients — Harm To Community
Loop

Workers Harmed

Patients Receive Unsafe Care

Community Trust Erodes
Harm Multiplies

COVE-LOOP: NATIONAL AND SYSTEM-LEVEL
LOOPS

10.1 National Workforce Erosion — Public Health Instability —
Increased National Risk Loop

Large-Scale Harm To Workers
Instability Of Care Systems
Population Vulnerability Increases
National Readiness Declines

10.2 Chronic Underinvestment — System Fragility — Crisis Loop

Underfunding Of Healthcare
System Cannot Absorb Stress
Crisis Escalates

Further Underfunding Ensues

10.3 Disinformation — Distrust — Destabilization Loop



Disinformation Spreads

Public Distrust Rises

Policy Becomes Reactive

System Becomes More Vulnerable

COVE-LOOP: INTERGENERATIONAL LOOPS

11.1 Parental Harm — Child Instability — Long-Term Health
Decline Loop

Worker Harmed
Family Stability Disrupted
Child Health Impacted Long-Term

11.2 Healthcare Collapse — Worker Exodus — Pipeline Failure
Loop

Unsafe Conditions

Workers Leave

Fewer Students Enter Healthcare
System Stability Declines

11.3 National Health Decline — Workforce Weakening — Future
Risk Loop

Population Health Declines
Workforce Capacity Shrinks
Country Becomes More Vulnerable
Long-Term Harm Entrenched

COVE-LOOP: META-LOOPS

12.1 System Drift - Normalization Of Harm — Structural
Entrenchment Loop



Small Failures Become Routine
Workers Adapt To Dysfunction
System Cannot Reverse Course

12.2 Silence — Data Loss — Blind Governance Loop

Silence Suppresses Information
Leaders Receive No Accurate Signals
Governance Fails

Silence Increases

12.3 Incentive Misalignment — Structural Violence —
Organizational Collapse Loop

Incentives Reward Unsafe Practices
Violence And Extraction Increase
System Stability Degrades
Collapse Becomes More Likely

COVE-LOOP: FAILURE-TO-RESCUE LOOPS

13.1 Missed Signals — Delayed Escalation — Physiologic Collapse
Loop
Early Physiologic Changes Missed

Escalation Delayed
Organ Failure Or Arrest Occurs

13.2 Cognitive Overload — Incomplete Assessment — Missed
Decline Loop
Worker Overloaded

Assessment Fragmented
Decline Not Recognized

COVE-LOOP: DOCUMENTATION AND DIGITAL
LOOPS



14.1 Documentation Pressure — Distortion — Safety Failure Loop

Pressure To Document Quickly
Distortion Of Physiologic Narrative
Safety Signals Lost

14.2 EMR Complexity — Workarounds — Vulnerability Loop

EMR Too Complex
Workers Create Unsafe Workarounds
System Vulnerability Increases

14.3 Digital Oversight — Fear — Behavioral Suppression Loop

Surveillance Increases
Worker Behavior Constrained
Safety-Related Communication Declines
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VOLUME I

SYSTEM NARRATIVE, APPLICATION, AND CLINICAL INTERPRETATION

PART 1: NARRATIVE EXPLANATION OF THE
FRAMEWORK

HOW THE SEVEN LAYERS OPERATE AS A SINGLE SYSTEM OF OCCUPATIONAL HARM

The Comprehensive Occupational Violence And Extraction Framework (COVE/F) describes occupational harm
as a systems phenomenon produced through the interaction of seven structural layers: mechanisms,
conditions, drivers, actors, targets, harm, and reinforcement loops.

Each layer represents a distinct analytical vantage point, and together they form a unified architecture that
explains how harm is generated, sustained, amplified, and reproduced across the healthcare ecosystem.

COVE/F rejects the assumption that harm arises from isolated incidents, individual behavior, or personal
failure.

Instead, it demonstrates that harm is the predictable output of structural design.

This includes governance models, economic incentives, policy structures, digital architectures, and historical
legacies that shape the environment of care.

The narrative below situates each layer in the larger system and explains its role in the causal chain.

MECHANISMS

THE ACTIVE FORCES THAT PRODUCE HARM

Mechanisms are the direct forces acting upon workers.

They include violence, extraction, distortion, degradation, coercion, suppression, and structural design that
produce physiologic, psychological, moral, economic, and existential impact.

Mechanisms describe what is happening.

Violence is conceptualized broadly: physical, psychological, structural, cultural, legal, economic, narrative,
epistemic, algorithmic, and existential.

Extraction refers to physiologic, cognitive, emotional, temporal, financial, informational, and existential
depletion without replenishment.

Mechanisms represent the visible and invisible pressures applied to workers during daily operations.



CONDITIONS

THE ENVIRONMENT THAT ENABLES MECHANISMS

Conditions describe the organizational, cultural, operational, legal, market, and environmental environments
that allow mechanisms to occur.
Conditions are not actions; they are states of the system that create vulnerabilities.

Chronic understaffing, unsafe workflows, documentation coercion, algorithmic oversight, regulatory instability,
climate pressure, and public health deterioration all serve as conditions that make harm predictable.

Conditions explain where mechanisms arise and why they persist.

DRIVERS

THE STRUCTURAL INCENTIVES THAT PRODUCE CONDITIONS AND MECHANISMS

Drivers represent the upstream forces that shape organizational behavior.
They include economic incentives, political structures, regulatory design, cultural norms, historical legacies,
and governance frameworks.

Drivers answer why mechanisms and conditions exist.
They explain why understaffing persists, why documentation is distorted, why care is unsafe, and why
violence and extraction remain uncorrected.

Drivers transform harm from deviation into expectation.

ACTORS

THE ROLES AND STRUCTURES THROUGH WHICH DRIVERS OPERATE

Actors are the institutional, organizational, administrative, regulatory, clinical, legal, and technological roles
through which drivers become operational.

Actors are not individuals; they are functional conduits that enact policies, enforce systems, allocate
resources, and maintain the structures that produce harm.

Actors carry out the system’s will.
They are the operational machinery of structural violence and extraction.




TARGETS

THE INDIVIDUALS AND SYSTEMS THAT EXPERIENCE THE CONSEQUENCES

Targets are the populations directly or indirectly impacted by the system.
Workers, patients, families, communities, and entire populations experience the consequences of
mechanisms, conditions, drivers, and actors.

Target analysis answers who is harmed and where harm is felt.

This includes acute harm to workers, downstream impact on patients, community health effects, and national
security implications.

HARM

THE MULTILEVEL CONSEQUENCES OF STRUCTURAL VIOLENCE AND EXTRACTION

Harm encompasses acute injury, chronic physiologic decline, psychological collapse, moral injury, economic
hardship, organizational fragility, community-level deterioration, and national vulnerability.

Harm is not merely the endpoint of individual events.
It is the cumulative product of systems functioning as designed.

COVE/F treats harm as a measurable, multi-domain outcome that reflects system integrity.
Harm is the vital sign of the healthcare system.

REINFORCEMENT LOOPS

THE CYCLES THAT SUSTAIN AND AMPLIFY HARM ACROSS TIME

Reinforcement loops describe the cyclical patterns that regenerate violence, extraction, and degradation.
They demonstrate that once harm occurs, the system often becomes more harmful.

Fatigue produces error, which produces punishment, which produces fear, which produces more fatigue.
Understaffing causes turnover, which increases understaffing.
Documentation pressure distorts data, which distorts decisions, which worsens workload.

Loops explain how harm becomes self-sustaining.

THE SEVEN LAYERS AS A SINGLE SYSTEM



The seven layers operate simultaneously during every shift, every assignment, every interaction, and every
patient encounter.
They cannot be disentangled, because each layer shapes and reinforces the others.

Mechanisms are enacted within conditions.

Conditions are created by drivers.

Drivers operate through actors.

Actors impose mechanisms on targets.

Targets experience harm.

Harm feeds back into reinforcement loops, which reshape conditions, strengthen drivers, and entrench
mechanisms.

This architecture explains:

Why preventable harm keeps occurring

Why traditional interventions fail

Why workers cannot “resilience” their way out

Why patient safety is inseparable from workforce safety
Why national security is at risk

COVE/F reveals that harm is not random.

Harm is patterned.

Harm is structural.

Harm is predictable.

Harm is preventable only through structural redesign.
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VOLUME I

SYSTEM NARRATIVE, APPLICATION, AND CLINICAL INTERPRETATION

PART 2: CLINICAL INTERPRETATION AND
APPLICATION

HOW COVE/F MAPS TO REAL-WORLD CARE, PHYSIOLOGY, AND PATIENT SAFETY

COVE/F translates directly into clinical practice because it identifies the full spectrum of forces that challenge a
clinician’s ability to deliver safe, physiologically grounded care.

It reframes workplace violence, staffing collapse, documentation pressure, cognitive overload, and moral
distress as clinical safety threats, not peripheral concerns.

This section provides the clinical lens required to operationalize COVE/F in frontline settings, quality
departments, patient safety programs, clinical education, and leadership decision-making.

CLINICAL PRINCIPLE 1

WORKFORCE SAFETY IS A PHYSIOLOGIC VARIABLE

Healthcare treats workforce safety as a human resources problem.
COVE/F reframes workforce safety as a physiologic determinant of patient outcomes.

Clinical interpretation recognizes:

Worker fatigue impairs attention, reaction time, assessment accuracy, and vigilance.

Sleep disruption and dehydration reduce cognitive efficiency and situational awareness.
Noise, sensory overload, and constant interruptions degrade executive function.

Chronic stress narrows perceptual field and slows recognition of subtle physiologic changes.
Cognitive overload increases error, delays decision-making, and impairs escalation.

In this framework, a clinician’s physiologic state is not an afterthought.
It is a clinical input that directly shapes:

Signal detection
Interpretation accuracy
Intervention timing
Coordination capabilities
Escalation behavior

Patient care cannot be safe if the workforce is physiologically compromised.



CLINICAL PRINCIPLE 2

FAILURE-TO-RESCUE IS NOT A CLINICAL ERROR; IT IS A SYSTEM ERROR

Traditional models treat failure-to-rescue as an issue of individual vigilance.
COVE/F reframes failure-to-rescue as the consequence of systemic violence and extraction that impair
physiologic literacy and recognition capacity.

Mechanisms contributing to failure-to-rescue include:

Cognitive extraction

Interrupted assessment cycles

Documentation overload

Noise and interruption-induced perceptual collapse

Fatigue-induced vigilance decline

Hierarchical suppression of early warnings

Narrative-control that reframes physiologic deterioration as behavior
Understaffing that blocks continuous monitoring

Algorithmic distortion of acuity

Clinically, this means failure-to-rescue should be treated as a symptom of deeper structural violence, not a
frontline failure.

CLINICAL PRINCIPLE 3

NARRATIVE, KNOWLEDGE, AND DOCUMENTATION ARE CLINICAL TOOLS
Clinicians rely on narrative accuracy for:

Trend interpretation

Pattern recognition

Shift-to-shift continuity

Escalation justification
Team-level situational awareness

COVE/F identifies epistemic violence and documentation distortion as clinical hazards, not administrative
issues.

Examples include:

Mislabeling physiologic agitation as “behavioral’

Removing context that explains hemodynamic instability

Distorting or sanitizing events under pressure

Forcing narratives that match reimbursement logic rather than physiology



When physiologic narratives are altered, clinicians lose the ability to:

Recognize deterioration
Establish pattern continuity
Defend escalation

Predict collapse

Narrative distortion is thus recognized as a form of clinical sabotage of safety.

CLINICAL PRINCIPLE 4

VIOLENCE AND EXTRACTION DIRECTLY IMPAIR PHYSIOLOGIC LITERACY

Healthcare relies on clinicians to interpret physiologic signals under conditions that often prevent accurate
interpretation.

COVE/F demonstrates that:

Cognitive overload reduces depth of assessment

Time scarcity narrows assessment frequency

Noise reduces auscultation accuracy

Task saturation leads to missed trend analysis
Interrupted mental models impair decision-making

Moral distress and fear alter clinical judgment

Physical exhaustion delays recognition of subtle changes

Thus, violence and extraction erode physiologic literacy, which undermines:

Early detection
Assessment quality
Intervention timing
Team communication
Patient outcomes

This places physiologic literacy at the center of patient safety.

CLINICAL PRINCIPLE 5

HARM TO WORKERS IS HARM TO PATIENTS
The COVE/F approach eliminates the artificial separation between workforce harm and patient harm.

Real-world clinical consequences include:



Reduced bandwidth — delayed escalation

Fatigue — slower response times

Emotional exhaustion — impaired empathy and communication
Documentation burden — less time in direct assessment
Unsafe ratios — missed subtle physiologic changes

Workplace trauma — avoidance of high-risk situations

Moral injury — erosion of clinical judgment

At the population level:

More worker harm — more patient harm
More patient harm — more organizational instability
Organizational instability — more worker harm

The relationship is bidirectional, cumulative, and self-amplifying.

CLINICAL PRINCIPLE 6

COVE/F IDENTIFIES WHOLE-SYSTEM RISK BEFORE IT BECOMES CATASTROPHIC
COVE/F provides a predictive structure for identifying system stress points by analyzing:

Which mechanisms are active
Which conditions are deteriorating
Which drivers are tightening
Which actors are misaligned
Which targets are absorbing harm
Which harms are increasing
Which loops are activating

This enables clinical organizations to:

Predict unplanned ICU transfers

Identify early signals of operational collapse

Detect structural failures before adverse events occur
Evaluate staffing and workload as physiologic safety inputs
Assess documentation for narrative distortion

Measure burnout as a patient safety risk metric

COVE/F becomes a clinical safety monitoring architecture.

CLINICAL PRINCIPLE 7

COVE/F PROVIDES A FRAMEWORK FOR FIXING FAILURE-TO-RESCUE



Using COVE/F, teams can map failure-to-rescue events through each layer:

Mechanisms involved
Conditions present

Drivers shaping the conditions
Actors enabling those drivers
Targets affected

Harms produced
Reinforcement loops triggered

This allows a complete reconstruction of the event - one that reveals systemic causation instead of individual
blame.

Clinically, this enables:

Rapid-cycle redesign

Accountability at the structural level

Clear intervention points across layers
Protection of clinicians from unfair blame
Improvement of physiologic safety at scale

CLINICAL PRINCIPLE 8

COVE/F SUPPORTS TRAUMA-INFORMED CARE FOR BOTH WORKERS AND PATIENTS
Trauma-informed care requires:

Predictability
Transparency
Choice
Safety
Collaboration
Empowerment

COVE/F identifies mechanisms and conditions that violate these principles for:

Workers
Patients
Families

This enables redesign of:

Communication

Team dynamics
Escalation pathways
Assessment workflows



Shift structure
Documentation routines

Trauma-informed design becomes a structural commitment, not an individual task.

CLINICAL PRINCIPLE 9

COVE/F IS ATOOL FOR INTERDISCIPLINARY ALIGNment

Different clinical roles experience different layers of COVE/F.
This framework allows:

Shared language across disciplines

Shared recognition of harm mechanisms
Shared understanding of system constraints
Shared accountability for structural change

COVE/F becomes the foundation for interprofessional system learning.

CLINICAL PRINCIPLE 10

COVE/F PROVIDES A BRIDGE FROM CLINICAL SAFETY TO NATIONAL SECURITY

The workforce is a national asset.
Workforce harm destabilizes:

Disaster readiness
Pandemic response

Critical care surge capacity
Continuity of operations
Population health resilience
Public health infrastructure

COVE/F identifies occupational harm as a national security threat, linking workforce degradation to:

Higher mortality

Reduced national readiness
Lowered system stability
Amplified vulnerability to crises

This elevates occupational safety from an HR concern to a national imperative.
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VOLUME I

SYSTEM NARRATIVE, APPLICATION, AND CLINICAL INTERPRETATION

PART 3: POLICY, REGULATORY, AND SYSTEM
APPLICATION

HOW COVE/F TRANSLATES INTO ACCOUNTABILITY, LAW, AND ORGANIZATIONAL REDESIGN

COVE/F provides an actionable structure for policymakers, regulators, accreditation bodies, professional
organizations, health systems, and unions to identify, measure, and prevent occupational violence and
extraction.

It supports the creation of binding protections, accountability mechanisms, and structural reforms
aligned with global public health and safety standards.

This section describes how each layer of the framework becomes a governance tool.

POLICY PRINCIPLE 1

VIOLENCE AND EXTRACTION MUST BE LEGALLY RECOGNIZED AS OCCUPATIONAL HAZARDS

Healthcare workers experience the highest rates of workplace injury and violence in the United States.
Yet the legal system treats many forms of occupational harm as incidental or unavoidable.

COVE/F reframes these forces as:

Occupational hazards

Systemic safety failures

Structural design deficits
Preventable sources of patient harm
Public health threats

This mandates legal recognition of:

Structural violence
Algorithmic violence
Narrative-control violence
Epistemic violence
Economic extraction
Physiologic extraction
Moral-injury violence



This recognition allows policymakers to regulate harm as they regulate infection, fire safety, or environmental
hazards.

POLICY PRINCIPLE 2

MEASURED HARM REQUIRES MEASURED ACCOUNTABILITY
COVE/F enables regulators to measure structural harm by quantifying:

Fatigue load
Understaffing risk
Documentation distortion
Cognitive overload
Violence incidence
Turnover risk
Failure-to-rescue patterns
Time-to-escalation

Basic needs deprivation
Downstream patient harm

These metrics provide regulators with leading indicators of system instability, enabling intervention before
catastrophe.

POLICY PRINCIPLE 3

WORKFORCE SAFETY METRICS MUST BE REQUIRED IN ACCREDITATION AND FUNDING
COVE/F supports the creation of mandatory organizational safety metrics tied to:

Hospital accreditation

State licensure

Federal funding
Medicaid/Medicare reimbursement
Grant eligibility

Public reporting

Systems must demonstrate:

Adequate staffing

Adequate rest

Safe workload distribution
Protection from violence
Transparent internal reporting
Absence of retaliation



Without these metrics, safety performance remains unverifiable.

POLICY PRINCIPLE 4

REGULATORY BODIES MUST ADDRESS EPISTEMIC AND NARRATIVE-CONTROL VIOLENCE

Regulators traditionally review physical and procedural risks.
COVE/F expands this to include risks that distort or obscure physiologic truth.

Regulators must evaluate:

Use of biased narrative labels

Documentation practices that suppress physiology
Hierarchy-induced suppression of early warnings
Distorted incident reporting

EMR structures that mislead or misclassify
Training programs that normalize unsafe narratives

This reframes epistemic violence as a regulatory violation, not a workplace dynamic.

POLICY PRINCIPLE 5

ENFORCEMENT MUST SHIFT FROM INDIVIDUAL BLAME TO STRUCTURAL ACCOUNTABILITY
COVE/F rejects the punitive model in which individual clinicians are blamed for systemic failure.
Policy structures must mandate:

Root cause analysis using COVE/F layers

System-level corrective actions

Protection of workers who report structural risks
Accountability for executives, boards, and governing bodies
Prevention mandates rather than post-harm punishment

Regulatory action must prioritize structural repair.

POLICY PRINCIPLE 6

WORKER REPORTING MUST BE PROTECTED BY LAW AND BARRIER-FREE

COVE/F identifies multiple mechanisms that suppress worker reporting:



Retaliation

Fear

Documentation coercion
Hierarchy

Disciplinary threat

Opaque grievance systems

Policy interventions must include:

Non-retaliation protections with enforcement teeth
Anonymous reporting infrastructure
Transparency requirements

Mandatory investigation timelines

Worker rights to independent documentation

Safety requires uninterrupted information flow.

POLICY PRINCIPLE 7

OCCUPATIONAL HEALTH SYSTEMS MUST BE INDEPENDENT FROM EMPLOYER CONTROL
COVE/F shows that employer-controlled occupational health produces:

Conflicts of interest

Premature return-to-work decisions
Biased injury classification

Pressure to downplay physiologic harm

Regulations must require:

Independent occupational medicine

Independent clinical assessment pathways

Independent appeals processes

Separation of medical decision-making from employer interest

Independence is fundamental to safety.

POLICY PRINCIPLE 8

DATA INTEGRITY MUST BE PROTECTED AS A SAFETY REQUIREMENT

Regulators must ensure that:



Documentation matches physiologic reality
Narrative distortion is prohibited

Coding practices do not obscure harm
Metrics cannot be manipulated

Incident reporting cannot be altered
Algorithms undergo bias and harm review

Data integrity becomes a safety standard.

POLICY PRINCIPLE 9

STAFFING PROTECTIONS MUST BE STRUCTURAL, ENFORCEABLE, AND NON-NEGOTIABLE
COVE/F identifies staffing as an upstream determinant of:

Physiologic safety
Cognitive safety
Escalation capacity
Failure-to-rescue
Mortality

Regulators must require:

Minimum safe staffing ratios
Workload limits based on acuity
Mandatory break protections
Limits on mandatory overtime
Schedule stability protections
Staffing transparency

Staffing becomes a matter of public health law.

POLICY PRINCIPLE 10

COVE/F ENABLES STATE AND FEDERAL POLICY REDESIGN
This framework supports comprehensive legislation addressing:

Workplace violence
Understaffing
Documentation burden
Retaliation
Occupational trauma
Whistleblower protection



Algorithmic transparency
Safety reporting systems
National health security

It provides a unifying model for policy coherence across agencies, jurisdictions, and political boundaries.

POLICY PRINCIPLE 11

ACCREDITATION BODIES MUST ADOPT COVE/F AS A SAFETY ARCHITECTURE
Accreditation organizations must evaluate:

Structural conditions

Organizational mechanisms

System complexity

Reinforcement loops

Narrative and epistemic integrity
Downstream patient safety outcomes

This shifts accreditation from checklist compliance to structural safety verification.

POLICY PRINCIPLE 12

COVE/F PROVIDES A FRAMEWORK FOR NATIONAL HEALTH SECURITY POLICY
COVE/F demonstrates that:

Worker harm — patient harm
Patient harm — community harm
Community harm — national vulnerability

This supports:

Federal workforce protection standards
Surge capacity legislation

Public health emergency preparedness
Funding for safety infrastructure

National reporting systems

Federal oversight of workforce harm metrics

COVE/F becomes the national model for healthcare workforce protection.




POLICY PRINCIPLE 13

THE FRAMEWORK SUPPORTS INTERNATIONAL ALIGNMENT WITH WHO AND UN STANDARDS
COVE/F can be harmonized with:

WHO Patient Safety Framework

WHO Health Workforce Safety Standards
ILO Occupational Safety Conventions

UN Sustainable Development Goals

Global Labor And Human Rights Frameworks

It positions the U.S. within global norms of workforce protection.

POLICY PRINCIPLE 14

COVE/F ESTABLISHES A BASIS FOR LEGAL REFORM AND LITIGATION SUPPORT
COVE/F provides structure for:

Expert testimony

Litigation analysis

Classification of structural negligence
Evidence of predictable harm

Analysis of workforce safety as patient safety

This elevates structural violence to a legally actionable category.
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SYSTEM NARRATIVE, APPLICATION, AND CLINICAL INTERPRETATION

PART 4: ORGANIZATIONAL APPLICATION AND
SYSTEM REDESIGN

HOW HEALTH SYSTEMS USE COVE/F TO REBUILD SAFETY, WORKFLOWS, STAFFING, GOVERNANCE,
AND CULTURE

COVE/F provides a structural blueprint for organizations to recognize, measure, prevent, and reverse
occupational harm.

It enables redesign of care environments by identifying the upstream drivers, midstream conditions, and
downstream consequences that undermine worker safety and patient outcomes.

This section presents organizational implementation pathways.

ORGANIZATIONAL PRINCIPLE 1

STRUCTURAL SAFETY MUST REPLACE INDIVIDUAL RESILIENCE
Healthcare systems historically respond to harm by:

Adding training

Encouraging mindfulness
Promoting resilience
Instructing workers to adapt

COVE/F replaces resilience-based solutions with structural redesign, recognizing that:

Fatigue is not a personal failure

Understaffing is not a training gap

Documentation burden is not a communication problem
Violence is not an isolated behavioral event

Moral injury is not a clinician weakness

Organizational redesign must address systems, not individuals.



ORGANIZATIONAL PRINCIPLE 2

STAFFING, WORKLOAD, AND REST ARE CLINICAL SAFETY INPUTS

Using COVE/F, organizations treat workload, rest, hydration, staffing, and cognitive bandwidth as clinical
infrastructure, similar to oxygen, medications, or telemetry.

System redesign includes:

Ensuring protected breaks
Monitoring fatigue levels
Designing safe shift lengths
Adjusting staffing based on acuity
Tracking cognitive load

Workforce physiology becomes part of the safety ecosystem.

ORGANIZATIONAL PRINCIPLE 3

NARRATIVE INTEGRITY MUST BE RESTORED IN CLINICAL DOCUMENTATION

COVE/F identifies narrative distortion as a driver of unsafe care.
Systems must:

Audit documentation for physiologic accuracy

Remove punitive coding pressures

Protect clinicians from retaliatory narrative modification
Train staff in physiologic documentation

Reform EMR templates that obscure deterioration

Restoring narrative integrity restores physiologic visibility.

ORGANIZATIONAL PRINCIPLE 4

INFORMATION FLOW MUST BE UNOBSTRUCTED AND SAFE
Organizations must create:

Transparent incident reporting pathways
Non-retaliatory escalation mechanisms

Open channels of interdisciplinary communication
Anonymous reporting when needed

Protection from hierarchical suppression



Safe information flow is a prerequisite for safe care.

ORGANIZATIONAL PRINCIPLE 5

LEADERSHIP MUST OPERATE AS A SAFETY FUNCTION, NOT A CONTROL FUNCTION
COVE/F identifies leadership behaviors that cause harm:

Hierarchical silencing
Punitive management
Opacity

Retaliation

Suppression of escalation
Resource denial

Leadership redesign includes:

Replacing punitive models with coaching

Embedding safety accountability at the executive level
Requiring leaders to demonstrate physiologic literacy
Integrating COVE/F into leadership training
Evaluating leaders based on safety, not productivity

Leadership becomes a safety mechanism.

ORGANIZATIONAL PRINCIPLE 6

WORKFLOWS MUST BE REDESIGNED AROUND PHYSIOLOGIC SAFETY
Workflow redesign includes:

Reducing interruptions

Reducing unnecessary documentation
Reducing cognitive overload
Streamlining escalation pathways
Allowing continuous assessment cycles
Creating safe zones for focused work

Workflows become aligned with physiologic needs of clinicians and patients.




ORGANIZATIONAL PRINCIPLE 7

TRAUMA-INFORMED SYSTEM DESIGN MUST APPLY TO WORKERS AND PATIENTS
Trauma-informed system redesign requires:

Predictability
Transparency
Empowerment
Choice
Collaboration
Safety

Organizations must apply trauma-informed principles to:

Scheduling

Workload

Escalation policies
Leadership practices
Incident response
Education

Trauma-informed design becomes a structural commitment.

ORGANIZATIONAL PRINCIPLE 8

ACTORS MUST BE REALIGNED TO PREVENT STRUCTURAL VIOLENCE
COVE/F shows that actors carry out the system’s violence when incentives misalign.
Organizations must redesign the roles of:

HR

Risk management
Quality

Occupational health
Compliance

Case management
Peer review committees
Executives

Medical directors

Role redesign requires shifting from:

Punitive oversight — supportive oversight
Cost protection — safety protection



Information suppression — transparency
Defensiveness — accountability

Actors become agents of safety rather than mechanisms of harm.

ORGANIZATIONAL PRINCIPLE 9

DIGITAL SYSTEMS MUST BE REBUILT TO SUPPORT SAFETY, NOT EXTRACTION
COVE/F identifies digital and algorithmic mechanisms of harm.
Organizations must redesign digital systems to:

Reduce documentation burden

Preserve physiologic narratives

Flag deterioration earlier

Make escalation frictionless

Improve communication

Ensure algorithmic transparency

Prevent digital surveillance from suppressing safety

Digital redesign focuses on enabling care, not policing workers.

ORGANIZATIONAL PRINCIPLE 10

POLICY INFRASTRUCTURE MUST SUPPORT STRUCTURAL REPAIR
Organizations must create policies that:

Prohibit retaliation

Protect reporting

Ensure independent clinical evaluation
Prevent unsafe return-to-work
Guarantee breaks

Regulate overtime

Remove punitive productivity quotas

Policies become mechanisms for structural repair rather than mechanisms of control.

ORGANIZATIONAL PRINCIPLE 11



ACCOUNTABILITY MUST BE VISIBLE, MEANINGFUL, AND STRUCTURAL
Accountability must include:

Transparent reporting
System-level corrective action
Executive accountability
Board-level safety responsibilities
Public metrics
Independent oversight

Accountability shifts from individual clinicians to the structures that produce harm.

ORGANIZATIONAL PRINCIPLE 12

COVE/F ENABLES FULL-SYSTEM REDESIGN
COVE/F allows organizations to:

Diagnose harm at all seven layers
Identify structural roots

Map the flow of violence and extraction
Predict harm before it occurs

Design system-level interventions
Measure improvements across time

COVE/F becomes the structural blueprint for high-reliability care.
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SYSTEM NARRATIVE, APPLICATION, AND CLINICAL INTERPRETATION

PART 5: EDUCATION, TRAINING, AND
PROFESSIONAL FORMATION

HOW COVE/F REBUILDS CLINICAL EDUCATION, ONBOARDING, LEADERSHIP TRAINING, AND
PROFESSIONAL DEVELOPMENT

COVE/F provides a new foundation for professional formation across the healthcare continuum.
It reframes clinician training from task acquisition to structural literacy, physiologic literacy, violence and
extraction recognition, and system safety competence.

Traditional education prepares clinicians for clinical tasks.
COVE/F prepares clinicians for clinical reality.

This section establishes the educational architecture required to embed COVE/F into every stage of
professional development.

EDUCATION PRINCIPLE 1

PHYSIOLOGIC LITERACY MUST BE RESTORED AS THE CORE OF CLINICAL EDUCATION
Contemporary clinical education often de-emphasizes:

Physiology

Pattern recognition

Early deterioration signals
Trend interpretation
Pathophysiologic reasoning

COVE/F restores physiologic literacy as the foundation for:

Assessment
Escalation
Clinical judgment
Patient safety
Failure-to-rescue prevention

Curricula must include:



Deep physiologic signal interpretation
Trajectory analysis

Trend integration

Recognition of subtle deterioration
Use of physiologic narratives

COVE/F ensures that new clinicians develop the capacity for pattern-based recognition, not checklist-based
recall.

EDUCATION PRINCIPLE 2

STRUCTURAL LITERACY MUST BECOME A CORE CLINICAL COMPETENCY
Clinicians must be taught to identify:

Mechanisms of violence

Conditions that undermine safety

Drivers that shape organizational behavior
Actors that enforce structural pressure
Reinforcement loops that sustain harm

Structural literacy includes the ability to map:

Where harm originates
How it travels

How it amplifies

How it can be interrupted

This replaces passive acceptance of unsafe norms with an analytical understanding of system-level causation.

EDUCATION PRINCIPLE 3

TRAUMA-INFORMED EDUCATION MUST APPLY TO BOTH PATIENTS AND CLINICIANS
Educational programs must teach:

Effects of trauma on cognition

Effects of trauma on physiologic perception
Predictability as a safety need

Transparency as a regulatory need

Choice and empowerment as moral necessities

Clinicians must understand that trauma affects:



How patients communicate

How workers assess

How teams function

How safety signals are interpreted

Trauma-informed competencies become professional expectations.

EDUCATION PRINCIPLE 4

COVE/F MUST BE EMBEDDED IN ONBOARDING AND ORIENTATION
Orientation programs must include:

Overview of COVE/F

Recognition of harm mechanisms
Escalation protocols

Physiologic signal training
Documentation integrity training
Anti-retaliation guidance
Safe-reporting pathways

Role of organizational structures

This orients workers not to tasks but to the system they are entering, enabling early recognition of unsafe
patterns.

EDUCATION PRINCIPLE 5

LEADERSHIP TRAINING MUST SHIFT FROM CONTROL TO SAFETY
Leadership development must include:

System safety science

Human factors

COVE/F structural literacy
Non-punitive problem solving
Physiologic literacy

Escalation support

Bias interruption

Psychological safety engineering

Leaders must understand how their decisions change:

Conditions
Drivers



Actor behavior
Reinforcement loops

COVE/F becomes the leadership curriculum.

EDUCATION PRINCIPLE 6

DOCUMENTATION TRAINING MUST CENTER NARRATIVE ACCURACY AND PHYSIOLOGIC TRUTH
Clinicians must learn:

How to document physiologic trajectories

How to preserve narrative integrity

How to avoid harm-amplifying labels

How to protect patient narratives from distortion

How to defend escalation with accurate documentation

Education must correct harmful norms, including:

Minimalist assessments

Physiology-free charting

Reframing deterioration as “behavioral”
Documentation shaped by billing priorities

COVE/F reinstates documentation as a clinical instrument.

EDUCATION PRINCIPLE 7

INTERDISCIPLINARY EDUCATION MUST UNIFY CARE TEAMS
COVE/F becomes a shared language for:

Nurses

Physicians

Respiratory therapists

Paramedics

Technicians

Pharmacists

Physical and occupational therapists
Social workers

Case managers

Interdisciplinary training focuses on:



Signal detection
Communication clarity
Escalation support
Narrative alignment
Shared mental models

COVE/F creates interdisciplinary coherence.

EDUCATION PRINCIPLE 8

SIMULATION TRAINING MUST INCLUDE STRUCTURAL AND SYSTEMIC SCENARIOS
Simulation programs must move beyond:

Task repetition
Procedural checklists

And incorporate:

Escalation under cognitive load

Recognition under fatigue

Hierarchical suppression simulations
Documenting deterioration accurately
Violence and extraction recognition

Team communication during resource scarcity
Failure-to-rescue unfoldings

Simulation becomes a tool for system safety training, not only skills practice.

EDUCATION PRINCIPLE 9

PROFESSIONAL SOCIALIZATION MUST REMOVE HARMFUL NORM INTERNALIZATION
COVE/F recognizes that many sources of harm are socialized into trainees, including:

Endurance culture

Silence under hierarchy
Dismissal of intuition
Acceptance of unsafe work
Normalization of deviance
Self-sacrifice ideology
Productivity over physiology

Education must explicitly dismantle these norms.



Professional formation becomes oriented toward:

Integrity

Safety

Physiology
Trauma-informed practice
Ethical clarity
Accountability

EDUCATION PRINCIPLE 10

CONTINUING EDUCATION MUST INCLUDE COVE/F-BASED SYSTEM MONITORING
Healthcare workers must be trained to:

Recognize early system-risk signals
Identify degrading conditions

Map reinforcement loops

Track workforce physiologic deterioration
Identify narrative distortion

Perform COVE/F-based safety audits
Engage in system redesign initiatives

COVE/F becomes the ongoing lens through which workers interpret their environment.

EDUCATION PRINCIPLE 11

ACADEMIC PROGRAMS MUST TEACH THE CONNECTION BETWEEN WORKFORCE HARM AND
PATIENT OUTCOMES

Academic curricula must show how:

Fatigue affects hemodynamic interpretation
Cognitive load affects pattern recognition
Understaffing affects assessment frequency
Documentation distortion affects escalation
Moral injury affects decision-making
Economic strain affects retention

Workforce collapse affects mortality

Education links workforce wellbeing to patient survival.




EDUCATION PRINCIPLE 12

COVE/F PROVIDES THE PEDAGOGICAL FOUNDATION FOR A NEW GENERATION OF CLINICIANS
COVE/F prepares clinicians to:

See systems clearly
Interpret harm structurally
Protect physiologic safety
Recognize early danger
Escalate effectively
Document truthfully
Resist harmful norms
Advocate ethically
Lead with structural literacy

Professional formation becomes grounded in safety, ethics, physiology, and systems thinking.
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PART 6: RESEARCH, EVALUATION, AND
MEASUREMENT

HOW COVE/F BECOMES A SCIENTIFIC FRAMEWORK FOR RESEARCH, METRICS, VALIDATION, AND
NATIONAL SURVEILLANCE

COVE/F provides a structured, measurable, and reproducible taxonomy of occupational violence and
extraction.

It allows researchers, health systems, quality teams, policymakers, and national agencies to build predictive
models, population surveillance systems, and evaluation metrics that capture the total burden of harm.

This section describes research applications, measurement domains, validation methods, and national-level
infrastructure.

RESEARCH PRINCIPLE 1

HARM MUST BE MEASURED ACROSS ALL SEVEN LAYERS

Traditional research focuses on outcomes without measuring upstream conditions or drivers.
COVE/F requires measurement at every layer:

Mechanisms
Conditions

Drivers

Actors

Targets

Harms
Reinforcement loops

This transforms research from outcome-tracking to system-causation mapping.

RESEARCH PRINCIPLE 2

NEW METRICS MUST CAPTURE STRUCTURAL VIOLENCE AND EXTRACTION



COVE/F defines domains that have never been formally measured at scale, including:

Epistemic violence metrics

Narrative distortion indices

Algorithmic harm scores

Cognitive extraction burden

Physiologic depletion indicators
Documentation distortion measures
Hierarchy-induced suppression frequency
Return-to-work coercion indicators
Administrative extraction load

Workforce basic-needs deprivation

These metrics produce a structural safety profile of organizations.

RESEARCH PRINCIPLE 3

PHYSIOLOGIC WORKER DATA IS A SAFETY INPUT AND A RESEARCH VARIABLE
Research under COVE/F includes:

Fatigue biometrics

Sleep fragmentation measures
Attention and vigilance metrics
Cognitive bandwidth load
Hydration and break data

Noise and interruption mapping
Environmental stress physiology

Worker physiology becomes a clinical safety dataset.

RESEARCH PRINCIPLE 4

PATIENT SAFETY OUTCOMES MUST BE DIRECTLY LINKED TO WORKFORCE HARM MEASURES
COVE/F requires linking:

Failure-to-rescue
Delayed recognition
Delayed escalation
Complication rates
Mortality

ICU transfers
Adverse events



To workforce metrics such as:

Understaffing

Physical exhaustion
Cognitive overload
Documentation burden
Violence exposure
Moral injury

Deviation normalization

This establishes harm causality at the system level.

RESEARCH PRINCIPLE 5

LONGITUDINAL RESEARCH MUST EVALUATE SYSTEM DRIFT AND NORMALIZATION OF DEVIANCE

COVE/F identifies system drift as a key mechanism behind collapse.
Research must monitor:

Deviance normalization

Incremental workload increases
Pattern degradation over time
Escalation delays that become routine
Documentation creep

Assessment reduction trends

Longitudinal analysis captures early warning signals invisible to traditional metrics.

RESEARCH PRINCIPLE 6

REINFORCEMENT LOOPS MUST BE MAPPED AS NETWORKS, NOT LINEAR PATHWAYS

Traditional healthcare research models linear causation.
COVE/F requires network-based analyses such as:

Systems dynamics modeling
Agent-based modeling
Failure-mode effect analysis

Causal loop diagrams

Bifurcation and phase-shift modeling

This enables prediction of collapse points, tipping points, and critical thresholds.




RESEARCH PRINCIPLE 7

DATA COLLECTION MUST INCLUDE NARRATIVE, QUALITATIVE, AND CONTEXTUAL FORMS
COVE/F recognizes that structural violence is often documented through:

Lived experience

Worker narrative

Incident narrative
Suppressed safety signals
Hierarchy-induced silence

Research designs must include:

Ethnography
Qualitative interviews
Narrative analysis
Document audits
Shadowing
Contextual inquiry

Structural harm requires mixed-method investigation.

RESEARCH PRINCIPLE 8

REGULATORY AGENCIES MUST ADOPT COVE/F FOR NATIONAL SURVEILLANCE
COVE/F provides the architecture for:

National workforce safety surveillance systems
Predictive risk dashboards

Federal harm-reporting mechanisms
State-level early warning indicators
Cross-organizational safety comparisons

Surveillance systems must include:

Violence exposure

Staffing adequacy
Assessment frequency
Escalation timing
Documentation distortion
Incident suppression
Turnover and vacancy trends
Narrative risk labels
Algorithmic misclassification



This provides a real-time national map of structural safety.

RESEARCH PRINCIPLE 9

COVE/F MUST GUIDE QUALITY IMPROVEMENT AND SYSTEM INTERVENTION TRIALS
COVE/F allows researchers to design intervention trials targeting:

Break protection

Fatigue mitigation

Staffing stabilization

Violence reduction

Escalation pathway redesign
Documentation burden reduction
Hierarchy reduction

Team communication enhancement
Cognitive load reduction
Trauma-informed workflows

Trials measure structural change, not only clinical endpoints.

RESEARCH PRINCIPLE 10

VALIDATION MUST INCLUDE MULTILEVEL OUTCOME DOMAINS
Validation must occur at:

Worker level
Patient level
Unit level
System level
Community level
National level

Outcome domains include:

Physiologic worker outcomes
Psychological worker outcomes
Patient safety outcomes
Population health outcomes
Organizational stability outcomes
Cost outcomes
National readiness outcomes



COVE/F is validated across the entire chain of impact.

RESEARCH PRINCIPLE 11

STATISTICAL MODELS MUST ACCOUNT FOR STRUCTURAL AND SOCIAL HARM
COVE/F requires analytic methods that can capture:

Structural bias

Power differentials
Cultural factors
Historical trauma

Social determinants
Organizational dynamics
Economic forces

Policy constraints

Traditional models must be expanded to reflect real-world causality.

RESEARCH PRINCIPLE 12

Al AND DIGITAL SYSTEMS MUST UNDERGO COVE/F-BASED SAFETY EVALUATION
Evaluation includes:

Algorithmic bias

Error propagation
Suppression-of-escalation risk
Behavior modification via surveillance
Narrative distortion

Risk score validity

EMR burden

Automation drift

COVE/F becomes an Al safety framework.

RESEARCH PRINCIPLE 13

MEASUREMENT MUST REFLECT MULTIDOMAIN HARM, NOT SINGLE-OUTCOME METRICS



COVE/F establishes multidomain measurement:

Physiologic harm
Psychological harm
Moral harm

Economic harm
Organizational harm
Community harm
National harm
Existential harm
Intergenerational harm

This allows comprehensive harm surveillance.

RESEARCH PRINCIPLE 14

COVE/F PROVIDES THE FOUNDATION FOR NATIONAL INDEX DEVELOPMENT
COVE/F supports the creation of:

National Occupational Violence And Extraction Index
National Workforce Safety Score

National Risk Escalation Index

National Physiologic Safety Index

These indices serve as:

Policy levers

Public transparency tools
Accreditation benchmarks
National readiness indicators

COVE/F becomes a national measurement standard.
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PART 7: IMPLEMENTATION, INTEGRATION, AND
SYSTEM-LEVEL ADOPTION

HOW COVE/F IS OPERATIONALIZED ACROSS HEALTH SYSTEMS, WORKFORCE POLICIES,
TECHNOLOGY, AND NATIONAL STRUCTURES

COVE/F provides an actionable architecture for structural change.
Implementation requires phased adoption, integration into existing structures, redesigned governance, and
measurement systems that reinforce safety instead of extraction.

This section presents the multi-level implementation strategy.

IMPLEMENTATION PRINCIPLE 1

ADOPTION MUST BEGIN WITH STRUCTURAL RECOGNITION OF HARM
Organizations must formally recognize:

Structural violence
Extraction as harm
Narrative distortion
Epistemic suppression
Coerced labor patterns
Unsafe staffing
Occupational trauma
Downstream patient harm

Structural recognition becomes the first act of system accountability.

IMPLEMENTATION PRINCIPLE 2

COVE/F MUST BE ADOPTed AS A GOVERNANCE FRAMEWORK

Governance structures must integrate COVE/F into:



Board-level safety committees
Executive performance metrics
Organizational bylaws
Leadership accountability models
Annual reporting

Quality and safety strategies

This embeds COVE/F at the organizational highest tier.

IMPLEMENTATION PRINCIPLE 3

THE IMPLEMENTATION PLAN MUST MATCH THE SEVEN LAYERS OF THE FRAMEWORK
COVE/F implementation includes:

Mechanism identification
Condition surveillance
Driver mapping

Actor realignment
Target protection

Harm reduction

Loop disruption

Each layer is implemented as a distinct, measurable domain.

IMPLEMENTATION PRINCIPLE 4

SYSTEM REDESIGN MUST PRIORITIZE EARLY-WARNING DETECTION OF STRUCTURAL RISK
Organizations must create:

Real-time dashboards
Signal-detection systems
Cognitive load monitoring
Staffing threat indicators
Narrative integrity monitors
Escalation suppression trackers
Documentation distortion alerts

Implementation shifts from reactive correction to proactive detection.




IMPLEMENTATION PRINCIPLE 5

BREAK PROTECTION, WORKLOAD LIMITS, AND PHYSIOLOGIC SAFETY MUST BE NONNEGOTIABLE
Operationalization requires:

Protected break enforcement
Workload caps

Safe shift structures

Hydration and nutrition supports
Cognitive rest periods

Fatigue monitoring

These measures form a physiologic safety shield for the workforce.

IMPLEMENTATION PRINCIPLE 6

TRAUMA-INFORMED REDESIGN MUST APPLY TO WORKFLOWS, NOT JUST INDIVIDUAL BEHAVIOR
Redesign includes:

Predictable workflows

Transparent communication

Reduced interruption environments
Empowerment-based escalation

Shift planning that anticipates cognitive load
Psychological safety protections

Trauma-informed practice becomes system architecture.

IMPLEMENTATION PRINCIPLE 7

DIGITAL INTEGRATION MUST ALIGN EMR, DATA SYSTEMS, AND Al WITH COVE/F
Digital implementation includes:

Reducing documentation burden
Ensuring narrative clarity

Supporting physiologic signal visibility
Flagging deterioration

Simplifying escalation

Removing punitive digital tracking



Evaluating algorithms for harm
Ensuring transparency of Al decision pathways

Technology becomes an ally to safety, not an amplifier of extraction.

IMPLEMENTATION PRINCIPLE 8

POLICY AND HR STRUCTURES MUST BE REBUILT TO PREVENT RETALIATION AND COERCION
Organizational policies must:

Protect reporting

Eliminate retaliation pathways

Guarantee independent medical evaluation
Support safe return-to-work

Clarify anti-coercion rules

Prohibit narrative manipulation

HR becomes a safety partner, not an enforcement mechanism.

IMPLEMENTATION PRINCIPLE 9

INTERDISCIPLINARY TEAMS MUST BE TRAINED USING COVE/F AS A COMMON LANGUAGE
Training programs must include:

COVE/F foundational literacy
Structural harm recognition
Communication alignment
Narrative integrity protection
Escalation support behavior
Team-based physiologic analysis

Teams gain a shared mental model.

IMPLEMENTATION PRINCIPLE 10

UNIONS, PROFESSIONAL ORGANIZATIONS, AND COMMUNITY PARTNERS MUST BE INCLUDED

Implementation must integrate:



Union safety roles
Professional associations
Workforce advocacy groups
Community health partners
Public health agencies

Working coalitions strengthen structural redesign.

IMPLEMENTATION PRINCIPLE 11

FEEDBACK MECHANISMS MUST BE FAST, CONTINUOUS, AND NON-PUNITIVE
Organizations must develop:

Real-time feedback loops
Anonymous channels
Transparent responses
Visible corrective action
Multi-level review teams

Reporting becomes safe, efficient, and structurally impactful.

IMPLEMENTATION PRINCIPLE 12

ORGANIZATIONAL CULTURE MUST ALIGN WITH COVE/F THROUGH STRUCTURE, NOT
COMMUNICATION ALONE

Culture change requires:

Structural accountability
Leadership behavior modeling
Transparency

Protected autonomy

Empathy as policy

Safety as identity

Culture becomes an emergent property of safe structures.

IMPLEMENTATION PRINCIPLE 13



SYSTEMS MUST ESTABLISH A COVE/F IMPLEMENTATION OFFICE OR TEAM
A dedicated implementation function must manage:

Framework adoption
Data monitoring
Structural redesign
Education

Policy integration

Al and digital alignment
Safety analysis
Leadership support

This ensures continuity and coherence across time.

IMPLEMENTATION PRINCIPLE 14

NATIONAL AND REGIONAL STRUCTURES MUST SUPPORT COVE/F ADOPTION
COVE/F implementation at scale requires:

Federal safety standards

State-level oversight

National surveillance

Public reporting
Cross-organizational learning
Research and innovation funding
Community-level safety partnerships

Implementation becomes a public health function.

IMPLEMENTATION PRINCIPLE 15

COVE/F BECOMES THE OPERATING SYSTEM FOR MODERN HEALTHCARE
COVE/F transforms healthcare into a system where:

Worker safety is foundational

Patient safety is structurally protected
Narrative integrity is preserved
Escalation is supported

Violence is prevented

Extraction is reduced



Culture aligns with safety
Governance ensures accountability

COVE/F operationalizes the conditions necessary for a humane, safe, and physiologically literate healthcare
system.
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PART 8: PUBLIC COMMUNICATION, ETHICAL
NARRATIVE, AND SOCIETAL FRAMING

HOW TO COMMUNICATE THE FRAMEWORK TO CLINICIANS, PATIENTS, POLICYMAKERS, MEDIA, AND
THE PUBLIC

COVE/F requires a communication strategy that is clear, trauma-informed, historically aware, and aligned with
public health ethics.

The framework describes complex, layered, and often uncomfortable truths about structural violence,
exploitation, and harm.

This section defines how to communicate those truths responsibly.

Public communication must make harm visible without blaming individual clinicians or patients.
It must describe violence and extraction as structural, preventable, and relational, not as failures of
personal resilience.

This section establishes the narrative architecture for societal engagement.

COMMUNICATION PRINCIPLE 1

THE PUBLIC NARRATIVE MUST CENTER SAFETY, NOT SHAME OR BLAME
Public communication must affirm:

Workers are not the problem

Patients are not the problem

Harm is not random

Harm is not inevitable

Harm is the result of structural design

COVE/F reframes healthcare harm as a system issue requiring system solutions, avoiding narratives that
reinforce stigma, shame, or personal deficiency.

COMMUNICATION PRINCIPLE 2



LANGUAGE MUST BE TRAUMA-INFORMED AND HUMAN-CENTERED
Communication must prioritize:

Clarity
Compassion
Accuracy
Physiologic truth
Transparency
Empowerment
Agency

Language must avoid:
Victim-blaming
Gaslighting
Minimization
Stigmatizing labels

Hierarchy-based dismissal

COVE/F communication protects both workers and patients.

COMMUNICATION PRINCIPLE 3

PUBLIC MESSAGING MUST EXPLAIN THAT WORKFORCE SAFETY IS PATIENT SAFETY
The public must understand:

Harm to workers leads to harm to patients
Overload leads to missed deterioration

Fatigue leads to slower recognition and response
Understaffing leads to complications

Trauma leads to communication breakdown
Documentation pressure distorts physiologic truth

Public-facing messaging reframes worker safety as a patient safety intervention, not a labor issue.

COMMUNICATION PRINCIPLE 4

THE PROBLEM MUST BE DESCRIBED AS STRUCTURAL, NOT INDIVIDUAL OR CULTURAL

COVE/F communication must shift public conversation away from:



“Bad apples”
“Difficult patients”
“Unskilled staff”
“Burned-out nurses”

And toward:

Structural incentives
Policy failures
Organizational design
Economic forces
Regulatory gaps
Historical inequities

This reframes occupational violence and extraction as issues of governance and system design.

COMMUNICATION PRINCIPLE 5

THE PUBLIC MUST BE SHOWN THE FULL HARM CHAIN, INCLUDING NATIONAL SECURITY
IMPLICATIONS

COVE/F communication explains:

Workforce degradation — patient deaths
Patient deaths — community health decline
Community decline — population vulnerability
Population vulnerability — national instability

This elevates healthcare harm from a workplace issue to a public health and national security concern.

COMMUNICATION PRINCIPLE 6

THE FRAMEWORK MUST BE EXPLAINED IN ACCESSIBLE TERMS WITHOUT LOSING COMPLEXITY

Public communication must translate COVE/F without oversimplification.
The public needs language that is:

Accurate

Understandable

Non-technical

Free of jargon

Faithful to the complexity of structural harm

Complexity is communicated through layered explanation, not technical obscurity.



COMMUNICATION PRINCIPLE 7

ETHICAL COMMUNICATION MUST AVOID INSTRUMENTALIZING TRAUMA
COVE/F prohibits:

Sensationalizing harm

Using traumatic stories for marketing
Depicting workers or patients as helpless
Erasing structural context

Communication must be grounded in dignity, accuracy, and respect.

COMMUNICATION PRINCIPLE 8

MESSAGING MUST BE CONSISTENT ACROSS CLINICAL, POLICY, AND PUBLIC AUDIENCES
All audiences must receive:

The same structural framing

The same physiologic truth

The same explanation of harm pathways

The same understanding of what must change

Consistency protects against fragmentation, minimization, or co-opted narratives.

COMMUNICATION PRINCIPLE 9

MEDIA ENGAGEMENT MUST CENTER STRUCTURAL EXPLANATION, NOT PERSONAL FAILURES
When engaging with journalists, organizations must emphasize:

System drivers

Understaffing

Incentives

Policy failures

Documentation burden

Cognitive overload

Structural suppression of safety signals



Media stories must highlight that harm is predictable, preventable, and structural.

COMMUNICATION PRINCIPLE 10

PATIENT-FACING COMMUNICATION MUST PRESERVE TRUST AND EXPLAIN SYSTEM CONSTRAINTS
Patients must understand:

Why delays occur

Why clinicians may appear rushed

How understaffing affects care

How documentation burden limits presence
How systems suppress early warning signs

Communication must protect trust by telling structural truth without undermining confidence in individual
clinicians.

COMMUNICATION PRINCIPLE 11

CLINICIAN-FACING COMMUNICATION MUST VALIDATE EXPERIENCE AND EXPAND STRUCTURAL
LITERACY

Clinicians need messaging that:

Names their experience truthfully

Links lived reality to structural causation
Provides language for harm they already feel
Affirms their observations

Builds shared understanding

Enables safe reporting

This supports clinician advocacy, solidarity, and empowerment.

COMMUNICATION PRINCIPLE 12

PUBLIC NARRATIVE MUST DESTIGMATIZE HARM, TRAUMA, AND SYSTEM FAILURE

Stigma prevents truth-telling.
COVE/F communication normalizes structural analysis by acknowledging that:



Harm is widespread

Harm is not a personal flaw

Trauma is a predictable outcome
Systems - not individuals - require change

Destigmatization supports reporting and structural reform.

COMMUNICATION PRINCIPLE 13

COMMUNICATION MUST CONNECT WORKFORCE HARM TO COMMUNITY IMPACT
Communities must understand that workforce harm leads to:

Reduced access to care
Higher complications
Higher community mortality
Longer wait times
Regional care instability

COVE/F positions occupational harm as a community health issue.

COMMUNICATION PRINCIPLE 14

NARRATIVE STRATEGY MUST SUPPORT POLICY CHANGE
Communication must be aligned with:

Legislative advocacy

Regulatory reform

Accreditation redesign

Funding allocation

Labor protections

Federal workforce safety standards

Public narratives must create pressure for systemic accountability.

COMMUNICATION PRINCIPLE 15

COVE/F BECOMES THE ETHICAL FOUNDATION FOR PUBLIC DISCOURSE ON HEALTHCARE SAFETY



The framework provides a moral, ethical, and structural vocabulary for:

Public health communication
Academic discourse

Policy debate

Media reporting

Legislative testimony
Community advocacy

COVE/F becomes the public language for occupational and patient safety.
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VOLUME I

SYSTEM NARRATIVE, APPLICATION, AND CLINICAL INTERPRETATION

PART 9: ETHICS, MORAL ARCHITECTURE, AND
HUMAN RIGHTS

HOW COVE/F DEFINES HEALTHCARE SAFETY AS A MORAL, ETHICAL, AND HUMAN RIGHTS
IMPERATIVE

Healthcare systems rest on an ethical foundation derived from public trust, professional duty, and societal
obligation.

When systems produce predictable harm to workers and patients, the moral architecture of healthcare
collapses.

COVE/F frames occupational violence and extraction not only as safety failures, but as ethical violations,
moral transgressions, and human rights infringements.

This section articulates the ethical and human-rights grounding for COVE/F.

ETHICAL PRINCIPLE 1

HEALTHCARE HAS A DUTY TO PROTECT LIFE, INCLUDING THE LIFE OF ITS WORKERS
Clinical ethics requires protecting:

Patient life
Worker life
Community life

Structural violence and extraction violate this duty.
When systems harm workers, they undermine the ethical foundation of care and compromise their ability to
protect patients.

Worker safety becomes an ethical mandate equal to patient safety.

ETHICAL PRINCIPLE 2

OCCUPATIONAL HARM IS A VIOLATION OF PUBLIC TRUST



Society grants healthcare institutions the authority to:

Provide care

Make decisions
Allocate resources
Manage risk

When systems knowingly expose workers to violence, coercion, and extraction, they violate this trust.
COVE/F establishes the ethical expectation that systems must protect those they employ.

ETHICAL PRINCIPLE 3

STRUCTURAL VIOLENCE IS AN ETHICAL FAILURE, NOT AN ORGANIZATIONAL NECESSITY

Healthcare organizations often justify harmful practices as unavoidable.
COVE/F rejects this premise and recognizes:

Understaffing

Excessive workload
Narrative distortion
Retaliation
Documentation coercion

As structural choices with ethical consequences.

There is no moral neutrality in systemic harm.

ETHICAL PRINCIPLE 4

EPISTEMIC VIOLENCE IS A FORM OF MORAL HARM
Dismissing concerns, undermining clinical intuition, or distorting narratives violates:

Respect for persons
Fidelity
Truthfulness
Justice

Epistemic suppression is recognized as:

An ethical transgression

A violation of clinician autonomy

A distortion of the clinical encounter
A direct threat to patient care



Truth in clinical decision-making is a moral obligation.

ETHICAL PRINCIPLE 5

STRUCTURAL EXTRACTION VIOLATES THE ETHIC OF NONMALEFICENCE

Extraction harms workers physically, cognitively, emotionally, financially, and existentially.
It also harms patients through downstream effects.

Violence and extraction violate:

Nonmaleficence
Beneficence
Justice
Fidelity

Reducing extraction becomes an ethical requirement.

ETHICAL PRINCIPLE 6

MORAL INJURY IS A SYSTEM-CAUSED ETHICAL BREACH
Moral injury occurs when:

Clinicians cannot provide safe care

Systems block ethical action

Policies force harmful behavior

Witnessed harm conflicts with moral identity
Organizational structures degrade professional integrity

Systems bear ethical responsibility for preventing moral injury.

ETHICAL PRINCIPLE 7

TRAUMA-INFORMED CARE IS AN ETHICAL DUTY
Trauma-informed care affirms:

Predictability
Choice
Safety



Transparency
Empowerment
Collaboration

These are ethical obligations, not optional values.
When systems violate trauma-informed principles for workers or patients, they breach ethical duty.

ETHICAL PRINCIPLE 8

JUSTICE REQUIRES REDRESS FOR STRUCTURAL HARM
Ethical justice requires:

Repair

Restitution

Accountability

Prevention
Transformation

Workers who experience violence and extraction deserve protection, healing, and structural correction.

COVE/F provides the ethical architecture for reparative justice.

ETHICAL PRINCIPLE 9

HEALTHCARE MUST REJECT HIERARCHICAL SILENCING AS AN ETHICAL NORM
Hierarchy becomes unethical when it:

Suppresses early warnings
Blocks escalation

Silences marginalized voices
Distorts narratives

Punishes truth-telling

Ethical healthcare requires structures that protect truth.

ETHICAL PRINCIPLE 10

STRUCTURAL HARM IS A VIOLATION OF HUMAN RIGHTS



International human rights frameworks affirm:

The right to safe working conditions
The right to health

The right to bodily integrity

The right to dignity

The right to non-discrimination
The right to rest

The right to fair compensation

The right to freedom from coercion

Structural harm violates these rights.
COVE/F aligns with global human rights doctrines including:

WHO frameworks

ILO conventions

UN human rights principles
Public health ethics

Healthcare must uphold human rights in both practice and employment.

ETHICAL PRINCIPLE 11

HUMAN DIGNITY MUST BE PROTECTED AT ALL LEVELS OF CARE AND EMPLOYMENT
Dignity requires:

Respect
Safety
Autonomy
Truth
Choice
Compassion

Violence and extraction undermine dignity at every level.
COVE/F establishes dignity as a structural requirement.

ETHICAL PRINCIPLE 12

ETHICAL SYSTEMS REQUIRE TRANSPARENCY, ACCOUNTABILITY, AND TRUTH

Ethical practice requires:



Clear governance

Transparent decisions

Public accountability
Accurate communication
Truthfulness in documentation
Truthfulness in reporting

Systems must be designed for honesty.

ETHICAL PRINCIPLE 13

ETHICAL CARE REQUIRES PROTECTING THE FUTURE WORKFORCE
Intergenerational harm impacts:

Future clinicians

Future patients

Future national preparedness
Future health outcomes

Protecting the future workforce is a moral responsibility.

ETHICAL PRINCIPLE 14

NATIONAL HEALTH SECURITY IS AN ETHICAL AND HUMAN RIGHTS OBLIGATION
A nation’s ability to:

Respond to disasters

Manage pandemics

Ensure continuity of operations
Protect vulnerable populations

Depends on a stable, protected healthcare workforce.
Structural harm weakens national resilience and becomes an ethical failure at the societal level.

ETHICAL PRINCIPLE 15

COVE/F BECOMES THE MORAL ARCHITECTURE FOR MODERN HEALTHCARE SYSTEMS



COVE/F establishes an ethical system based on:

Safety

Justice

Truth

Dignity
Autonomy
Transparency
Protection
Accountability

It provides the moral infrastructure required to rebuild healthcare as a public trust.
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VOLUME lli

FUTURE WORK, RESEARCH AGENDA, NATIONAL READINESS, AND GLOBAL
IMPLICATIONS

PART 1: FUTURE WORK AND RESEARCH
AGENDA

WHAT MUST BE BUILT NEXT TO OPERATIONALIZE AND VALIDATE THE FRAMEWORK

COVE/F establishes the conceptual, structural, clinical, and ethical architecture for understanding occupational
violence and extraction.
The next phase involves scientific validation, national scaling, technology integration, and global alignment.

This section outlines the research and development priorities required to translate theory into measurable,
enforceable safety systems.

RESEARCH AGENDA PRINCIPLE 1

DEVELOPMENT OF A NATIONAL OCCUPATIONAL VIOLENCE AND EXTRACTION INDEX
National safety surveillance requires:

Composite indicators across all seven layers
Real-time workforce stability metrics
Physiologic workload models
Cognitive extraction load indicators
Documentation distortion signals
Escalation delay metrics
Structural harm indices

This becomes a federal early-warning system for safety collapse.

RESEARCH AGENDA PRINCIPLE 2

BUILDING A WORKFORCE PHYSIOLOGY DATASET TO SUPPORT SIGNAL DETECTION

Future work includes:



Large-scale biometrics research

Shift physiology modeling
Workload-to-fatigue conversion algorithms
Noise and interruption mapping
Pattern-recognition capability studies
Assessment-cycle deterioration modeling

Worker physiology becomes a predictive analytic domain.

RESEARCH AGENDA PRINCIPLE 3

ESTABLISHING NATIONAL HARM SURVEILLANCE AND REPORTING SYSTEMS
This requires:

Federal reporting mandates

Public dashboards

Cross-institution data harmonization
De-identified worker safety datasets
Patient harm linkages

State and regional oversight structures

Surveillance becomes part of national health security.

RESEARCH AGENDA PRINCIPLE 4

CREATION OF COVE/F-BASED SYSTEM SAFETY TRIALS
Trials evaluate structural intervention impact on:

Understaffing

Cognitive overload

Break enforcement

Escalation behavior
Documentation burden
Violence exposure

Moral injury

Downstream patient outcomes

Structural interventions become experimentally testable.




RESEARCH AGENDA PRINCIPLE 5

DEVELOPMENT OF Al AND DIGITAL SAFETY EVALUATION STANDARDS
Al systems require evaluation for:

Algorithmic bias

Suppression of escalation

Documentation distortion

Automated misclassification

Cognitive extraction

Predictive reliability under workload variation

COVE/F becomes a digital safety regulatory standard.

RESEARCH AGENDA PRINCIPLE 6

DEVELOPMENT OF COVE/F-ALIGNED ACCREDITATION AND REGULATORY FRAMEWORKS
Next steps include:

Drafting federal regulatory language

Aligning COVE/F with Joint Commission standards
Creating state adoption models

Developing organizational audits

Publishing structural safety guidelines

Accreditation evolves toward structural accountability.

RESEARCH AGENDA PRINCIPLE 7

CREATION OF CROSS-DISCIPLINARY ACADEMIC PROGRAMS IN STRUCTURAL SAFETY SCIENCE
Academic development includes:

COVE/F-based syllabi

Graduate programs in structural safety
Interdisciplinary training modules
Research fellowships

National structural harm centers

Training becomes aligned with future system needs.



RESEARCH AGENDA PRINCIPLE 8

LONGITUDINAL STUDIES ON SYSTEM DRIFT AND DEVIANCE NORMALIZATION
Future research must track:

Early signs of organizational drift
Assessment-cycle degradation
Shift-to-shift risk accumulation
Normalizing unsafe practices
Intergenerational workforce impact

This establishes predictive models of collapse.

RESEARCH AGENDA PRINCIPLE 9

VALIDATION OF UPSTREAM-DOWNSTREAM NATIONAL SECURITY PATHWAYS
Research must quantify:

Workforce attrition effects on disaster readiness
Population-level mortality shifts

Community vulnerability

Surge capacity erosion

Regional care desertification

Infrastructure fragility

COVE/F becomes part of federal risk modeling.

RESEARCH AGENDA PRINCIPLE 10

GLOBAL RESEARCH ALIGNMENT WITH WHO, ILO, AND UN SYSTEMS
International collaboration includes:

Harmonizing definitions

Harmonizing surveillance standards

Participating in global workforce safety projects
Developing cross-national comparison models
Embedding COVE/F into global public health strategy



COVE/F becomes part of international safety discourse.

PART 2: NATIONAL READINESS AND
RESILIENCE

HOW COVE/F STRENGTHENS PUBLIC HEALTH, DISASTER RESPONSE, AND NATIONAL SECURITY

Healthcare workforce stability is a national asset.
COVE/F establishes the connection between occupational harm and national vulnerability.
This section defines national readiness implications.

READINESS PRINCIPLE 1

WORKFORCE DEGRADATION WEAKENS NATIONAL DISASTER RESPONSE
National resilience depends on:

Stable workforce capacity

Reliable escalation systems

Functional care environments

Skilled clinicians with preserved physiologic literacy

Structural harm degrades each element.

READINESS PRINCIPLE 2

SYSTEM DRIFT CREATES NATIONAL VULNERABILITY
System drift produces:

Delayed recognition

Delayed escalation
Compounded harm

Regional collapse
Population-level mortality
Reduced health system elasticity

This compromises national emergency capacity.



READINESS PRINCIPLE 3

COVE/F CREATES A NATIONAL EARLY-WARNING SYSTEM FOR HEALTHCARE FAILURE
National readiness requires:

Mapping workforce trends
Identifying geographic hotspots
Monitoring deterioration trajectories
Detecting collapse precursors
Predicting surge capacity failure

COVE/F becomes a national risk signal.

READINESS PRINCIPLE 4

COVE/F SUPPORTS FEDERAL EMERGENCY PREPAREDNESS PLANNING
Integration includes:

Federal resilience modeling
Pandemic preparedness

Disaster surge staffing

Critical infrastructure protection
Public health emergency response

COVE/F aligns health workforce safety with national planning.

READINESS PRINCIPLE 5

COVE/F STRENGTHENS POPULATION HEALTH RESILIENCE
Workforce protection improves:

Population access

Prevention capacity

Chronic disease management
Community care stability
Public health system agility



COVE/F becomes a population health strategy.

PART 3: GLOBAL IMPLICATIONS AND
INTERNATIONAL ALIGNMENT

HOW THE FRAMEWORK EXTENDS BEYOND THE UNITED STATES

Healthcare harm patterns are consistent across global systems.
Understaffing, extraction, violence, documentation burden, and system drift are worldwide phenomena.
COVE/F provides an international analytic structure.

GLOBAL PRINCIPLE 1

COVE/F CAN BE ADAPTED TO ANY HEALTH SYSTEM ARCHITECTURE
The framework applies to:

Single-payer systems

Hybrid public-private systems
Decentralized systems
Low-resource environments
Post-conflict systems

Structural violence and extraction manifest across contexts.

GLOBAL PRINCIPLE 2

COVE/F CAN SUPPORT WHO AND UN AGENDA SETTING
Potential alignments include:

WHO Health Workforce Strategic Objectives
WHO Patient Safety Action Plans

ILO Workforce Safety Conventions

UN Sustainable Development Goals

Global Human Rights Obligations

COVE/F becomes a global safety language.



GLOBAL PRINCIPLE 3

THE FRAMEWORK EXPOSES UNIVERSAL PATTERNS OF HARM
Across countries, COVE/F captures:

Violence against health workers
Chronic understaffing

Administrative burden

Hierarchy and epistemic suppression
Narrative distortion

Digital surveillance harm
Population-level safety risk

The framework diagnoses universal system failure patterns.

GLOBAL PRINCIPLE 4

COVE/F SUPPORTS CROSS-BORDER RESEARCH AND COMPARISONS
International research can include:

Cross-national harm mapping
Comparative structural analysis

Global workforce resilience modeling
International narrative distortion studies
Transnational reinforcement loop patterns

International benchmarking becomes possible.

GLOBAL PRINCIPLE 5

COVE/F CAN INFORM GLOBAL HEALTH SECURITY POLICY
COVE/F supports:

Pandemic preparedness
Cross-border workforce support
International emergency coordination



Global supply chain stability
Humanitarian response planning

Structural safety becomes part of global health security.

PART 4: FUTURE DEVELOPMENT AND
LONG-TERM VISION

HOW COVE/F EVOLVES OVER TIME

This final section articulates long-term expansion.

VISION PRINCIPLE 1

COVE/F BECOMES THE STANDARD FOR WORKFORCE AND PATIENT SAFETY
Long-term vision includes:

National adoption
Federal integration
Accreditation redesign
Public reporting
Global harmonization

COVE/F becomes foundational to safety science.

VISION PRINCIPLE 2

COVE/F INFORMS TECHNOLOGY DESIGN FOR FUTURE HEALTH SYSTEMS
Future technology must be:

Trauma-informed
Physiology-centered
Narrative-protective
Non-coercive
Transparent
Accountable



COVE/F guides safe innovation.

VISION PRINCIPLE 3

COVE/F ENABLES A STRUCTURALLY SAFE GENERATION OF WORKERS AND PATIENTS
The future healthcare system becomes:

Safer

More humane

More transparent

More physiologically aligned
More structurally accountable
More resilient

COVE/F is the blueprint for the next era of healthcare.
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APPENDIX A: COVE/F REGULATORY
ALIGNMENT MATRIX

A CROSSWALK BETWEEN STRUCTURAL HARM LAYERS AND REGULATORY REQUIREMENTS

The regulatory matrix links each of the seven layers of the COVE/F framework to existing regulatory domains,
identifies gaps, and defines the reforms required to align structural safety with federal, state, accreditation, and
international standards.

This serves as the governance blueprint for federal adoption, state implementation, and organizational
compliance oversight.

LAYER 1: MECHANISMS

REGULATORY DOMAIN: DIRECT HARM PREVENTION AND SAFETY STANDARDS

Regulatory Oversight Bodies
OSHA
NIOSH
Joint Commission
CMS
State Health Departments
EEOC
HHS Office For Civil Rights
State Nursing And Medical Boards
Department Of Labor
International Bodies (WHO, ILO)

Required Regulatory Metrics
Workplace violence incidence
Staff assault reporting
Break compliance rate
Overtime prevalence
Documentation burden indicators
Cognitive load measures
Narrative distortion audits
Algorithmic harm scoring
Escalation timing metrics
Re-injury rates
Return-to-work coercion indicators

Regulatory Gaps
No recognition of epistemic, narrative-control, algorithmic, or administrative violence



No metrics for cognitive extraction or physiologic depletion
No enforcement of narrative integrity
No protections against digital surveillance used coercively

Required Corrective Actions
Add COVE/F categories to OSHA and NIOSH harm definitions
Require reporting of all violence mechanisms including nonphysical forms
Mandate cognitive load and physiologic safety monitoring
Regulate Al, EMR, and digital surveillance as safety hazards
Require staffing-linked safety standards

LAYER 2: CONDITIONS

REGULATORY DOMAIN: STRUCTURAL ENVIRONMENT AND SYSTEM CONSTRAINTS

Regulatory Oversight Bodies
CMS Conditions Of Participation
Joint Commission Leadership Standards
State Hospital Licensing
Federal Workforce Safety Agencies
OSHA Hazard Analysis Authorities

Required Regulatory Metrics
Staffing adequacy
Safe ratio adherence
Resource availability
Basic needs access (breaks, hydration, nutrition)
Environmental hazard mapping
Noise and interruption load
Shift length stability
Pace and throughput pressure indicators

Regulatory Gaps
No regulation of cognitive conditions
No enforcement of physiologic safety conditions
No linkage between workload and safety performance
No standards for interruption reduction

Required Corrective Actions
Tie staffing and breaks to CMS accreditation
Define physiologic safety conditions as regulatory requirements
Create mandatory workload caps
Require environmental and sensory safety evaluation




LAYER 3: DRIVERS

REGULATORY DOMAIN: ECONOMIC, POLICY, AND GOVERNANCE INCENTIVES

Regulatory Oversight Bodies
CMS Payment Policy
State Legislative Bodies
Federal Trade Commission (for consolidation)
State Insurance Regulators
Labor Boards
OIG And DOJ (fraud and misuse)

Required Regulatory Metrics
Monopsony indicators
Overconsolidation risk
Wage suppression markers
Payor-driven care distortions
Profit incentives linked to understaffing
Arbitration prevalence
Rate of regulatory non-enforcement

Regulatory Gaps
No tracking of economic extraction
No recognition of policy-induced harm
No enforcement of safe staffing as a financial requirement
No limits on corporate structures that incentivize harm

Required Corrective Actions
Define economic extraction as a regulatory risk
Revise reimbursement to tie funding to safety conditions
Limit contractual arrangements that block worker autonomy
Enforce antitrust actions for workforce exploitation

LAYER 4: ACTORS

REGULATORY DOMAIN: ROLES, DECISIONMAKING, AND POWER STRUCTURES

Regulatory Oversight Bodies
State Boards Of Nursing And Medicine
Hospital Licensing Agencies
Professional Associations
Accreditation Bodies
Labor Boards

Required Regulatory Metrics
Retaliation incidence



Escalation suppression events
Peer review misuse

HR coercion indicators
Occupational health independence
Leadership safety accountability

Regulatory Gaps
No structural oversight of HR practices
No evaluation of peer review weaponization
No protections against administrative silencing
No independence requirement for occupational health

Required Corrective Actions
Require independent occupational health pathways
Mandate reporting of retaliation and suppression
Regulate peer review as a safety mechanism, not a punitive tool
Define leadership safety responsibilities in law

LAYER 5: TARGETS

REGULATORY DOMAIN: WORKER, PATIENT, FAMILY, AND COMMUNITY PROTECTIONS

Regulatory Oversight Bodies
CMS
State Health Departments
OSHA
EEOC
Civil Rights Agencies
Federal Workforce Safety Programs
Public Health Agencies

Required Regulatory Metrics
Disproportionate harm by race, gender, disability, or role
Community access risk indicators
Downstream harm rate
Family-level economic impact measures
Violence recurrence indicators

Regulatory Gaps
No patient—worker harm linkage in regulation
No recognition of downstream community harm
No population-level safety measures

Required Corrective Actions
Integrate upstream—downstream harm into CMS and state policy
Add community-level safety metrics
Require reporting of demographic disparities in harm



LAYER 6: HARM

REGULATORY DOMAIN: OUTCOMES AND ACCOUNTABILITY

Regulatory Oversight Bodies
CMS Quality Programs
Joint Commission Patient Safety Standards
State Adverse Event Reporting Systems
NIOSH And OSHA
Medicare Conditions Of Participation

Required Regulatory Metrics
Failure-to-rescue
Complication rates
Mortality
Escalation timing
Delayed recognition
Staff injury
Psychological trauma prevalence
Moral injury incidence
Economic impact
Community-level outcomes

Regulatory Gaps
No structural harm metrics
No moral injury metrics
No physiologic worker harm tracking
No link between workforce safety and patient outcomes

Required Corrective Actions
Mandate workforce safety metrics in patient safety reporting
Require dual tracking of worker and patient harm
Integrate moral injury into federal safety definitions

LAYER 7: REINFORCEMENT LOOPS

REGULATORY DOMAIN: SYSTEM DRIFT, FEEDBACK FAILURE, AND COLLAPSE PREVENTION

Regulatory Oversight Bodies
Federal Public Health Agencies
HHS Assistant Secretary For Preparedness And Response
CMS



State Emergency Preparedness Offices
National Security Structures

Required Regulatory Metrics
Turnover — staffing — harm loops
Fatigue — error — punishment loops
Documentation distortion — decision error — harm loops
System drift indicators
Crisis tipping point metrics
Population vulnerability metrics
Regional collapse risk

Regulatory Gaps
No recognition of reinforcement loops
No early-warning national monitoring
No cross-system risk modeling

Required Corrective Actions
Create federal structural harm surveillance
Mandate early-warning risk reporting
Integrate COVE/F loops into national disaster readiness
Define system drift as a reportable condition

CROSSCUTTING REGULATORY REQUIREMENTS

These apply across all layers.

Foundational Mandates
Safety over profit
Worker protection as patient protection
Transparency
Non-retaliation
Narrative integrity
Physiologic workload limits
Independent occupational health
Whistleblower protection
Algorithmic accountability

National Adoption Requirements
Federal legislation
CMS reimbursement alignment
Joint Commission integration
State-level harmonization
Creation of national index systems
Mandatory structural safety reporting



Global Harmonization Requirements
Alignment with WHO and ILO
Integration into global health security frameworks
Cross-national safety comparison tools
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APPENDIX B: GLOSSARY OF TERMS

COMPREHENSIVE OCCUPATIONAL VIOLENCE & EXTRACTION FRAMEWORK (COVE/F)

This glossary provides authoritative definitions for all concepts required to interpret, apply, measure, regulate,
or enforce the Comprehensive Occupational Violence & Extraction Framework (COVE/F).

Terms are organized into categories reflecting structural safety science, occupational health, public health,
regulatory environments, human factors engineering, trauma-informed care, narrative science, cognitive and
physiologic work, and PRISMqd’s biosignal architecture.

Each entry reflects current international standards, ethics, and evidence.

CATEGORY 1

CORE CONCEPTS AND FOUNDATION TERMS

Occupational Violence

All physical, psychological, structural, legal, economic, cultural, narrative, epistemic, algorithmic, or
existential harms directed toward healthcare workers through individuals, systems, policies, workflows, or
conditions.

Includes intentional and unintentional forms.

Extraction

Removal of physiologic, cognitive, emotional, financial, informational, temporal, or existential resources from
workers without replenishment.

A chronic depletion system rather than a single event.

Structural Violence
Harm resulting from institutional design, policy, economics, or system incentives rather than discrete
individual actions.

Administrative Violence
Harm produced through bureaucratic processes, documentation requirements, audits, or workflow
mandates that degrade safety or suppress reporting.

Algorithmic Violence
Digital or Al-based harm produced when algorithms, automated decision systems, templates, or EMR
structures distort physiologic truth or suppress escalation.

Moral-Injury Violence
System-driven conditions that force clinicians to violate moral values, witness preventable harm, or
participate in unsafe practices.



Epistemic Violence
Dismissal, distortion, or suppression of knowledge, intuition, expertise, or lived experience due to hierarchy,
identity, or role.

Narrative-Control Violence
Manipulation of clinical stories, documentation, or labels in ways that misrepresent reality, suppress truth, or
harm patients or workers.

Cognitive Extraction
Depletion of mental processing capacity due to interruptions, multitasking, overload, documentation, or
understaffing.

Physiologic Depletion
Deterioration of physical capacity due to insufficient rest, hydration, nutrition, sleep, or recovery time.

Structural Harm
Downstream outcomes of violence and extraction that manifest physiologically, psychologically, morally,
economically, organizationally, and societally.

Reinforcement Loop
Self-reinforcing pattern in which system failures generate harm and harm further destabilizes the system.

System Drift
Gradual, unnoticed decline in safety practices until unsafe norms become standard.

Normalization of Deviance
Institutional acceptance of unsafe practices because they have become routine.

Failure-To-Recognize
Delayed identification of physiologic deterioration due to fatigue, overload, environment, or narrative
distortion.

Failure-To-Escalate
Delayed or absent escalation due to workflow obstructions, hierarchy, retaliation fear, or cognitive
impairment.

Failure-To-Rescue
System inability to prevent death after complications arise.
A downstream index of structural failure.

Narrative Integrity
Accuracy and fidelity between clinical truth and documented or communicated information.

Structural Accountability
Governance requiring organizations to prevent harm, report harm, and correct structural deficiencies.

CATEGORY 2



TYPES OF VIOLENCE

Algorithmic Violence
Harm created by biased algorithms, automated risk tools, EMR structures, or digital systems.

Cultural Violence
Norms and beliefs that normalize harm, discourage reporting, or minimize risk.

Economic Violence
Financial harm arising from wage suppression, unpaid labor, benefit denial, forced overtime, or precarious
employment.

Epistemic Violence
Suppression or dismissal of knowledge, expertise, or lived reality.

Existential Violence
Harm that erodes meaning, purpose, identity, and moral coherence.

Legal Violence
Harm created through legal systems, workers’ compensation structures, arbitration, class-action
suppression, and regulatory non-enforcement.

Narrative-Control Violence
Use of labels, documentation distortions, or language manipulation to misrepresent truth.

Organizational Violence
Harm arising from leadership decisions, staffing patterns, scheduling, policy structures, and administrative
practices.

Physical Violence
Assaults, aggression, bodily harm, and unsafe environments that create direct physical threat.

Psychological Violence
Threats, coercion, intimidation, harassment, and retaliation that undermine psychological safety.

Structural Violence
Harm embedded in policies, workflows, systems, and economic structures.

CATEGORY 3

EXTRACTION TERMS

Administrative Extraction
Transfer of time and cognitive capacity from clinical care to documentation, billing, and compliance
demands.



Cognitive Extraction
Depletion of mental resources due to multitasking, interruptions, documentation, and overload.

Emotional Extraction
Chronic emotional labor without recovery or institutional support.

Existential Extraction
Loss of purpose, meaning, or identity due to structural coercion.

Financial Extraction
Wage theft, underpayment, unpaid work, forced overtime, and benefit denial.

Informational Extraction
Use of worker documentation and data to support organizational metrics rather than safety.

Physiologic Extraction
Depletion of bodily capacity due to inadequate rest, breaks, hydration, or nutrition.

Temporal Extraction
Use of unpaid worker time, forced shift extension, or time-based coercion.

CATEGORY 4

WORKFORCE PHYSIOLOGY AND COGNITION

Allostatic Load
Accumulated physiologic strain caused by chronic stress and workplace conditions.

Assessment-Cycle Degradation
Breakdown of the repeated pattern of observing, integrating, interpreting, and escalating patient signals.

Cognitive Bandwidth
Available mental capacity for processing and decision making.

Cognitive Load
Mental effort required to perform tasks under prevailing conditions.

Cognitive Tunneling
Narrowing of attention to a single cue due to overload or fatigue.

Decision Latency
Delay between recognizing a cue and acting, often caused by fatigue or workload.

Homeostatic Disruption
Breakdown in the body’s ability to maintain physiologic equilibrium under chronic strain.



Micro-Sleep Intrusion
Involuntary sleep episodes occurring during wakefulness due to extreme fatigue.

Pattern Recognition
Clinician ability to identify physiologic trends, deterioration patterns, and subtle cues.

Signal-To-Noise Ratio
The clarity of physiologic signals relative to environmental noise, interruptions, or digital artifacts.

Shift Circadian Misalignment
Disruption of natural circadian rhythms due to long shifts, rotating shifts, or night work.

CATEGORY 5

SAFETY SCIENCE AND SYSTEM DESIGN

Active Failure
Direct error by a worker occurring downstream of systemic weaknesses.

Compensatory Workaround
Informal solution created by workers to bypass system failures.

Drift Into Failure
Unintentional migration toward unsafe conditions as safety barriers erode.

Human Factors Engineering
Discipline ensuring systems are designed to align with human physiologic and cognitive limits.

Latent Condition
Hidden system flaw that contributes to harm but is not immediately apparent.

Production Pressure
Organizational prioritization of throughput over safety.

Safety-II
Framework focused on understanding why processes succeed under varying conditions.

Swiss-Cheese Alignment
Concept describing how multiple safety failures align to permit harm.

Weak Signal
Subtle early sign of deterioration easily missed under adverse conditions.

Work-As-Done
Real-world practice under actual conditions.



Work-As-Imagined
Idealized version of work assumed by leaders or policy makers.

CATEGORY 6

NARRATIVE, EPISTEMIC, AND LANGUAGE
TERMS

Clinically Unfounded Attribution
Assigning motives or causes without physiologic evidence.

Diagnostic Momentum
Propagation of early labels through subsequent documentation.

Documentation Drift
Divergence between clinical reality and what is recorded.

Language-Induced Harm
Injury caused by biased, inaccurate, or stigmatizing language.

Narrative Suppression
Silencing or altering clinical stories to protect organizational interests.

Pathologizing Narrative
Language that frames patient behavior or distress as inherent dysfunction.

Status Bias
Tendency to favor information from higher-status individuals regardless of accuracy.

Stigmatizing Labels
Terms that encode bias, reduce credibility, or alter treatment decisions.

CATEGORY 7

DIGITAL, EMR, AND Al TERMS

Automation Bias
Overreliance on algorithmic output.



Automation Complacency
Reduced vigilance due to presence of automated systems.

Classification Error
Incorrect categorization by digital or algorithmic tools.

Digital Coercion
Use of digital systems to control or pressure workers.

Digital Fatigue
Exhaustion arising from constant digital interaction.

EMR-Induced Epistemic Violence
Suppression of clinical truth through forced documentation structure.

Information Friction
Barriers to retrieving or understanding clinical data.

Surveillance-Induced Behavior Change
Alteration of clinician behavior due to monitoring or productivity tracking.

Template-Induced Distortion
Loss of narrative accuracy caused by rigid EMR templates.

CATEGORY 8

REGULATORY AND GOVERNANCE TERMS

Compliance Theater
Superficial adherence to standards without meaningful safety impact.

Enforcement Failure
Regulation ignored or inadequately applied despite known harm.

Governance Failure
Breakdown of leadership responsibilities for safety.

Mandate Erosion
Slow weakening of regulatory requirements due to normalization or lack of oversight.

Non-Compliance Drift
Incremental deviation from standards that becomes normalized.

Regulatory Capture
When regulatory bodies become aligned with the industries they oversee.



Safety Accountability Gap
Mismatch between harm and consequences for leadership or institutions.

CATEGORY 9

ECONOMIC AND LABOR TERMS

Benefit Denial Structures
Mechanisms that block access to workers’ compensation, leave, or medical care.

Compensation Drift
Gradual erosion of wages or benefits relative to workload and inflation.

Economic Coercion
Use of financial pressure to compel unsafe behavior.

Economic Precarity Harm
Health and stability consequences of economic instability.

Labor Monopsony
Market where employers dominate and workers have limited alternatives.

Settlement Suppression
Legal tactics that reduce restitution for harmed workers.

Undercompensation Harm
Injury resulting from chronic underpayment relative to effort and risk.

Wage Suppression
Intentional strategies to keep wages below value or need.

CATEGORY 10

TRAUMA-INFORMED AND HUMAN RIGHTS
TERMS

Autonomy Suppression
Restriction of worker choice, control, or decision-making.



Coercive Control
Use of threats or structural pressure to enforce compliance.

Collective Trauma
Shared harm experienced by a workforce or community.

Forced Dependency
Systemic creation of reliance on unsafe structures.

Human Rights Harm
Violation of rights to safety, rest, dignity, fair work, and health.

Institutional Betrayal
Harm caused when institutions fail to protect those who depend on them.

Occupational Dignity
Right to humane, respectful, safe working conditions.

Psychological Safety
Environment where individuals can speak honestly without fear.

Violence Continuum
Spectrum from micro-harm to severe harm across multiple domains.

CATEGORY 11

PUBLIC HEALTH, POPULATION, AND NATIONAL
SECURITY TERMS

Care Desert
Geographic area lacking healthcare access due to workforce loss.

Community Harm Load
Cumulative harm experienced by families and neighborhoods due to system degradation.

Intergenerational Harm
Long-term effects on children, families, and future clinicians.

National Preparedness Degradation
Erosion of emergency readiness due to workforce instability.

Population Vulnerability
Susceptibility of community health to workforce degradation.



Sentinel Workforce Event
Occupational incident indicating imminent system collapse.

Systemic Exposure Risk
Population risk created by structural workforce harm.

Upstream Determinants of Workforce Harm
Social, economic, regulatory, and policy factors that shape occupational safety.

CATEGORY 12

EDUCATION, PIPELINE, AND PROFESSIONAL
FORMATION TERMS

Competency Drift
Loss of skill caused by unsafe conditions or system failures.

Knowledge Gatekeeping
Restriction of access to training, skills, or opportunities.

Pipeline Attrition
Loss of potential clinicians due to structural harm.

Professional Socialization Harm
Training norms that normalize exploitation or silence.

Training-Level Exploitation
Use of trainees in unsafe environments without support.

CATEGORY 13

CLINICAL RISK AND DETERIORATION TERMS

Clinician Span-Of-Control
Number of patients or tasks a clinician can safely oversee.

Deterioration Trajectory
Pattern of physiologic decline over time.



Escalation Threshold
Point at which help should be sought based on signals.

Recognition Window
Period during which early intervention prevents harm.

Risk Amplification
Increase in patient danger due to unsafe conditions or drift.

CATEGORY 14

COVE/F- AND PRISMqd-SPECIFIC TERMS

Assessment-Cycle Degradation
Loss of reliable assessment patterns due to overload or fatigue.

Biosignal Integrity
Quality and fidelity of physiologic signals.

COVE/F Layer
One of the seven structural components: Mechanisms, Conditions, Drivers, Actors, Targets, Harm,
Reinforcement Loops.

Dynamic Signal Weighting
Adaptive interpretation of physiologic signals based on risk context.

Human-Centered Monitoring
Monitoring aligned with cognitive, physiologic, and emotional capacities.

Mechanism Family
One of the fourteen major mechanism groups describing how harm occurs.

Narrative Integrity Protocol
Structured protection of clinical truth across communication and documentation.

Pattern-Of-Patterns
High-level recognition of emergent physiologic trajectories.

PRISMqd Escalation Logic
Structured, physiologically anchored algorithm for detecting deterioration.

Reinforcement Loop
Self-sustaining pattern of structural harm.
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APPENDIX C: REGULATORY CROSSWALK
TABLES

COMPREHENSIVE ALIGNMENT OF COVE/F WITH FEDERAL, STATE, ACCREDITATION,
DIGITAL, LEGAL, PUBLIC HEALTH, NATIONAL SECURITY, AND GLOBAL OVERSIGHT
STRUCTURES

The Comprehensive Occupational Violence & Extraction Framework (COVE/F) requires integration across all
major regulatory, accreditation, labor, public health, digital, civil rights, and global governance systems.

This appendix provides the full regulatory crosswalk for implementation, oversight, enforcement, and structural
accountability.

The crosswalk is organized by regulatory body and mapped to the seven COVE/F layers: Mechanisms,
Conditions, Drivers, Actors, Targets, Harm, and Reinforcement Loops.

SECTION C 1

COVE/F — CMS CONDITIONS OF
PARTICIPATION (CoPs)

FEDERAL HOSPITAL SAFETY AND OPERATIONAL STANDARDS

CMS Conditions of Participation determine the minimum standards required for hospitals to receive Medicare
reimbursement.
COVE/F expands, strengthens, and modernizes CMS requirements across all seven layers.

1. LAYER 1 - MECHANISMS — CMS CoPs

Workplace Violence Definitions

CMS acknowledges physical violence only.

COVE/F requires inclusion of psychological, structural, narrative, epistemic, algorithmic, and economic
violence.

Assessment Integrity
CMS requires timely assessments but does not regulate cognitive load, physiologic depletion, interruptions,



or unsafe ratios.
COVE/F requires physiologic safety and cognitive safety standards.

Documentation Accuracy

CMS mandates accuracy but does not regulate narrative distortion, retaliatory charting, pathologizing labels,
or EMR template distortion.

COVE/F requires narrative integrity protections.

Digital Harm
CMS does not regulate EMR-induced errors, template constraints, or algorithmic bias.
COVE/F requires digital safety standards.

2. LAYER 2 - CONDITIONS — CMS CoPs

Staffing and Workload
CMS only states “adequate staffing.”
COVE/F requires measurable safe ratios, workload caps, physiologic thresholds, and break enforcement.

Environment of Care
CMS regulates physical hazards only.
COVE/F requires reduction in noise, interruptions, sensory load, documentation burden, and digital friction.

Basic Needs
CMS does not require rest, hydration, nutrition, or physiologic necessity.
COVE/F mandates protection of basic human needs.

Return-to-Work Conditions
CMS does not regulate unsafe return-to-work coercion.
COVE/F requires protection against medically unsafe assignment.

3. LAYER 3 - DRIVERS — CMS CoPs

Economic Incentives
CMS payment models drive unsafe throughput and documentation pressure.
COVE/F requires alignment of reimbursement with structural safety, physiologic integrity, and narrative truth.

Policy Incentives
CMS does not consider structural harm as a regulatory domain.
COVE/F requires structural violence indicators built into CoPs.

4. LAYER 4 - ACTORS — CMS CoPs



Leadership Accountability
CMS references leadership roles but not structural safety obligations.
COVE/F requires explicit safety accountability for executives, boards, and management.

Occupational Health Independence
CMS does not regulate conflict-of-interest in employer-selected clinicians.
COVE/F requires independent occupational health pathways.

5. LAYER 5 - TARGETS — CMS CoPs

Worker Harm — Patient Harm
CMS does not track worker harm or its effect on patient safety.
COVE/F requires upstream—downstream harm recognition.

Protection of Vulnerable Workers
CMS does not regulate retaliation, suppression, or gatekeeping.
COVE/F requires protections for trainees, pregnant workers, disabled workers, and marginalized workers.

6. LAYER 6 - HARM — CMS CoPs

Dual Harm Surveillance
CMS requires patient harm reporting only.
COVE/F requires worker harm, moral injury, economic harm, and structural harm tracking.

Population-Level Harm
CMS does not integrate public health outcomes.
COVE/F adds community and regional safety indicators.

7. LAYER 7 - REINFORCEMENT LOOPS — CMS CoPs

System Drift Detection
CMS does not require drift or collapse surveillance.
COVE/F mandates monitoring of deviation patterns.

Collapse Predictors
CMS lacks early-warning triggers.
COVE/F requires predictive structural indicators.

SECTION C.2



COVE/F — JOINT COMMISSION STANDARDS

LEADERSHIP, HUMAN RESOURCES, ENVIRONMENT OF CARE, PROVISION OF CARE, RECORD OF
CARE, SENTINEL EVENT POLICY, AND NPSG ALIGNMENT

The Joint Commission’s accreditation standards must expand to incorporate structural violence, narrative
integrity, cognitive and physiologic safety, and digital harm.

LD - Leadership

COVE/F Requirements
Leadership must be accountable for structural harm, drift, and reinforcement loops.
Leadership must prevent retaliation, coercion, and narrative suppression.
Leadership must ensure physiologic and cognitive safety.

Gaps
No structural accountability
No narrative integrity requirement
No physiologic safety regulation
No anti-retaliation mandate
No oversight of digital harm

HR - Human Resources

COVE/F Requirements
Safe staffing ratios
Workload and cognitive-load standards
Break, hydration, and rest protection
Trauma-informed supervision
Mechanisms to prevent moral injury

Gaps
No measurable HR safety metrics.

EC - Environment of Care

COVE/F Requirements
Noise/interruption reduction
Sensory load regulation
Digital friction controls



Surveillance harm mitigation
Safe documentation environments

Gaps
No cognitive or digital environment standards exist.

PC - Provision of Care

COVE/F Requirements
Assessment-cycle protection
Escalation integrity
Protection from cognitive overload
Bias-free decision pathways
Narrative accuracy

Gaps
Provision of Care does not address worker conditions.

RC - Record of Care

COVE/F Requirements
Narrative integrity audits
Protection from pathologizing labels
Bias detection in EMR
Documentation harm safeguards
Digital safety standards

Gaps
Current RC standards ignore narrative distortion.

Sentinel Event Policy

COVE/F Additions
Worker harm must be sentinel events.
Narrative distortion must be reportable.
Escalation suppression must be classified as safety events.
Al-induced errors must be sentinel-reportable.

National Patient Safety Goals (NPSGs)



COVE/F Additions
Add physiologic literacy protection
Add interruption reduction
Add narrative integrity
Add worker physiologic safety
Add cognitive safety metrics

SECTION C.3

COVE/F — OSHA / NIOSH

PHYSICAL, PSYCHOLOGICAL, DIGITAL, STRUCTURAL, AND SYSTEM SAFETY CROSSWALK

OSHA and NIOSH currently lack recognition of most structural and psychosocial harms present in COVE/F.

Workplace Violence

COVE/F Requirements
Recognition of all fourteen violence mechanisms.
Mandatory reporting of coercion, retaliation, narrative distortion, and digital surveillance harm.

Gaps
OSHA recognizes only physical and limited psychological violence.

Ergonomics and Physiologic Safety

COVE/F Requirements
Physiologic depletion monitoring
Break and hydration standards
Shift-length controls
Fatigue countermeasures

Gaps
OSHA ergonomics = lifting only.

Psychosocial Hazards



COVE/F Requirements
Cognitive load
Moral injury
Trauma exposure
Epistemic suppression
Organizational coercion
Silence climate

Gaps
NIOSH acknowledges psychosocial harm but lacks enforcement.

Digital and Algorithmic Safety

COVE/F Requirements
EMR safety standards
Algorithmic bias detection
Documentation burden regulation
Digital coercion rules
Surveillance harm protections

Gaps
No OSHA/NIOSH digital harm regulation.

Safety Management Systems

COVE/F Requirements
Drift detection
Reinforcement loop surveillance
Early warning systems
Structural accountability audits

Gaps
OSHA has no systemic harm framework.

SECTION C.4



DIGITAL, Al, DATA, CIVIL RIGHTS, LABOR,
WORKERS’ COMP, PUBLIC HEALTH, AND
GLOBAL CROSSWALKS

THE EXPANDED REGULATORY FRAMEWORK REQUIRED FOR COVE/F IMPLEMENTATION

This section completes Appendix C by mapping COVE/F to all additional systems necessary for full adoption.

FDA / SaMD / DIGITAL HEALTH

COVE/F Alignment
Algorithmic violence — FDA GMLP
EMR-induced harm — 21 CFR 820
Pattern-of-patterns — SaMD ML oversight
Real-time trending — FDA signal integrity
Auditability — FDA design controls
Al suppression — FDA model transparency
Digital coercion — Human factors safety

Missing Regulatory Components
FDA currently does not regulate digital extraction or narrative distortion.

NIST Al RISK MANAGEMENT FRAMEWORK

COVE/F Integration
Bias, fairness, and harm pathways
Epistemic suppression
Al decision suppression
Algorithmic reclassification errors
Data integrity erosion

ONC / HITECH / HEALTH IT CERTIFICATION

COVE/F Requirements
Prevent documentation coercion
Protect data integrity



Ensure narrative fidelity

Prevent EMR-induced suppression
Regulate template distortion

Enable auditability for EMR-derived harm

HIPAA / HITECH / DATA SOVEREIGNTY

COVE/F Requirements
Protect against coercive surveillance
Regulate use of worker behavioral data
Prevent harm via data misclassification
Ensure transparency of digital decision tools
Protect narrative integrity from EMR misuse

EEOC / ADA / CIVIL RIGHTS

COVE/F Requirements
Protection from retaliation
Protection from discrimination
Protection for pregnant/postpartum workers
Protection for disabled workers
Accommodation enforcement
Investigation of structural bias in EMR
Narrative bias mitigation

WORKERS’ COMP / STATE LABOR BOARDS

COVE/F Requirements
Timely imaging and treatment
Protection from forced return-to-work
Independent medical evaluation access
Penalties for benefit delays
Tracking of re-injury and retaliation
Oversight of employer-selected clinicians
Prevention of union override of individual rights




LABOR LAW /NLRB

COVE/F Requirements
Protection from union retaliation
Protection from employer—union collusion
Enforcement of organizing rights
Protection from safety-related discipline
Regulation of coercive arbitration

PUBLIC HEALTH REPORTING

COVE/F Requirements
Integration with NHSN
Structurally induced patient harm reporting
Regional safety collapse indicators
Healthcare worker morbidity surveillance
Trauma and stress index reporting
Public health emergency linkage

NATIONAL SECURITY / CRITICAL
INFRASTRUCTURE

COVE/F Requirements
Integration with HSPD-21
Integration with ASPR and CISA
Workforce surge capacity monitoring
Population vulnerability modeling
Regional collapse early-warning systems

GLOBAL HEALTH (WHO /ILO / UN)

COVE/F Requirements
Alignment with WHO workforce safety
Integration with ILO occupational safety conventions
Population-level harm mapping
Equity alignment with UN SDGs
Global violence against health workers frameworks



HEALTH EQUITY REGULATION

COVE/F Requirements
Alignment with CMS Equity Rule
Compliance with ACA Section 1557
Identification of racial, gender, disability, and trauma-based disparities
Regulation of narrative bias and epistemic suppression

QUALITY AND SAFETY FRAMEWORKS (AHRQ /
IHI / NQF)

COVE/F Requirements
Failure-to-recognize and failure-to-escalate metrics
Assessment-cycle degradation indicators
Narrative integrity measures
Cognitive and physiologic workload integration
System drift metrics
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APPENDIX D: FEDERAL REGULATORY
FRAMEWORK OVERVIEW

Comprehensive Regulatory Architecture for Occupational
Violence, Extraction, Harm, and Systemic Risk

Appendix D establishes the regulatory requirements needed to govern occupational violence and extraction as
multilevel, measurable, preventable drivers of workforce morbidity, patient harm, and system instability. Unlike
traditional approaches that isolate single incidents or narrow categories of “workplace violence,” the COVE/F
regulatory model treats violence and extraction as interlocking systemic forces that shape physiologic,
cognitive, psychological, moral, economic, and organizational outcomes.

This framework integrates seven analytically distinct layers - Mechanisms, Conditions, Drivers, Actors,
Targets, Harm, and Reinforcement Loops - each requiring its own regulatory mandate.

Layer 1 defines the mechanisms through which harm is produced, including physical, psychological, structural,
organizational, economic, epistemic, narrative, digital, algorithmic, and existential forms. These mechanisms
constitute the actionable points where federal regulation must intervene because they represent the direct
forces acting on workers and patients.

Layer 2 outlines the environmental conditions that enable these mechanisms, including inadequate staffing,
unsafe workflows, retaliation risk, limited reporting pathways, and lack of trauma-informed practice norms.

Layer 3 identifies the drivers - ownership models, incentive structures, financialization, mergers, regulatory
capture, insurance delays, and economic extraction - that perpetuate unsafe environments. Layer 4 defines the
actors, not as individual people, but as institutional roles and systems (HR, occupational health, peer review,
claims adjusters, state boards, management structures) that operationalize these drivers.

Layer 5 defines the targets of harm: workers, patients, families, communities, and marginalized groups
disproportionately exposed to risk.

Layer 6 describes the harm outcomes themselves - physiologic injury, psychological trauma, moral injury,
economic degradation, and increased patient morbidity and mortality.

Layer 7 describes reinforcement loops, where harm begets further harm through turnover, underreporting, drift,
collapse of safety culture, and predictable system deterioration.

Together, these layers form a complete regulatory map of how occupational violence and extraction propagate
through healthcare systems. The COVE/F framework establishes a unified, evidence-based regulatory
structure that enables OSHA, CMS, EEOC, HHS, NIOSH, ONC, and state boards to transition from
fragmented rulemaking to a coordinated federal safety architecture. This model supports real-time surveillance,
transparent reporting, enforceable standards, escalating penalties, and systemic remediation - aligned with
international safety science and national public health protection.

VIEW TABLE
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APPENDIX E - COVE/F CROSSWALK: POLICY,
REGULATORY, AND GOVERNANCE ALIGNMENT
FRAMEWORK

Integrated Regulatory, Statutory, Civil Rights, Public Health, National Security, and
Global Governance Crosswalk for the COVE/F Framework

Appendix E provides the full crosswalk translating the Comprehensive Occupational Violence and Extraction
Framework (COVE/F) into federal, state, global, and organizational governance structures. It connects each
COVE/F layer to legally actionable levers, oversight domains, reporting mechanisms, enforcement pathways,
and recognized evidence bodies. This appendix is necessary for regulatory adoption, rulemaking petitions,
accreditation standards, and institutional compliance strategies. It also enables policymakers, agencies, and
health systems to understand how the COVE/F architecture maps to existing statutory authority and where
new authority is required.

COVE/F is designed as a federally interoperable safety architecture, meaning it can be adopted or enforced
by multiple agencies simultaneously, reducing fragmentation and improving the precision of system-level safety
interventions. This appendix also establishes crosswalks to global frameworks, including WHO patient safety
standards, UN human rights instruments, ILO conventions, OECD labor principles, and national occupational
health models used in the EU, UK, Canada, and Australia.

Appendix E establishes the comprehensive federal, state, international, and institutional governance
architecture required to operationalize the Comprehensive Occupational Violence and Extraction Framework
(COVE/F) as a national safety infrastructure. COVE/F translates the full spectrum of occupational violence,
extraction, harm, and system-level degradation into enforceable regulatory obligations, statutory definitions,
accreditation requirements, civil rights protections, workforce standards, digital governance, and national
security imperatives. This appendix unifies all regulatory jurisdictions, statutory hooks, data-reporting
requirements, enforcement levers, economic models, equity protections, and global safety norms into one
coherent safety governance structure.

COVE/F acknowledges that occupational harm is not a series of isolated incidents, but a national public-health,
economic, civil-rights, and security failure. It requires a systems-level regulatory response that incorporates
federal authority, state authority, accreditation power, economic enforcement, Al oversight, emergency

management doctrine, public-health surveillance, DEI protections, and global alignment. This appendix
provides that unified model.

E1 - FEDERAL REGULATORY CROSSWALK:
AUTHORITY MAP FOR COVE/F LAYERS 1-7

COVE/F assigns each of its seven layers to the appropriate federal agency or multi-agency consortium.

Layer 1 - Mechanisms



Primary Authorities: OSHA, CMS, EEOC, ONC, NIOSH, HHS OCR
Scope: Physical, psychological, structural, organizational, economic, epistemic, narrative, digital, algorithmic,
documentation, and existential mechanisms of harm.

Justification: Each mechanism produces direct physiologic, psychological, moral, cognitive, or economic
harm.

Crosswalk:
e Physical violence — OSHA General Duty Clause, OSHA Workplace Violence Standard (proposed),
CMS Conditions of Participation
e Psychological violence — OSHA stress/ergonomic hazards, EEOC harassment standards
e Economic extraction — DOL wage rules, FLSA enforcement gaps, CMS financial oversight
e Digital/algorithmic coercion — ONC USCDI, algorithmic accountability rules

e Documentation coercion — CMS documentation policies, False Claims Act boundaries

e Epistemic, narrative, existential violence — EEOC anti-discrimination statutes, CMS patient-rights rules

e No federal definition of “mechanism-level occupational harm.”
e No recognition of epistemic, narrative, or algorithmic violence.
e No regulatory standard governing documentation coercion or EMR-induced harm.

COVE/F Requirement: Federal recognition of “Mechanism-Level Occupational Harm.” Federal classification of
mechanism harm, mandatory reporting, and enforcement across agencies.

Layer 2 - Conditions

Primary Authorities: CMS, Joint Commission, OSHA, NIOSH

Scope: Understaffing, unsafe workflows, retaliation norms, forced pace, surveillance coercion, unsafe
return-to-work protocols.

Crosswalk:
e CMS CoPs currently regulate staffing only indirectly
e OSHA regulates hazard environments but not minimum safe workloads
e Joint Commission enforces environmental safety but not physiologic load

Gaps:
e No national acuity-based safe-staffing or physiologic load standard.



e Conditions governing worker safety are not regulated as patient-safety determinants.

COVE/F Requirement: National Safety Conditions Standard (NSCS) applied to all healthcare employers and
enforced through CMS Conditions of Participation.

Layer 3 - Drivers

Primary Authorities: FTC, DOJ, CMS, DOL, Treasury, OMB, HHS

Scope: Corporate consolidation, financialization, payor-driven delays, regulatory capture, monopsony labor
models, insurance restrictions.

Crosswalk:
e FTC/DOJ antitrust authority covers consolidation but not safety consequences
e CMS regulates reimbursement but not extraction economics
e DOL covers wage theft but not health-system extraction models
Gaps:
e No mechanism linking system-level drivers to national safety outcomes

e No antitrust or financial regulation that accounts for workforce safety impact.

COVE/F Requirement: Establish Structural Harm Oversight Authority (SHOA) with annual cross-agency
review.

Layer 4 - Actors

Primary Authorities: CMS, Joint Commission, OSHA, EEOC, State Boards, HRSA

Scope: System roles that operationalize harm - HR injury systems, occupational health, peer review, claims
adjusters, accrediting bodies.

Crosswalk:
e CMS surveys organizational structures but not internal harm pathways
e OSHA enforces hazards, not role-based system harms
e Joint Commission evaluates processes, not system extraction
e State Boards discipline clinicians, not employers

Gaps:
e No regulatory category or agency for “organizational actors who produce harm.”



COVE/F Requirement: National Organizational Safety and Conduct Standard (NOSCS).

Layer 5 - Targets

Primary Authorities: EEOC, HHS OCR, DOL, CMS, CDC
Scope: Workers, patients, families, trainees, marginalized groups, communities.
Crosswalk:

e EEOC addresses discrimination but not systemic occupational harm

e HHS OCR enforces civil rights in patient care but not workforce safety

Gaps:
e No integrated protection across workforce + patient groups.

COVE/F Requirement: Federal Target Protection Mandate (FTPM) covering both workforce and patient
groups

Layer 6 - Harm

Primary Authorities: HHS, CDC, CMS, FEMA, DHS

Scope: Physiologic, psychological, moral, cognitive, economic destabilization, preventable clinical errors,
downstream patient harm, patient mortality, long-term disability (patients and staff).

Crosswalk:
e CDC monitors public health harms but not workforce-driven system harms
e CMS monitors patient harm but not workforce harm
e FEMA/DHS only intervene once systems collapse

Gaps:
e No surveillance system linking occupational harm to national public health or security

COVE/F Requirement: National Occupational Harm Surveillance System (NOHSS) integrated with syndromic
surveillance

Layer 7 - Reinforcement Loops

Primary Authorities: CMS, NIST, DHS, OSHA, HHS

Scope:
e Turnover — understaffing — mortality;



e retaliation — silence — risk escalation
e Economic pressure — unsafe compliance

Crosswalk:
e NIST regulates systemic risk in other sectors but not healthcare harm loops
e CMS evaluates performance but not risk propagation

Gaps:
e No national model of harm propagation.

COVE/F Requirement: Federal Harm Propagation Control Standard (FHPCS).

E2 - STATE REGULATORY CROSSWALK:
AUTHORITY AND VARIANCE

COVE/F requires mapping to state authorities, including:
e State Labor Agencies

State OSHA Plans (22 states)

e State Boards of Nursing, Medicine, Pharmacy
e State Workers’ Compensation systems

e State Whistleblower Laws

e State Staffing Mandates (CA, OR, WA)

e Large variability across states creates geographic harm inequity.
e Workers’ comp systems often reinforce employer power.
COVE/F Requirement:

State-level adoption of the National Safety Conditions Standard and National Occupational Harm Reporting
Standard.

E3 - STATUTORY AND LEGAL CROSSWALK
(USC + CFR)

COVE/F maps directly onto:



OSHA Act (29 U.S.C.)

e Expand General Duty Clause to define mechanism-level harm.

e Mandate violence, extraction, and harm-loop prevention.

Social Security Act (42 U.S.C.)
e CMS Conditions of Participation updated to include COVE/F Layer 1-7 standards.

Title VIl + ADA (42 U.S.C.)

e Recognition of narrative, epistemic, and algorithmic discrimination.

FMLA (29 U.S.C.)

e Expansion of pregnancy/postpartum protection.

NLRA (29 U.S.C))
e Ensure COVE/F safety reporting constitutes protected concerted activity.

EMTALA, ACA 1557, HIPAA Privacy/Security
e Prohibit retaliation-based documentation distortion.

e Restrict coercive uses of digital surveillance.

E4 - ACCREDITATION AND ENFORCEMENT
CROSSWALK

Joint Commission
e Fails to regulate organizational extraction

e Lacks enforcement for workforce physiologic safety
e Must adopt mechanism-level safety standards.
e Must enforce safe staffing and physiologic load targets.

DNV, CARF, HFAP

e Strong on systems engineering but weak on worker safety

e Must integrate harm-loop and structural-driver analysis.

Penalties
e Immediate jeopardy.



e Condition-of-Participation revocation.

e Loss of Medicare reimbursement.

ES - FINANCIAL + ECONOMIC ENFORCEMENT
FRAMEWORK

CMS Penalty Architecture
e Payment reduction for harm-loop failures.

e Reimbursement incentive for safety alignment.

OIG Enforcement
e Exclusion of repeat-offender institutions.

e Fraud classification for intentional harm concealment.

Treasury/IRS

e Tax penalties for extraction-based executive compensation models.

Economic Model:
e Occupational harm increases national expenditure and reduces GDP.

e COVE/F reduces cost through stability, reduced turnover, and mortality reduction.

E6 - DEI, CIVIL RIGHTS, DISPARITIES, AND
ANTI-DISCRIMINATION CROSSWALK

EEOC Enforcement Expansion
e Epistemic violence = discriminatory suppression of voice.

e Narrative violence = disparate impact through labeling.

e Algorithmic bias = actionable harm under Title VII.

Intersectionality Mapping
e Black, Indigenous, disabled, LGBTQIA+, immigrant, and pregnant workers disproportionately harmed.

COVE/F Requirements:



e Intersectional risk scoring.
e Protected-class safety monitoring.

e Bias-corrected harm reporting.

E7 - Al, EMR, AND ALGORITHMIC
ACCOUNTABILITY CROSSWALK

Regulated Domains
e Algorithmic risk scoring

e EMR coercion
e Digital surveillance
e Data extraction for billing

e Automated override of clinician judgment

Authority
e ONC

USCDI

e NIST

e HHS Al Safety Task Force

e FDA SaMD (interpretive layers)
e Algorithmic Accountability Act

e NIST Al Risk Management Framework

GDPR/CCPA principles

COVE/F Mandates:

e Algorithmic transparency
e Bias audits

e Prohibition of coercive documentation scripts



o Worker-safety requirements for EMR design
e Mandatory downtime workflow protections

e real-time occupational harm flags

e algorithmic bias safety thresholds

e EMR coercion prohibitions

E8 - PUBLIC HEALTH SURVEILLANCE +
OCCUPATIONAL HARM INTEGRATION

CDC Authority

e Expand NHSN to include workforce harm.

e Add mechanism-level reporting to syndromic surveillance.

COVE/F Requirement: National Occupational Harm Surveillance System (NOHSS).
Harm becomes a reportable condition.

E9 - NATIONAL SECURITY AND EMERGENCY
POWERS CROSSWALK

DHS Critical Infrastructure
Healthcare workforce depletion is a national security vulnerability.

FEMA + NIMS Integration
e \Workforce collapse = disaster event.

e Mandatory surge-protection for staff.

COVE/F Requirement:
Safety as a Continuity-of-Operations (COOP) mandate.



E10 - INTERNATIONAL STANDARDS AND
GLOBAL ALIGNMENT

Aligns with:
e WHO Patient Safety Charter

e WHO Workforce Safety Standards

e International Labour Organization (ILO) Conventions 155/187

e EU Directive 89/391/EEC

e UK Health and Safety Executive model

e Canada OHSA

e Australia Model WHS Laws

e UN Universal Declaration of Human Rights, UN Sustainable Development Goals

e OECD guidelines for workplace fairness

e WHO lacks mechanisms for enforcement at national level.
e UN lacks binding enforcement on worker safety

e U.S. has not ratified key ILO conventions

e OECD Not applied to healthcare safety ecosystems

COVE/F fills the global structural and enforcement gaps across all bodies.

E11 - WORKFORCE RECOVERY,
REINTEGRATION, AND TRAUMA-INFORMED
PROTECTIONS

Required under COVE/F:

e National return-to-work medical independence

e Mandatory reinjury protection



e Decompression and recovery time
e Trauma-informed supervision standards
e Access to mental health care without retaliation

e National worker-healing protocols for moral injury and cumulative trauma
COVE/F CROSSWALK TO TRAUMA-INFORMED GOVERNANCE

COVE/F integrates trauma-informed principles using SAMHSA's six pillars:
e safety

e trust

e collaboration

e empowerment

e equity

e culture recognition

Each COVE/F layer contains corresponding regulatory requirements.

E12 - Collective Bargaining, NLRA Protections,
and Union—-Employer Harm Prevention

Primary Authorities: NLRB, DOL, OSHA, EEOC, State Labor Boards

Scope:

How union contracts (CBAs) interact with safety rights, retaliation protections, staffing, work assignments, and
grievance systems.

How COVE/F prevents union—employer collusion that undermines safety, suppresses harm reporting, or
forces unsafe return-to-work.

Mapping COVE/F rights to NLRA §7 (protected concerted activity) and §8 (unfair labor practices).

Ensuring that safety advocacy, refusal of unsafe work, and harm reporting remain protected regardless of CBA
language.

Crosswalk:

e NLRA protects concerted activity but does not define occupational safety rights.

e Unions may negotiate staffing/safety terms that conflict with clinical or physiologic safety.



e Some CBAs include mandatory arbitration blocking workers from accessing independent legal
remedies.

e Union—employer partnerships may silence dissent or undervalue occupational harm.

Gaps:
e No federal standard addressing safety when unions and employers align against worker protection.

e No definition of “concerted safety advocacy” in OSHA or NLRB regulations.

e No safeguard preventing CBAs from overriding individual safety rights.

COVE/F Requirement:

Federal Collective Safety Protection Standard (FCSP) ensuring that COVE/F safety rights supersede any CBA
clause that reduces physiologic, psychological, or moral safety protections.

Recognition of harm reporting, refusal of unsafe work, and advocacy as protected activity under NLRA §7.

E13 - Education Accreditation Bodies and
Gatekeeping Prevention

Primary Authorities: CCNE, ACEN, LCME, CODA, ACGME, HRSA, Department of Education

Scope:

Accreditation standards that govern nursing, medical, dental, and residency education programs.
Gatekeeping practices that restrict access to training, silence dissent, normalize exploitation, or reproduce

unsafe cultural norms.
Integration of COVE/F into professional formation, curriculum, clinical evaluation, and rotation design.

Crosswalk:

e CCNE and ACEN regulate nursing program quality but not occupational harm risks.
e LCME and ACGME oversee medical training but not structural violence or moral injury.

e Educational systems normalize exploitation, mandatory overtime, unpaid labor, and unsafe
psychological environments.

e No accreditation body evaluates epistemic or narrative violence in academic settings.

Gaps:



e No trauma-informed education requirements.
e No protections against retaliatory grading, rotation suppression, or gatekeeping.

e No requirement for safe workload distribution in training environments.

COVE/F Requirement:
Educational Safety and Anti-Extraction Standard (ESAES) integrated into accreditation, ensuring safe training
conditions, freedom from retaliation, and mandatory trauma-informed governance.

E14 - Trauma-Informed Enforcement Framework

Primary Authorities: OSHA, CMS, EEOC, NLRB, HHS OCR
Scope:
Enforcement practices that avoid replicating harm, silencing, or retraumatizing reporters.

Protections for individuals making safety complaints, reporting harm, or resisting unsafe directives.
Trauma-informed leadership standards, investigation protocols, and remediation processes.

Crosswalk:

e OSHA investigates hazards but lacks trauma-informed methodology.
e CMS surveys do not protect emotional or psychological safety during inspection.

e EEOC enforces anti-discrimination laws but not trauma-informed practices.

Gaps:
e No requirement for trauma-aware enforcement, interviewing, or adjudication.
e No psychological safety protections during regulatory processes.

e No shield for reporters from cross-agency retaliation or documentation distortion.

COVE/F Requirement:
Trauma-Informed Safety Enforcement Standard (TISES) requiring agencies to use trauma-informed protocols
in all safety evaluations, interviews, and corrective actions.

E15 - COVE/F Lexicon-to-Law Dictionary



Primary Authorities: HHS, OSHA, CMS, DOJ, OMB

Scope:

Standardized legal definitions translating COVE/F terminology into statutory language.
Framework-specific definitions for violence, extraction, epistemic harm, narrative harm, algorithmic

suppression, physiologic load, moral injury, and harm loops.
Legal clarity for federal rulemaking, accreditation, and judicial proceedings.

Crosswalk:

e Current statutes lack definitions for most COVE/F terms.
e Ambiguous wording allows employers to avoid compliance.

e Courts require standardized language for admissibility (Daubert).

Gaps:

e No unified lexicon establishing harm as a legal construct.

e No definitional framework linking mechanisms to outcomes.
COVE/F Requirement:

National COVE/F Lexicon and Statutory Definitions Index (CLSDI) to be incorporated into federal and state
rulemaking, accreditation standards, and civil litigation frameworks.

E16 - National Quality Strategy (NQS) and
Quality/Safety Alignment

Primary Authorities: AHRQ, CMS, HHS, Joint Commission
Scope:
Alignment of COVE/F with the U.S. National Quality Strategy priorities: safety, person-centered care, equitable

access, affordability, and preventive health.
Integration of workforce well-being as a determinant of patient safety.

Crosswalk:

o NQS identifies safety and equity but does not include workforce harm or extraction.
e CMS quality programs measure patient outcomes but lack worker-safety metrics.

e Joint Commission uses quality indicators unrelated to physiologic harm or mechanism-level violence.



Gaps:
e Workforce safety is not recognized as patient safety.

e No national quality measure for harm loops, structural drivers, or physiologic load.

COVE/F Requirement:
National Workforce Safety Quality Measure Set (NWS-QMS) integrated into CMS Star Ratings, value-based
purchasing, and accreditation scoring.

E17 - GOVERNANCE, IMPLEMENTATION,
PENALTY TIERS, AND OVERSIGHT

Governance Model
e National COVE/F Office (HHS + OSHA + CMS joint authority)

e Cross-agency integrated enforcement
e Unified harm database

e Annual national safety report

Penalty Tiers
e Tier 1: Corrective action

e Tier 2: Monetary penalties
e Tier 3: Loss of accreditation
e Tier 4: Loss of CMS participation

e Tier 5: Federal receivership for systemic harm

Implementation Timeline
12—-60 months phased rollout.



APPENDIX F Estab Authority Stds, Gov
Structures



APPENDIX F - Newly Established Authorities,
Standards, and Governance Structures Under
the COVE/F Framework

This appendix enumerates the full set of new entities, authorities, standards, and governance structures
established through the Comprehensive Occupational Violence and Extraction Framework (COVE/F). These
bodies form the institutional backbone required to operationalize COVE/F across federal, state, and
organizational levels. Each entity addresses a specific regulatory gap identified in the framework, including
workforce safety governance, structural harm oversight, surveillance infrastructure, trauma-informed
enforcement, accreditation alignment, equity protections, algorithmic accountability, emergency preparedness,
and reintegration of injured workers.

Together, these structures constitute the national architecture necessary to implement, enforce, and sustain
COVE/F as a unified safety system capable of reducing occupational harm, strengthening patient safety, and
stabilizing healthcare delivery.

Below are the official names as defined in Appendix E.

1. National COVE/F Office

2. Structural Harm Oversight Authority (SHOA)

3. National Occupational Harm Surveillance System (NOHSS)
4. Federal Harm Propagation Control Standard (FHPCS)

5. National Safety Conditions Standard (NSCS)

6. National Organizational Safety and Conduct Standard (NOSCS)
7. Federal Target Protection Mandate (FTPM)

8. Trauma-Informed Safety Enforcement Standard (TISES)

9. Educational Safety and Anti-Extraction Standard (ESAES)
10. Federal Collective Safety Protection Standard (FCSP)

11. National Workforce Safety Quality Measure Set (NWS-QMS)
12. COVE/F Lexicon and Statutory Definitions Index (CLSDI)

13. Journal-Ready COVE/F Reporting Standard (JRCRS)



14. Algorithmic Transparency and Bias Audit Mandate

15. EMR Coercion Prohibition Standard

16. Workforce Safety Continuity of Operations Directive (WS-COOP)
17. Harm-as-Infrastructure Critical Protection Classification

18. Occupational Harm Economic Impact Model (OHEIM)

19. Federal Safety Penalty Tier System (FSPTS)

20. Executive Extraction Penalty Framework (EEPF)

21. COVE/F International Safety Alignment Map (CISAM)

22. National Worker Recovery and Reintegration Standard (NWRRS)

23. Independent Medical Determination Authority (IMDA)

1. National Governance + Oversight Bodies

1. National COVE/F Office

A joint HHS—OSHA-CMS enforcement and oversight body responsible for implementation, monitoring,
enforcement, and national reporting.

2. Structural Harm Oversight Authority (SHOA)

A new multi-agency federal body that evaluates structural drivers such as consolidation, payor delays,
financialization, and workforce extraction.

3. National Occupational Harm Surveillance System (NOHSS)

A nationwide, real-time harm surveillance system integrated with CDC, NHSN, and syndromic surveillance
networks.

4. Federal Harm Propagation Control Standard (FHPCS)

A national model regulating harm loops, risk propagation, turnover cycles, retaliation cycles, and
system-collapse patterns.



2. New National Safety + Enforcement Standards

5. National Safety Conditions Standard (NSCS)

A federally enforceable standard defining the environmental, operational, and physiologic conditions required
for safe work.

6. National Organizational Safety and Conduct Standard (NOSCS)

A regulatory standard for the conduct and accountability of organizational actors such as HR, peer review,
occupational health, and claims systems.

7. Federal Target Protection Mandate (FTPM)

Protecting workers, patients, families, and marginalized groups from multi-layer harm and discrimination.

8. Trauma-Informed Safety Enforcement Standard (TISES)

Regulating how agencies conduct investigations, interviews, inspections, and corrective actions to prevent
retraumatization.

9. Educational Safety and Anti-Extraction Standard (ESAES)

A mandatory accreditation requirement for CCNE, ACEN, LCME, CODA, ACGME governing training safety,
anti-retaliation, and gatekeeping prevention.

10. Federal Collective Safety Protection Standard (FCSP)

Protecting workers from union—employer collusion; ensuring COVE/F safety rights supersede harmful CBA
terms.

11. National Workforce Safety Quality Measure Set (NWS-QMS)

New quality and patient-safety measures integrated into CMS Star Ratings, value-based purchasing, and
accreditation scoring.

12. COVE/F Lexicon and Statutory Definitions Index (CLSDI)

A legal lexicon translating all COVE/F terms into statutory language for rulemaking, courts, and accreditation
enforcement.

13. Journal-Ready COVE/F Reporting Standard (JRCRS)

Standards for peer-reviewed publication: abstract, methods, limitations, ethical framing,
STROBE/CONSORT/PRISMA alignment.



3. New Al, Digital, and Algorithmic Oversight
Structures

14. Algorithmic Transparency and Bias Audit Mandate

A regulatory requirement governing risk scoring, suppression algorithms, EMR coercion, and automated
overrides.

15. EMR Coercion Prohibition Standard

Controls documentation scripts, productivity tracking, and digital surveillance systems.

4. National Security, Emergency, and
Infrastructure Entities

16. Workforce Safety Continuity of Operations Directive (WS-COOP)

Classifies workforce depletion as a national-security risk; enforces staffing and safety protections during
emergencies.

17. Harm-as-Infrastructure Critical Protection Classification

Formal recognition that healthcare workforce stability is critical infrastructure under DHS.

5. Economic and Financial Enforcement
Structures

18. Occupational Harm Economic Impact Model (OHEIM)

Defines the cost of occupational harm and the economic case for COVE/F enforcement.

19. Federal Safety Penalty Tier System (FSPTS)

Tiered penalty structure (Tiers 1-5) including:

e Corrective action



e Monetary fines
e Accreditation loss
e CMS participation loss

e Federal receivership

20. Executive Extraction Penalty Framework (EEPF)

Financial penalties for extraction-based executive compensation tied to unsafe practices.

6. International Alignment + Human Rights
Structures

21. COVE/F International Safety Alignment Map (CISAM)

Aligns COVE/F with WHO, ILO, OECD, EU directives, and global safety bodies.

7. Workforce Recovery + Reintegration Entities

22. National Worker Recovery and Reintegration Standard (NWRRS)

Defines decompression, post-trauma recovery, return-to-work protections, and moral-injury remediation.

23. Independent Medical Determination Authority (IMDA)

Removes employer/insurer control over return-to-work evaluations.
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APPENDIX G - NATIONAL IMPLEMENTATION,
MEASUREMENT, AND REPORTING
FRAMEWORK FOR COVE/F

Operational Architecture for National Adoption, Enforcement, Surveillance, and
Compliance

Appendix F establishes the full implementation, surveillance, reporting, and accountability infrastructure
required for national deployment of the Comprehensive Occupational Violence and Extraction Framework
(COVE/F). While Appendix E defines the regulatory crosswalk and governance authority, Appendix F
operationalizes the system: how agencies, states, organizations, and accreditation bodies must implement
COVE/F; what data must be collected; how compliance is measured; how enforcement is triggered; and how
national harm surveillance is conducted.

Occupational violence, extraction, harm, and collapse loops are not incidental events but systemic failures
requiring coordinated federal oversight. Appendix F provides the national mechanisms - legal, operational,
technological, financial, and clinical - for translating the COVE/F architecture into real-world practice.

This appendix incorporates all newly established entities from Appendix E, including:

e National COVE/F Office

Structural Harm Oversight Authority (SHOA)

e National Occupational Harm Surveillance System (NOHSS)
e National Safety Conditions Standard (NSCS)

e Federal Target Protection Mandate (FTPM)

e Trauma-Informed Safety Enforcement Standard (TISES)

e Educational Safety and Anti-Extraction Standard (ESAES)

e Federal Collective Safety Protection Standard (FCSP)

e National Workforce Safety Quality Measure Set (NWS-QMS)
e Harm Propagation Control Standard (FHPCS)

e COVE/F Lexicon & Statutory Definitions Index (CLSDI)

e Workforce Safety COOP Directive (WS-COOP)



e National Worker Recovery & Reintegration Standard (NWRRS)

e Independent Medical Determination Authority (IMDA), and more.

F1 - NATIONAL IMPLEMENTATION MODEL

Primary Authorities: National COVE/F Office (HHS-OSHA-CMS), OMB, State Labor Departments, Joint
Commission

Scope:
National adoption requires phased implementation across federal agencies, state systems, accreditation
bodies, and all healthcare organizations receiving federal reimbursement.

Implementation Phases:
Phase 1 - Foundation (0—-12 months)
e Establish the National COVE/F Office with cross-agency governance.
e Publish the COVE/F Lexicon & Statutory Definitions Index (CLSDI).
e Initiate rulemaking for NSCS, NOSCS, FCSP, ESAES, TISES, FTPM.
e Begin alignment of CMS Conditions of Participation with COVE/F layers.

e Develop national training modules for trauma-informed enforcement.

Phase 2 - Infrastructure (12-24 months)

e Launch NOHSS (National Occupational Harm Surveillance System).

e Require organizational baseline reporting on harm mechanisms and conditions.
e Implement COVE/F-compliant staffing and physiologic load metrics.

e Pilot National Worker Recovery & Reintegration Standard (NWRRS).

e Align accreditation bodies (Joint Commission, DNV, HFAP) with COVE/F.

Phase 3 - Enforcement (24—-48 months)

e Full enforcement of NSCS, NOSCS, FCSP, FTPM.



e Penalty Tier System (FSPTS) active across CMS, OSHA, EEOC.
e Structural Harm Oversight Authority (SHOA) conducts system-level reviews.

e All CBAs required to comply with FCSP; NLRA preemption clarified.

Phase 4 - Optimization (48—60 months)
e Annual national COVE/F Safety Report released publicly.
e Harmonization with WHO/ILO/OECD global frameworks.
e Continuous algorithmic bias auditing.

e Expansion to allied health, behavioral health, and long-term care.

F2 - ORGANIZATIONAL IMPLEMENTATION
STANDARDS

Primary Authorities: National COVE/F Office, CMS, Joint Commission, OSHA, State Boards

Organizations must implement the following mandatory structures:
Organizational Governance Requirements
e COVE/F Committee reporting to the Board of Directors
e Independent Safety Officer not subordinate to operational leadership
e Annual harm assessment using all COVE/F Layers 1-7
e Trauma-informed investigation and peer-review policies

e Mandatory reporting pathways separate from HR

Required Workforce Safety Infrastructure
e Physiologic load monitoring

e Real break enforcement and recovery time



e Safe staffing floors aligned with acuity
e Surveillance-free workflows
e Protected refusal-of-unsafe-work protocols

e Anti-retaliation oversight by independent body

Required Documentation & Data Practices
e Prohibition of documentation coercion
e EMR workflows compliant with TISES

e Algorithmic decision-support transparency

Required Accommodations Framework
e Pregnancy and postpartum protection
e Long-term injury reintegration
e Modified duty standards aligned with NWRRS

e |MDA-driven return-to-work evaluations

F3 - NATIONAL MEASUREMENT FRAMEWORK

Primary Authorities: CMS, AHRQ, NIOSH, National COVE/F Office

National measurement must align with:

Core Indicator Domains
1. Mechanism Indicators

Tracking: physical violence, psychological violence, structural violence, economic extraction,
epistemic/narrative harm, algorithmic suppression, documentation coercion.

2. Condition Indicators

Staffing floors, physiologic load, workflow safety, retaliation prevalence, break compliance, environmental
safety factors.



3. Driver Indicators

Ownership model risk, consolidation metrics, compensation structure extraction, payor-driven delays, financial
incentives.

4. Actor Indicators

HR retaliation data, occupational health decision patterns, peer-review misuse frequencies.

5. Target Indicators

Disaggregated by race, gender, disability, age, pregnancy status, LGBTQIA+, immigration status.
6. Harm Indicators

Physiologic, psychological, moral, economic, and survival outcomes.

7. Harm Loop Indicators

Turnover-driven harm, silence amplification, collapse patterns.

F4 - NATIONAL REPORTING REQUIREMENTS

Primary Authorities: CMS, OSHA, EEOC, HHS OCR, National COVE/F Office
Reporting Cadence:

e Quarterly organizational reporting

e Annual public COVE/F Safety Report

e Immediate reporting of catastrophic harm events

e Mandatory disclosure of retaliation and suppression attempts

Required Data Fields:

e Mechanism-level harm exposure
e Condition-level risk factors
e Drivers and structural determinants

e Actor-level actions



Target impact data

Harm severity measures

Harm loop propagation metrics

Transparency Requirements:

Public dashboards for all CMS-participating hospitals

Equity and disparity breakdowns

Algorithmic decision-making transparency

National comparison benchmarks

F5 - NATIONAL OCCUPATIONAL HARM
SURVEILLANCE SYSTEM (NOHSS)

Primary Authorities: CDC, National COVE/F Office, NIOSH

NOHSS integrates occupational harm into national public health surveillance:

System Components:

Real-time harm detection

Syndromic surveillance integration

Algorithmic anomaly detection for early-warning signals
Protected reporter mechanisms

State-level reporting pipelines

Federal unified harm registry

Surveillance Outputs:

National Harm Index



F6

Mechanism and Condition heatmaps
Facility-level risk forecasts
Sector-wide early warnings

Annual national threat assessment

- VERIFICATION, AUDIT, AND

ACCOUNTABILITY FRAMEWORK

Primary Authorities: CMS, OSHA, EEOC, Joint Commission, State Boards

Verification Activities:

Unannounced compliance audits

Trauma-informed interviews

Cross-check of EMR metadata for coercion patterns
Algorithmic bias audits

Cross-agency verification of retaliation cases

Review of staffing and physiologic load records

Enforcement Triggers:

Recurrent harm

Harm loop activation
Suppression or retaliation
Structural driver—related harm

Algorithmic decision errors

Consequences (FSPTS):



Tier 1: Written corrective action
Tier 2: Monetary penalties
Tier 3: Accreditation jeopardy
Tier 4: CMS participation loss
Tier 5: Federal receivership

F7 - NATIONAL BENCHMARK STANDARDS

Primary Authorities: CMS, AHRQ, National COVE/F Office

Benchmark Domains:

e Physiologic load limits

Safe staffing floors

e Retaliation-free reporting compliance

e Bias and disparity reduction

e Mechanism, Condition, and Harm Loop thresholds
e Time-to-escalation safety

e Documentation integrity

Benchmarks are reviewed annually and updated based on NOHSS data.

F8 - STATE-LEVEL IMPLEMENTATION
FRAMEWORK

Primary Authorities: State Labor Boards, State OSHA Plans, State Nursing/Medical Boards, State AG Offices

States must:

e Adopt NSCS and NOSCS
e Integrate COVE/F into state OSHA plans

e Enforce FCSP and ESAES across union and education systems



e Integrate COVE/F protections into workers’ compensation law

e Report state harm data to NOHSS

F9 - ACCREDITATION ALIGNMENT
FRAMEWORK

Primary Authorities: Joint Commission, DNV, HFAP, CCNE, ACEN, LCME, CODA, ACGME

All accreditation bodies must:

e Incorporate NSCS, NOSCS, FCSP, ESAES, TISES
e Require harm-loop surveillance
e Evaluate retaliation, extraction, and physiologic load

e Enforce COVE/F compliance as a minimum accreditation standard

F10 - NATIONAL SECURITY AND EMERGENCY
OPERATIONS FRAMEWORK

Primary Authorities: DHS, FEMA, HHS, White House National Security Council

Workforce depletion treated as a national-security threat.

Requirements:
e Workforce Safety COOP Directive (WS-COOP)
e Surge staffing protection
e National strategic workforce reserve

e Harm-loop suppression for critical infrastructure



F11 - INTERNATIONAL ALIGNMENT
FRAMEWORK

Primary Authorities: WHO, ILO, OECD, International Accreditation Bodies

COVE/F is aligned with global standards and fills enforcement gaps.

F12 - WORKFORCE RECOVERY &
REINTEGRATION FRAMEWORK

Primary Authorities: NIOSH, OSHA, CMS, IMDA, National COVE/F Office

Requirements:

e Mandatory decompression after traumatic events

Protected recovery time

Independent medical evaluations

Reintegration plans

Moral-injury remediation
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APPENDIX H - NATIONAL POLICY ADOPTION,
SYSTEM TRANSFORMATION, AND PUBLIC
HEALTH APPLICATIONS OF THE COVE/F
FRAMEWORK

APPLIED, OPERATIONAL ROADMAP FOR FEDERAL AND STATE ADOPTION, ORGANIZATIONAL
TRANSITION, ECONOMIC SUSTAINABILITY, NATIONAL SECURITY ALIGNMENT, AND MEASURABLE
PUBLIC-HEALTH IMPROVEMENT.

Appendix H establishes the full national adoption and transformation pathway for the Comprehensive
Occupational Violence and Extraction Framework (COVE/F). While Appendices E through G define the
entities, authorities, governance structures, and surveillance systems required to oversee workforce harm,
Appendix H explains how COVE/F becomes institutionalized across federal agencies, state systems,
accreditation bodies, healthcare organizations, and emergency-preparedness doctrine. It outlines the required
legal mechanisms, operational transformations, financing strategies, national-security alignment, expected
public-health impact, and continuous-improvement models that translate COVE/F from regulatory architecture
into national practice.

COVE/F adoption begins with federal integration. The National COVE/F Office, created in Appendix F,
functions as the interagency authority coordinating implementation across HHS, OSHA, CMS, EEOC, NIOSH,
ONC, NLRB, and DHS. The framework uses a hybrid regulatory approach: agency rulemaking, Conditions of
Participation updates, civil-rights enforcement, and executive authority converge to establish unified national
expectations for safe conditions, trauma-informed leadership, retaliation prevention, physiologic load
protection, algorithmic accountability, and structural harm oversight. CMS integrates COVE/F into Star Ratings,
value-based purchasing, and accreditation scoring, while OSHA updates workplace-violence, fatigue, and
workflow-safety standards. EEOC and NLRB strengthen worker protections, and ONC and NIST oversee
algorithmic transparency and bias auditing.

State-level adoption ensures geographic equity. State OSHA plans update their rules to align with the National
Safety Conditions Standard (NSCS) and National Occupational Safety Conditions Standard (NOSCS). State
boards of nursing and medicine incorporate COVE/F into enforcement, disciplinary oversight, and
scope-of-practice safety requirements. State labor boards update whistleblower protections, mandate
COVE/F-aligned accommodations processes, and require independent medical determination for worker injury
classification. States also integrate COVE/F into workers’ compensation law, baseline staffing expectations,
and harm-reporting mandates.

Organizational transformation requires a full restructuring of healthcare governance. Hospitals adopt
COVE/F-compliant safety governance committees, independent safety officers, staffing floors tied to acuity,
physiologic load monitoring, break enforcement, retaliation-free reporting systems, algorithmic transparency
requirements, and integrity safeguards for documentation and EMR workflows. Organizations must use
COVE/F-aligned transformation models - including baseline assessments, maturity models, workforce
engagement strategies, timeline planning, leadership competency requirements, trauma-informed governance
models, and budget forecasting - to move from unsafe legacy systems to high-reliability operations.



Federal and organizational adoption are financially sustainable because COVE/F reduces costs associated
with turnover, burnout, preventable harm, readmissions, preventable mortality, labor shortages, and legal
liability. Economic modeling shows substantial savings through reduced disability, decreased turnover,
prevention of system collapse, improved retention, and reduced reliance on costly temporary labor. CMS
leverages reimbursement incentives, matching funds, and penalties for structural drivers of harm to align
financial incentives with safe, equitable care.

National security integration is essential because healthcare workforce depletion is a critical infrastructure
threat. DHS and FEMA incorporate COVE/F indicators into emergency-preparedness, surge-readiness,
continuity-of-operations planning, and vulnerability assessments. COVE/F’s harm-loop suppression and
workforce resilience protections strengthen national capacity to respond to public-health emergencies,
mass-casualty events, and climate-driven crises. The national healthcare sector cannot remain operational
without a stable, protected, trauma-informed workforce.

Appendix H also defines the expected public-health benefits of COVE/F adoption: reduced morbidity and
mortality, decreased failure-to-rescue rates, improved chronic-disease management, enhanced care
escalation, reduced disparities, and improved community-level outcomes. Workforce stability directly lowers
preventable complications, medical errors, and deterioration events. Public-health modeling demonstrates that
occupational safety and patient safety co-evolve: when physiological, psychological, and moral harm to
workers decreases, patient outcomes improve.

To ensure long-term sustainability, Appendix H includes continuous-improvement mechanisms, including
national benchmarking, annual COVE/F reviews, NIST-aligned systems-engineering cycles, algorithmic
accountability updates, harm-loop surveillance, equity dashboards, and periodic revisions to NSCS, NOSCS,
and other national standards. It also defines the risks and limitations of implementation, including partial
adoption, agency-level resistance, data gaps, political interference, legal conflicts, and workforce fatigue.
Appendix H provides mitigation strategies to ensure consistent, nationwide implementation.

By combining regulatory precision, operational feasibility, interdisciplinary alignment, and national-security
relevance, Appendix H completes the COVE/F framework as a fully deployable safety system. This appendix
establishes how COVE/F becomes not just a regulatory model, but a national standard for protecting workers,
patients, and the healthcare system itself.

H1 - Federal Adoption Pathway

Primary Authorities: HHS, OSHA, CMS, EEOC, NIOSH, ONC, NLRB, DHS
Scope: Hybrid regulatory process; rulemaking + CoPs + civil-rights enforcement.

Key Components
e Establish National COVE/F Office as interagency authority.
e CMS integrates COVE/F into Star Ratings, VBP, CoPs.

e OSHA updates 29 CFR workplace-violence + fatigue + workflow-safety categories.



e EEOC integrates retaliation + discrimination mechanisms into enforcement.
e NLRB enforces protected safety-related concerted activity.
e ONC/NIST implement algorithmic transparency and bias audits.

e Publish national guidance for retaliation-free reporting and physiologic load limits.

H2 - State Adoption Pathway

Primary Authorities: State OSHA Plans, State Labor Boards, State Nursing/Medical Boards
Scope: Harmonized state rulemaking and workers’ comp reform.

Required Actions
e Adopt NSCS + NOSCS via state OSHA rules.
e Mandate independent medical determination through IMDA.
e Require COVE/F-aligned accommodations and return-to-work processes.
e Integrate state harm reporting into NOHSS.
e Update state whistleblower protections to include all mechanism-level harm.

e Enforce trauma-informed discipline and investigation standards.

H3 - Organizational Transformation Models

Primary Authorities: CMS, Joint Commission, DNV
Scope: Structural reorganization for COVE/F compliance.

Organizational Requirements
e Independent Safety Officer reporting to Board.
e COVE/F Governance Committee.
e Trauma-informed leadership competencies.

e Physiologic load monitoring systems.



e Safe staffing floors tied to acuity.
e EMR documentation-integrity protections.
e Algorithmic transparency + audit protocol.

e Baseline assessment + maturity model.

H4 - Economic and Financing Model

Primary Authorities: CMS, CMMI, Treasury
Scope: National cost alignment.

Components
e Reduced turnover, burnout, disability, FTR events.
e Lower use of traveler/agency labor.
e Integration with reimbursement incentives.
e COVE/F-aligned grants + transformation funds.

e Penalties for structural drivers of harm.

HS5 - Public-Health Impact Model

Primary Authorities: CDC, HHS, NIH
Scope: Workforce harm as a determinant of population health.

Expected Outcomes
e Reduced preventable morbidity/mortality.
e Lower FTR events.
e Improved chronic-disease outcomes.
e Reduced disparities.

e Enhanced escalation accuracy and timeliness.



H6 - National Security Integration

Primary Authorities: DHS, FEMA, HHS ASPR
Scope: Workforce protection as critical infrastructure.

Components
e Workforce Safety COOP Directive.
e COVE/F indicators embedded in surge readiness.
e Harm-loop suppression to prevent system collapse.

e Integration into national infrastructure protection programs.

H7 - Case Applications and Demonstrations

Scenarios

e Mechanism — Condition — Harm Loop interruption.

Suppression of retaliation cycles.

EMR coercion — documentation integrity correction.

Algorithmic bias detection and correction.

COVE/F intervention in staffing collapse scenarios.

H8 - Equity Integration Framework

Primary Authorities: HHS OCR, EEOC, CMS
Scope: Eliminating structural disparities.

Components
e Mandatory equity dashboards.

e Thresholds for disparity corrective action.



COVE/F equity scoring integrated into accreditation.

Penalties for inequitable harm patterns.

H9

- Performance Standards and Benchmarks

Primary Authorities: CMS, AHRQ, National COVE/F Office
Scope: Measurement requirements.

Domains

Safe staffing thresholds.

Physiologic load thresholds.
Retaliation prevalence < X.

Reporting deadlines.
Documentation-integrity performance.

Algorithmic fairness metrics.

H10 - Risks and Limitations

Categories

Partial adoption.
Leadership resistance.
Data integrity gaps.
Algorithmic drift.
Retaliation underreporting.
Political resistance.

Resource constraints.




H11 - Feedback, Learning, and Continuous Improvement

Primary Authorities: NIST, National COVE/F Office
Scope: Sustained safety evolution.

Updates

e Annual COVE/F Review.
e Continuous improvement cycles.
e National benchmarking.

e Surveillance-to-policy feedback loops.

H12 - Integration with Appendices D-G

Purpose
Ensure Appendix H is operationally grounded.

Crosswalks
e Appendix D — Rulemaking pathways.
e Appendix E — Governance entities.
e Appendix F — Authorities + Standards.

e Appendix G — Surveillance + measurement infrastructure.

Appendix H established the policy, transformation, and national adoption blueprint for COVE/F. To function as a
national safety system, however, COVE/F requires a unified data and analytic infrastructure that ensures
consistency, accuracy, equity, interoperability, transparency, and enforcement across federal, state, and
organizational levels. Appendix | defines the complete data, metric, and analytic specification needed for
national implementation. It establishes the Minimum Data Set (MDS), variable definitions, metric specifications,
analytic pipelines, equity-adjustment standards, security requirements, temporal-resolution rules,
interoperability protocols, algorithmic-governance criteria, validation and verification processes, international
alignment, uncertainty modeling, and version-control architecture needed to operate COVE/F as a federally
governed, trauma-informed, continuously improving safety standard. This appendix completes the system.
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APPENDIX | - NATIONAL COVE/F DATA,
METRICS, AND ANALYTIC SPECIFICATION
STANDARD (DMASS)

The National COVE/F Data, Metrics, and Analytic Specification Standard (DMASS) defines the necessary data
architecture for implementing the Comprehensive Occupational Violence and Extraction Framework. DMASS
ensures that measurement, enforcement, and improvement processes are uniform across states, federal
agencies, accreditation bodies, and healthcare organizations. It establishes the data required to classify
mechanisms of harm, evaluate unsafe conditions, detect structural drivers, assess organizational behavior,
identify targets and disparities, measure harms, and model harm-propagation loops.

Minimum Data Set (MDS) and Variable Definitions

The MDS is the core data requirement for all COVE/F reporting. It includes mechanism-level exposure,
condition-level risks, driver-level determinants, actor classifications, target demographic attributes, harm
outcomes, and harm-loop activation fields. Each variable has conceptual and operational definitions, inclusion
and exclusion criteria, equity considerations, and trauma-informed interpretation rules. The MDS integrates
clinical, administrative, EMR, occupational health, HR, scheduling, payroll, algorithmic decision logs, staffing
systems, and wearable physiologic metrics.

Metric Specifications and Analytic Logic

DMASS defines explicit numerators, denominators, thresholds, risk adjustments, and stratification rules for
every metric. Mechanism frequency, severity indices, condition escalations, physiologic load scores, staffing
safety indicators, retaliation prevalence, documentation coercion signals, algorithmic fairness ratios, harm-loop
propagation rates, and organizational risk indices all have standardized metric definitions. This prevents
interpretive drift and ensures uniform enforcement across organizations and jurisdictions.

Analytic Pipelines

DMASS includes formal analytic pipelines for mechanism classification, condition severity scoring, physiologic
load indexing, documentation coercion detection, retaliation-pattern recognition, algorithmic fairness analysis,
harm-loop simulation, outlier detection, metadata integrity validation, and surveillance-to-action triggers. Every
analytic pipeline aligns with the NIST Al Risk Management Framework and requires public documentation of
model logic, inputs, limitations, drift detection, and explainability.

Interoperability Standards

DMASS mandates HL7 FHIR R4/R5 compliance, ONC Cures Act API standards, ISO 8000 data-quality rules,
and NIST SP 800-series cybersecurity controls. EMR integration requires interoperable event logs, metadata



capture, clinician action audit trails, and standardized interchange formats. Staffing, HR, occupational health,
accommodation systems, and algorithmic decision engines must generate interoperable data streams.

Security, Privacy, and Access Control

Because workforce-harm data are sensitive and retaliation risk is high, DMASS requires quantum-agile
encryption, zero-trust security, tamper-evident logs, role-based access, whistleblower-protected anonymity
modes, PHI-protected storage, and secure federal ingestion pathways. Audit logs must be immutable. Worker
identity must be shielded from employer retaliation. All access to harm-related data must be logged, monitored,
and reviewable.

Governance and Stewardship

Data governance requires a multi-tier structure: organizational-level data stewards, state-level oversight,
federal governance through the National COVE/F Office, and cross-agency committees for Al governance,
privacy, equity, and enforcement. Governance includes a Correction-of-Error protocol, dispute resolution
pathways, data quality review, and ethical oversight informed by trauma-informed and equity-centered
principles.

Temporal Resolution

Different variables have distinct temporal requirements. Physiologic load requires near-real-time or hourly
updates. Staffing levels require shift-level granularity. Condition indicators require daily reporting. Mechanism
events require event-based reporting. Harms require 24-hour confirmation windows. State and federal
aggregation follow quarterly and annual schedules.

International Alignment

DMASS aligns with WHO occupational health standards, ILO OSH Conventions, and OECD health workforce
reporting requirements. This ensures global comparability, supports international benchmarking, and allows the
United States to integrate with global workforce safety surveillance.

Equity Adjustment and Intersectional Analysis

DMASS mandates demographic and intersectional stratification. Every metric is analyzed across race,
ethnicity, gender, disability, pregnancy, age, language, immigration status, and LGBTQIA+ status. Equity
thresholds are defined; disparity ratios trigger corrective action; and intersectional harm clusters are identified
using structured analytic models.

Limitations and Uncertainty Model

DMASS defines measurement-error sources, bias risks, data-quality gaps, small-sample constraints,
uncertainty intervals, and confidence measures. It requires transparent reporting of limitations to prevent
misuse or misinterpretation.



Version Control and Standard Evolution

DMASS includes a formal versioning system (DMASS v1.0, v1.1, etc.), annual update cycles, deprecation
rules, backward compatibility expectations, sunset timelines for outdated fields, and governance processes for
adding new variables, mechanisms, or harms.

DMASS completes the architecture needed for COVE/F to function as a national regulatory and safety system.

1 - COVE/F Minimum Data Set (MDS)

Defines the required variables across all layers.

Categories

Mechanisms, Conditions, Drivers, Actors, Targets, Harms, Harm Loops.

12 - Variable Definitions & Operationalization

Includes conceptual definitions, operational definitions, inclusion/exclusion, trauma-informed interpretation, and
equity-informed interpretation.

I3 - Metric Specifications

Numerators, denominators, thresholds, adjustment factors, stratification, and minimum cell sizes.

14 - Analytic Pipelines

Mechanism classification, severity scoring, physiologic load indexing, retaliation detection, coercion detection,
fairness analysis, harm-loop simulation, and risk scoring.

I5 - Interoperability Requirements

HL7 FHIR R4/R5, ONC Cures Act, ISO 8000, NIST Al RMF, JSON schemas, secure REST APIs.




16 - Algorithmic Accountability Requirements

Bias testing, drift detection, explainability, human-in-the-loop, auditability, public documentation.

I7 - Reporting Schema

Organizational, state, federal, public reporting fields, timelines, triggers, disaggregation requirements.

I8 - Data Validation & Quality Assurance

Metadata reconciliation, anomaly detection, EMR cross-checks, missing-data handling, audit sampling.

19 - National Benchmarks & Threshold Values

Break compliance, physiologic load thresholds, equity thresholds, retaliation thresholds, algorithmic fairness.

110 - Integration with Appendices D-H

Data — enforcement (D), governance (E), authority operations (F), surveillance (G), policy adoption (H).

111 - Data Security Requirements

Quantum-agile encryption, zero-trust, tamper-evidence, NIST SP 800-53/171 alignment, network
segmentation, event logging, breach protocols.

112 - Data Access Control & Privacy Protections

Role-based access, least-privilege model, identity masking, whistleblower anonymization, PHI separation,
retaliation-safe reporting channels.

113 - Data Governance & Stewardship Model



Organizational data stewards, state oversight, federal-level governance committee, correction-of-error
protocols, ethical oversight, trauma-informed governance.

14 - International Standards Interoperability

Alignment with WHO occupational health indicators, ILO OSH Conventions, OECD workforce reporting,
international coding harmonization.

115 - Temporal Resolution & Reporting Intervals

Real-time, hourly, shift-level, daily, weekly, monthly, quarterly, annual; event-based triggers; required windows
for confirmation.

116 - Data Model Schema (Textual)

Entity relationships: Mechanism — Condition — Driver — Actor — Target — Harm — Loop.
Mandatory linkages: EMR metadata — mechanism events; staffing data — condition severity.

117 - Crosswalk to Existing Federal Measures

Aligns with AHRQ PSI/HSI, CMS Star Ratings, Value-Based Purchasing, OSHA injury/iliness logs, NQS priority
domains.

118 - Equity Adjustment Methods

Disparity ratios, intersectional indices, stratification rules, threshold triggers, mandatory corrective-action
processes.

19 - Measurement Limitations & Uncertainty

Bias sources, missing data, small sample sizes, model uncertainty, error margins, interpretive risk.




120 - Version Control & Standard Evolution Protocol

Annual DMASS updates, version numbering, backward compatibility, variable deprecation, standard-update
authority (National COVE/F Office + SHOA).

Appendix | establishes the national data, surveillance, and analytic infrastructure necessary to detect and
quantify occupational violence, extraction, and harm propagation within healthcare and affiliated labor
environments. However, detection alone does not produce safety. Enforcement must ensure that violations
carry material, escalating consequences for organizations, executives, boards, insurers, and systems whose
decisions cause preventable harm. Appendix J defines the full enforcement, penalty, and corrective-action
architecture required to translate the COVE/F framework into legal, operational, and financial accountability. It
establishes how violations are investigated, how harmed workers are compensated, how organizations must
correct unsafe conditions, and how federal and state authorities intervene when harm is systemic or
catastrophic.
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APPENDIX J - NATIONAL ENFORCEMENT,

ACCOUNTABILITY, AND PENALTY FRAMEWORK
(NEAPF)

Appendix J defines the national enforcement, investigation, and penalty architecture for the Comprehensive
Occupational Violence and Extraction Framework (COVE/F). It integrates federal, state, and organizational
authority to ensure that every instance of structural, economic, psychological, physical, or algorithmic harm is
met with meaningful and enforceable accountability measures. This appendix creates a unified system in which
workers are protected, organizations are obligated to correct violations, and leadership structures are held
personally responsible for decisions that contribute to harm.

Core Principles of Enforcement

COVE/F enforcement is based on four non-negotiable principles:

1. Workers must never be financially or clinically harmed for reporting violations.
2. Organizations must face penalties that scale with their financial capacity and level of power.
3. Executives, boards, and owners must bear direct liability for harm caused by their decisions.

4. Penalties must repair the harm to workers, not strengthen the institution that caused it.

These principles override existing workers’ compensation loopholes, arbitration clauses, state-level wage-theft
caps, union-employer settlement structures, and systems that reduce penalties or delay justice. This appendix
ensures that workers receive no less than full earned wages plus penalties under any circumstances.

Federal and State Legal Authority

COVE/F enforcement relies on hybrid authority:

e CMS enforces through Conditions of Participation and reimbursement penalties.
e OSHA enforces through workplace-safety citations and cross-agency referrals.
e EEOC enforces discrimination and retaliation mechanisms.

e NLRB enforces safety-related protected concerted activity.

e HHS OCR enforces equity violations.



e State labor boards enforce wage and injury protections.
e State OSHA plans adopt COVE/F-aligned standards.
e State AGs may prosecute criminal-level violations.

e DOJ intervenes in cases of systemic fraud, injury manipulation, or civil-rights violations.

Federal and state authority overlap deliberately to eliminate loopholes.

Mandatory Reporting and Investigation Triggers

COVE/F violations trigger mandatory investigation under:

e Mechanism-level harm (violence, extraction, retaliation)
e Documentation coercion

e Wage theft or pay suppression

e Algorithmic bias with safety impact

e Injury classification manipulation

e Delay of imaging or evaluation

e Forced return-to-work

e Hazardous staffing patterns

e Retaliation for reporting

e Any harm resulting in hospitalization, disability, or near-fatality

Investigations are trauma-informed and conducted by independent investigators with no institutional ties.

Compensation and Financial Protection for Workers

All harmed workers must receive:

e Full earned wages (base + shift diff + overtime + historical average)
e Penalty wages (harm multiplier)

e No reduction for injury status



e No waiting periods

e No injury-based reduction in hours

e Full coverage of medical care by employer
e Retroactive correction of all underpayment

e Additional damages for retaliation or delay

When employers "cannot accommodate restrictions," the worker still receives full wages + penalties.
Failure to pay automatically triggers federal penalties.

Penalty Tier System

Enforcement relies on a five-tier sliding penalty system, scaled to wealth, power, harm severity, and repeat
patterns:

Tier 1 - Minor Violations
e Automatic financial penalties
e Mandatory corrective action

e Paid directly to the worker

Tier 2 - Moderate Violations

e Larger penalties
e Independent investigation

e Executive warning and performance sanction

Tier 3 - Severe Violations

e Major penalties tied to profit and executive pay
e Required restructuring

e CMS payment reduction

Tier 4 - Extreme Violations



e Removal of executives responsible
e Civil or administrative charges
e EEOC/NLRB joint enforcement

e Accreditation jeopardy

Tier 5 - Catastrophic Violations

e Federal receivership
e CMS termination
e Criminal referral to DOJ

e System-wide remediation mandate

Penalties scale exponentially for:

e Large systems
e Private equity owners
e High-profit organizations

e Repeat offenders

Executive Liability

Executives and board members are personally accountable through:

e Bonus clawbacks

e Pay deductions

e |neligibility for future leadership roles
e Civil penalties

e Federal disbarment from healthcare governance

Criminal exposure for willful harm or fraud

Liability scales with the degree of authority and decision-making responsibility.



Corrective Action Requirements

Organizations must implement corrective actions within strict timelines:

e 30-day operational fixes
e 60-day structural corrections
e 90-day leadership remediation

e Independent oversight during implementation

Failure to correct violations escalates the penalty tier automatically.

Public Transparency and Dashboard Reporting

Organizations must disclose:

e All penalties

e All confirmed violations

e All retaliation cases

e All harm-loop activation events
e All equity disparities

e The identity of executives responsible for decisions (not protected by anonymity)

Transparency is non-optional.

Appeals and Due Process

Workers receive robust protections:

e Representation

e Trauma-informed hearing processes
e Anti-retaliation shields

e Anonymous reporting options

e Guaranteed pay during appeal



Organizations receive limited appeals rights to prevent stalling.

This enforcement model ensures that harm is not simply documented but prevented, with real consequences
for those who perpetuate it.

J1 - Purpose, Scope, and Legal Authority

The National Enforcement, Accountability, and Penalty Framework establishes legally binding structures that
convert the COVE/F taxonomy into operational enforcement. This section defines who has authority to enforce
COVE/F standards, what constitutes a violation, and the high-level legal basis for penalties. The purpose of
this section is to eliminate ambiguity, prevent institutional evasion, and ensure all entities - employers, insurers,
unions, regulatory bodies, educational institutions, contractors, and executive leadership - are responsible for
preventing and correcting occupational violence and extraction.

Mechanisms of Harm
Failures in purpose, scope, and legal authority create broad, cascading harms:

e Workers experience injury, illness, retaliation, wage loss, and moral injury when accountability
structures do not exist.

e Patients experience delayed care, unsafe conditions, mismanagement, and preventable deterioration.

e Families experience economic instability, caregiving burdens, and disrupted household health due to
worker injury or burnout.

e Communities lose workforce stability, healthcare access, and trust in local systems.
e Health systems become unsafe, financially unstable, and unable to maintain a competent workforce.

e Public health deteriorates as systemic harm accumulates, producing higher mortality and higher burden
of disease.

e National security is degraded through workforce depletion, critical-infrastructure instability, and
increased vulnerability in emergencies.

Scope of Authority
e CMS
e OSHA

e HHS



EEOC

NLRB

DOJ

State AGs

State labor boards

State OSHA plans

Trigger Conditions

Any COVE/F-defined harm event

Structural decisions that increase risk

Contracting or staffing practices that produce unsafe conditions
Retaliation or suppression of reporting

Documentation or data manipulation

Prohibited Practices / Violations

Concealment or suppression of harm

Injury misclassification

Structural decisions that knowingly produce harm
Retaliation in any form

Contracting that reduces safety

Obstruction of investigators

Mandatory Requirements

Full compliance with COVE/F safety standards
Transparent reporting

Access to all documentation and logs



e Trauma-informed investigative participation

Penalties

e Tier 1-Tier 5 escalating sanctions

e Civil, administrative, and criminal exposure
e Executive compensation clawbacks

e Accreditation risk

e Federal receivership

Worker/Patient/Family/Community Protections

e \Wage protection
e Anti-retaliation safeguards

e Anonymous reporting pathways

Federal/State Integration
e Coordinated enforcement
e Shared jurisdiction

e Automatic escalation for state-level failure

Corrective Action Requirements

e Executives must implement corrective plans within designated timelines or face tier escalation.

J2 - Enforcement Entities and Jurisdiction

This section clarifies which agencies hold jurisdiction, what their enforcement powers include, and how
cross-agency coordination occurs. Without clear jurisdiction, organizations exploit gaps between regulators.
This section prevents regulatory fragmentation and ensures no entity can claim exemption or ambiguity.

Mechanisms of Harm
When enforcement jurisdiction is unclear or fragmented:



Workers become unprotected due to agency pass-offs, non-action, or contradictory rulings.
Patients suffer due to unaddressed unsafe conditions, underreporting, and systemic dysfunction.

Families experience financial and emotional burden when workers are injured or discharged without
protections.

Communities lose safe healthcare access, workforce stability, and system accountability.
Health systems collapse into normalized dysfunction as no single authority intervenes.
Public health suffers from preventable outbreaks, unsafe facilities, and degraded service capacity.

National security weakens when critical infrastructure (hospitals, emergency services) lacks regulatory
coherence.

Scope of Authority

COVE/F National Office
SHOA

OSHA

CMS

EEOC

HHS OCR

State OSHA Plans
State Labor Boards
State Attorneys General

DOJ

Trigger Conditions

Multi-jurisdictional harm events
Retaliation in multiple domains
Structural harm affecting patients and workers

High-severity harm loops



Prohibited Practices / Violations

e Obstruction
e Failure to provide documents
e Evidence suppression

e Misclassification of incidents

Mandatory Requirements

e Full investigative cooperation
e Unrestricted access to logs, data, and documentation

e Timely submission of materials

Penalties
e Civil and administrative fines
e Criminal referral

e Suspension of reimbursement eligibility

Worker/Patient/Family/Community Protections

e Trauma-informed contact protocols

e Protection of reporter identity

Federal/State Integration

e Mandatory cross-agency referral

e Unified actions for systemic harm

Corrective Action Requirements

e Organizations must meet all investigative directives within required timeframes.




J3 - Investigation Architecture

This section establishes trauma-informed, independent investigative structures that prevent employer
interference. Independent investigations ensure accuracy, prevent retaliation, and eliminate internal bias.

Mechanisms of Harm
When investigations are managed by the employer:

e Workers face retaliation, intimidation, and psychological harm.

e Patients remain exposed to unsafe clinicians, systems, and practices.
e Families experience increased risk from uncorrected care failures.

e Communities lose trust in local healthcare institutions.

e Health systems perpetuate structural harm and avoid correcting risk.
e Public health becomes vulnerable to repeated failures.

e National security is weakened when hazard detection is impaired.

Scope of Authority

e Independent investigators
e Multi-agency investigative teams

e Trauma-informed interview protocols

Trigger Conditions

e Any worker harm event
e Any patient harm event linked to staffing or systemic issues
e Retaliation

e Documentation irregularities

Prohibited Practices / Violations

e Employer-run investigations used in place of independent review

e \Witness interference



e Record manipulation

e Intimidation

Mandatory Requirements

e Interviews with harmed workers
e Review of EMR audit logs
e Algorithmic decision analysis

e Full documentation verification

Penalties

e Tier escalation for obstruction

e Civil and administrative sanctions

Worker/Patient/Family/Community Protections

e Anonymous interviews
e Paid time for participation

e Safety from implicated supervisors

Federal/State Integration

e Joint investigation for multi-domain harm

Corrective Action Requirements

e Findings implemented fully and promptly.

J4 - Mandatory Reporting and Trigger Events

This section defines which events automatically trigger enforcement review and mandatory reporting. Without
mandatory reporting, harm remains concealed and uncorrected.



Mechanisms of Harm
Failure to report harms:

e Allows repeated worker injury, retaliation, and physiologic decline.

e Leads to preventable patient morbidity and mortality.

e Burdens families with unexpected care needs and financial strain.

e Damages community health by allowing unsafe systems to operate unchecked.
e Degrades health-system integrity and performance.

e Weakens public health surveillance.

e Threatens national security by allowing critical failures to accumulate.

Scope of Authority
Mandatory reporting applies to all COVE/F-defined harms, including violence, extraction, coercive practices,
benefit denial, unsafe staffing, and documentation coercion.

Trigger Conditions

e Injury or near-miss

e Retaliation

e Delay in imaging, evaluation, or treatment
e Unsafe staffing ratios

e Algorithmic harm events

Prohibited Practices / Violations

e Failure to report
e Misclassification
e Internal concealment

e Delayed reporting

Mandatory Requirements

e |Immediate notification to enforcement agencies



e Automatic surveillance-system alerts

e Submission of documentation

Penalties
e Civil penalties
e CMS reimbursement sanctions

e Tier escalation

Worker/Patient/Family/Community Protections

e Anonymous reporting
e Anti-retaliation safeguards

e \Wage protection

Federal/State Integration

e Required interagency reporting

Corrective Action Requirements

e Root-cause analysis within 30 days.

J5 - Evidence Standards and Documentation
Integrity

Documentation integrity is central to enforcement. This section defines evidence standards that prevent record
tampering, narrative manipulation, and algorithmic concealment.

Mechanisms of Harm
When documentation is manipulated or unreliable:

o Workers suffer retaliation, loss of earnings, injury denial, and reputational harm.

e Patients receive unsafe care because deterioration is hidden or mislabeled.



e Families lose the ability to advocate effectively.

e Communities absorb the downstream consequences of unaddressed safety failures.
e Health systems normalize false data and corrupt decision-making.

e Public health loses the ability to track risk and outbreaks.

e National security is undermined because surveillance systems cannot detect crises.

Scope of Authority

e EMRIogs

e Metadata

e Audit trails

e Algorithmic logs

e Testimony

Trigger Conditions

e Any inconsistency in records
e Missing documentation
e Failure of audit logs

e Algorithmic classification anomalies

Prohibited Practices / Violations

e Record alteration
e Retrospective falsification
e Narrative manipulation

e Data suppression

Mandatory Requirements

e Preservation of all records



e Disclosure of raw data

e Full log transparency

Penalties

e Criminal referral
e Civil liability

e Organizational sanctions

Worker/Patient/Family/Community Protections

e Worker testimony weighted to counter power imbalances

Federal/State Integration

e Cross-agency evidence repositories

Corrective Action Requirements

e Documentation integrity protocols implemented in 45 days.

J6 - Worker Protections During Investigation

This section ensures workers are financially, psychologically, and professionally protected during
investigations. Without these protections, reporting collapses.

Mechanisms of Harm
Lack of investigative protections:

e Workers endure retaliation, bullying, schedule manipulation, and termination.
e Patients remain exposed to unsafe systems and practices.

e Families suffer economic and emotional strain due to worker suppression.

e Communities lose experienced clinicians.

e Health systems become more dangerous as reporting dries up.



e Public health deteriorates due to unreported hazards.

e National security suffers as the healthcare workforce is destabilized.

Scope of Authority
Applies to all workers participating in investigations, including direct care clinicians, support staff, students,
and contractors.

Trigger Conditions

e Worker involvement in any COVE/F-related investigation
e Any report of retaliation

e Any wage manipulation following a complaint

Prohibited Practices / Violations

e Retaliation

e Harassment

e Schedule manipulation
e Pay suppression

e Coercion

Mandatory Requirements

e Full wage continuation
e Protected scheduling

e Separation from implicated supervisors

Penalties

e Automatic Tier 3 classification
e Executive liability

e Civil penalties

Worker/Patient/Family/Community Protections



Anonymous reporting
Representation rights
Psychological support

Guaranteed income

Federal/State Integration

Automatic referral to EEOC and NLRB for retaliation cases

Corrective Action Requirements

Restoration of worker status

Mandatory correction of unsafe conditions.

J7 - Penalty Tier System (Tier 1-Tier 5)

This section defines the penalty tiers that escalate based on harm severity, organizational power, and repeat
violations. The penalty structure prevents institutions from treating harm as an acceptable cost of doing
business.

Mechanisms of Harm
Weak penalties:

Allow employers to continue unsafe practices that injure workers.
Lead to patient harm, delays, deterioration, and death.

Cause financial-and-emotional trauma to families.

Produce unsafe communities with unstable healthcare access.
Incentivize health systems to prioritize profit over safety.
Undermine public health risk management.

Create national-security vulnerabilities due to degraded healthcare infrastructure.



Scope of Authority
Applies to all violations under COVE/F, including structural, economic, psychological, and extraction-based
harms.

Trigger Conditions

e Severity of harm

e Repeat violations

e Patterns of systemic failure
e Retaliation

e Death or catastrophic injury

Prohibited Practices / Violations

e Repeat harm
e Willful unsafe practices

e Structural decisions producing foreseeable harm

Mandatory Requirements

e Automatic escalation for repeat harm events

e Penalties scaled to organizational wealth and market power

Penalties

e Tier 1: Minor harm

Tier 2: Moderate harm

Tier 3: Severe harm

Tier 4: Extreme harm

Tier 5: Catastrophic harm with federal receivership

Worker/Patient/Family/Community Protections

e Penalty funds flow to harmed workers



e Community harm triggers higher tiers

Federal/State Integration

e Multi-agency oversight for Tier 4-Tier 5

Corrective Action Requirements

e Organizations must meet federally defined safety benchmarks before penalties are reduced.

J8 - Wage Integrity, Compensation Protection,
and Economic Security Enforcement

Economic harm is one of the most pervasive and structurally protected forms of occupational violence. Wage
theft, unpaid labor, stolen breaks, forced overtime, and workers’ compensation manipulation form a
coordinated architecture of economic extraction. This section establishes federal protections ensuring workers
receive full, uninterrupted compensation during injury, investigation, retaliation episodes, and unsafe staffing
conditions. It recognizes economic harm as a primary pathway to deterioration, reinjury, and downstream
patient harm.

Mechanisms of Harm
Economic extraction produces cascading harms across all levels of the safety ecosystem:

e Workers experience physiologic stress, malnutrition, fatigue, sleep disruption, and long-term health
decline when wages are stolen or reduced.

e Patients receive unsafe care from exhausted, overextended, economically coerced clinicians.
e Families face eviction, food insecurity, debt accumulation, loss of healthcare, and psychological trauma.

e Communities experience reduced workforce stability, higher rates of poverty, and diminished access to
safe healthcare.

e Health systems normalize extraction as an operational model, accelerating burnout and turnover.
e Public health deteriorates due to cumulative poverty-related morbidity and loss of accessible care.

e National security is undermined when the healthcare workforce is destabilized by financial violence.

Scope of Authority



e All employers

e Payroll systems

e HR departments

e Insurers

e Workers’ comp administrators

e Third-party administrators

Trigger Conditions

e Any instance of wage reduction

e Missed breaks

e Unpaid overtime

e Reduced workers’ comp payments

e Denial of wage replacement benefits

Prohibited Practices / Violations

e \Wage theft

e Delay of paychecks or wage replacement
e Reducing wages upon injury

e Misclassification to avoid compensation
e Unpaid mandatory tasks

e Scheduling abuse

Mandatory Requirements

e Full wage continuation during injury
e Guaranteed pay for all hours worked

e Paid meal and rest breaks



e Automatic back-pay with penalties

Penalties

e Double or triple damages
e Tier escalation for each week of wage suppression

e Personal liability for executives

Worker/Patient/Family/Community Protections

e Immediate wage restoration
e Economic-stability guarantees during investigations

e Automatic housing-support referral for severe cases

Federal/State Integration

e Integration with DOL, IRS, and state labor boards

Corrective Action Requirements

e Payroll correction within 5 business days.

J9 - Injury Classification, Workers’
Compensation, and Return-to-Work Enforcement

Injury classification systems are routinely manipulated to reduce claim costs, suppress reporting, and
accelerate premature returns to work. This section establishes strict federal standards that prohibit
denial-based models, employer-selected medical networks, and retaliatory return-to-work clearances.

Mechanisms of Harm
Manipulated injury systems cause sweeping harm:

e Workers suffer reinjury, permanent disability, delayed healing, chronic pain, and psychological trauma

from premature return.

e Patients receive unsafe care from clinicians working through untreated injury or fatigue.



Families experience economic collapse due to reduced income, loss of benefits, and caregiving
burdens.

Communities absorb increased morbidity and inability to access stable care.
Health systems destabilize as injured workers cycle through harm — denial — reinjury.
Public health risk increases due to untreated injuries, illness spread, and burnout.

National security is compromised as critical healthcare capacity erodes.

Scope of Authority

Workers’ compensation insurers
Employer-selected physicians
Occupational health departments

Return-to-work coordinators

Trigger Conditions

Delayed imaging or evaluation
Premature return-to-work clearance
Denial of injury

Downcoding of severity

Refusal to accommodate restrictions

Prohibited Practices / Violations

Injury denial

Downplaying severity

Using employer-controlled physicians
Delaying diagnostics

Withholding accommodations

Mandatory Requirements



e Independent medical evaluation access
e Full diagnostic workup within defined timelines

e \Worker-selected treating physicians

Penalties

e Tier escalation for reinjury events
e Insurer sanctions

e Criminal referral for systemic manipulation

Worker/Patient/Family/Community Protections

e Guaranteed wage stability during injury
e Guaranteed accommodations

e Disability-protection safeguards

Federal/State Integration

e Integration with DOL and OSHA injury logs

Corrective Action Requirements

e Immediate modification of return-to-work plans.

J10 - Staffing, Workload, and Safety
Enforcement

Unsafe staffing is one of the strongest predictors of worker injury, patient harm, mortality, and system collapse.
This section mandates enforceable staffing standards tied to acuity, physiologic intensity, and real-time risk
analytics.

Mechanisms of Harm
Unsafe staffing produces multilayered harm:



e Workers develop fatigue-mediated physiologic decline, higher injury risk, cognitive overload, and
chronic illness.

e Patients experience delayed care, undetected deterioration, medication errors, and preventable
mortality.

e Families endure trauma from avoidable adverse events.

e Communities face reduced access to safe care during staffing crises.
e Health systems lose workforce stability and operational integrity.

e Public health deteriorates due to systemic understaffing.

e National security weakens when hospitals cannot function as critical infrastructure.

Scope of Authority

e Hospitals

e Ambulatory centers
e lLong-term care

e Correctional health

e Emergency services

Trigger Conditions

e Ratios below minimum safe thresholds
e Increased acuity without staffing adjustment

e Chronic understaffing patterns

Prohibited Practices / Violations

e Unsafe ratios
e Floating without orientation
e Skill-mix dilution

e Forced overtime



Mandatory Requirements

e Acuity-based staffing plans
e Real-time workload monitoring
e Relief staffing

e Protected breaks

Penalties

e CMS reimbursement sanctions
e Tier escalation for adverse events

e Federal receivership for repeated failures

Worker/Patient/Family/Community Protections

e Workers can refuse unsafe assignments

e Patients protected from unsafe workloads

Federal/State Integration

e CMS and OSHA joint enforcement

Corrective Action Requirements

e Staffing correction by next shift.

J11 - Retaliation, Coercion, and Professional
Harm Enforcement

Retaliation is one of the most corrosive forces in healthcare. This section establishes federal penalties for
retaliation in any form, including schedule manipulation, write-ups, subtle coercion, narrative distortion, and
peer-review weaponization.

Mechanisms of Harm
Retaliation produces extensive harm:



e Workers experience psychological trauma, moral injury, career stagnation, and financial instability.
e Patients are endangered when clinicians fear speaking up.

e Families suffer due to worker distress and lost wages.

e Communities lose experienced clinicians and safe care capacity.

e Health systems become unsafe as silence is engineered.

e Public health suffers due to underreporting of hazards.

e National security is weakened when healthcare workers are afraid to report risk.

Scope of Authority

e All employers

e HR

e Supervisors

e Peer review committees

e Union representatives

Trigger Conditions

e Any adverse action following a report
e Schedule changes
o \Write-ups

e Social or hierarchical pressure

Prohibited Practices / Violations

e Retaliatory write-ups
e Shift suppression
e Harassment

e Blacklisting



e Narrative manipulation

Mandatory Requirements

e Full investigation of retaliation reports
e Restoration of worker status

e Third-party review

Penalties

e Automatic Tier 3 classification
e Personal liability for supervisors

e Civil and administrative penalties

Worker/Patient/Family/Community Protections

e Guaranteed anonymity
e \Wage protection

e Assignment protection

Federal/State Integration

e Automatic NLRB and EEOC referral

Corrective Action Requirements

e Removal of retaliatory supervisors.

J12 - Leadership, Governance, and Executive
Accountability Enforcement

Executives, boards, and senior leaders shape the conditions that produce or prevent harm. This section
imposes direct accountability for unsafe conditions, retaliation, extracted labor, and structural violence.



Mechanisms of Harm
Leadership decisions propagate harm across the entire system:

Workers experience injury, overwork, burnout, moral injury, retaliation, and physiologic deterioration.
Patients experience unsafe care due to executive decisions prioritizing cost over safety.

Families absorb the financial and emotional fallout of worker injury and burnout.

Communities lose safe, accessible healthcare.

Health systems degrade into dysfunction under extractive governance.

Public health weakens as unsafe facilities remain operational.

National security is harmed through the destabilization of healthcare infrastructure.

Scope of Authority

C-suite

Boards of directors

Senior administrators

Trigger Conditions

Unsafe staffing decisions
Benefit-denial models
Suppression of harm reports

Executive compensation tied to extraction

Prohibited Practices / Violations

Structural violence
Budgetary decisions that foreseeably cause harm
Retaliatory culture

Denial-based policy design

Mandatory Requirements



e Safety-aligned executive compensation
e Transparent decision-making

e Compliance with COVE/F

Penalties

e Executive salary clawbacks
e Removal from leadership

e Criminal referral for gross negligence

Worker/Patient/Family/Community Protections

e Workers may request review of executive decisions

e Families notified during catastrophic harm events

Federal/State Integration

e CMS, DOJ, and HHS oversight

Corrective Action Requirements

e Replacement of non-compliant leadership.

J13 - State Enforcement Integration

(Reintroduced here WITH expansion to match J21-level depth)

This section aligns state-level agencies - labor boards, OSHA plans, workers’ comp divisions, state AG offices
- with federal COVE/F enforcement. Many state agencies historically under-enforce, suppress claims, or delay
processes to the detriment of workers, patients, and communities.

Mechanisms of Harm
State non-enforcement produces systemic collapse:

e \Workers experience delayed justice, wage loss, prolonged injury, and retaliation.

e Patients receive unsafe care because systemic problems remain uncorrected.



Families suffer economic collapse, trauma, and caregiving burdens.
Communities lose healthcare access and trust in institutions.
Health systems perpetuate cycles of unaddressed harm.

Public health weakens as hazardous conditions persist.

National security is harmed when state-level failures block federal oversight.

Scope of Authority

State OSHA

Labor boards

Workers’ comp divisions
State AGs

State health departments

Trigger Conditions

Failure to investigate
Chronic delays

Collusion with employers
Claim suppression

Harm escalation

Prohibited Practices / Violations

Non-enforcement
Retaliatory case dismissal
Suppression of complaints

Failure to adopt federal minimums

Mandatory Requirements



e 30-day investigation initiation
e Transparent reporting

e Mandatory federal escalation

Penalties
e Withholding federal funds
e Civil sanctions

e DOJ intervention

Worker/Patient/Family/Community Protections

e \Workers may bypass state processes

e Automatic wage protection during delays

Federal/State Integration

e Dual jurisdiction

Corrective Action Requirements

e Federal control during state failure.

J14 - Civil, Administrative, and Criminal Liability

(Reintroduced WITH expansion to match J21-level depth)

This section defines when executives, supervisors, insurers, union representatives, and others incur civil,
administrative, or criminal liability for harm. This deterrent is essential because many forms of occupational
violence are systemically incentivized.

Mechanisms of Harm
Lack of liability incentivizes violence and extraction:

e \Workers experience unchecked retaliation, injury, wage loss, and moral injury.

e Patients suffer deterioration and preventable death.



Families lose income, stability, and health.

Communities are destabilized by unsafe institutions.
Health systems normalize harmful leadership practices.
Public health suffers from widespread uncorrected failures.

National security is harmed when critical infrastructure collapses.

Scope of Authority

Executives
Supervisors
Insurers

Utilization reviewers

Union officials

Trigger Conditions

Severe harm
Pattern of violations
Evidence manipulation

Retaliation

Prohibited Practices / Violations

Negligence

Reckless endangerment
Fraud

Structural harm

Systematic denial

Mandatory Requirements



e Cooperation with investigators

e Disclosure of financial incentives

Penalties

e Civil damages
e Administrative discipline

e Criminal prosecution

Worker/Patient/Family/Community Protections

e Witness protection

e Anti-retaliation safeguards

Federal/State Integration

e DOJ, OIG, state AG collaboration

Corrective Action Requirements

e Removal of responsible parties.

J15 - Algorithmic Misuse, Digital Coercion, and
Technology-Based Harm Enforcement

Algorithmic harm is one of the fastest-growing forms of occupational and patient violence. Hospitals, insurers,
and corporations increasingly use algorithms to optimize profit through staffing reduction, denial of benefits,
suppression of clinical intuition, and early-warning system gating. Algorithms can reproduce human bias at
scale, introduce new forms of coercion, and conceal harm behind technical opacity. This section establishes
strict federal oversight for all digital, algorithmic, and Al-based systems that influence safety.

Mechanisms of Harm
Algorithmic misuse produces multidimensional, accelerating harm:

e Workers experience increased workload, unsafe assignments, early-warning suppression,
algorithmically generated retaliation, and high cognitive load.



e Patients experience delayed detection of deterioration, denial of care, misclassification, and
algorithm-induced mortality risk.

e Families endure trauma from algorithm-driven care delays and denials.

e Communities face increased chronic disease burden from systematic under-care.

e Health systems become dependent on unsafe digital tools that propagate harm loops.
e Public health deteriorates when algorithmic systems systematically under-detect risk.

e National security is compromised when critical clinical infrastructures rely on unsafe Al systems.

Scope of Authority

e Altools

e Staffing algorithms

e EMR decision pathways

e Denial engines

e Predictive analytics systems

e Workflow automation tools

Trigger Conditions

e Drifted models

e Adverse events linked to Al
e Al-generated denial patterns
e Systemic under-detection

e Worker harm correlated with digital systems

Prohibited Practices / Violations

e Algorithmic suppression of early-warning signs
e Denial models optimized for cost savings

e Emotion-monitoring tools for worker discipline



e Predictive-policing HR engines

e Black-box systems with no auditability

Mandatory Requirements

e Algorithmic transparency
e Bias audits

e Human override

e Drift monitoring

e External review

Penalties

e Tier 3—Tier 5 for Al-caused harm
e Criminal referral for deliberate denial design

e Market removal of unsafe systems

Worker/Patient/Family/Community Protections

e Workers may demand human review

e Risk-elevation events cannot be algorithmically suppressed

Federal/State Integration

e Integrated with NIST Al RMF

e DOJ civil rights review

Corrective Action Requirements

e |Immediate withdrawal of unsafe algorithms.




J16 - Structural Harm, Ownership Models, and
Organizational Design Enforcement

Ownership models shape the conditions workers and patients experience. Private equity, corporate
consolidation, and debt-leveraged models create environments where violence, extraction, and financial
coercion are normal operational strategies. This section regulates the structural decisions that generate harm.

Mechanisms of Harm
Structural harm creates long-term, system-wide degradation:

Workers experience chronic understaffing, exhaustion, injury, burnout, and psychological trauma.
Patients face higher mortality, delayed care, and unsafe conditions due to financial extraction.
Families bear the consequences of avoidable adverse events and systemic collapse.
Communities lose essential services during closures or consolidation.

Health systems collapse under extractive models that prioritize profit over care.

Public health deteriorates due to reduced access to safe facilities.

National security is harmed when corporate extraction destabilizes healthcare infrastructure.

Scope of Authority

Private equity ownership
Corporate consolidation
Hospital systems
Multisite chains

Financial managers

Trigger Conditions

Debt-leveraged purchase
Chronic understaffing
Recurrent care delays

Facility closures



Prohibited Practices / Violations

e Structural disinvestment
e Ratios unsafe by design
e Profit-driven facility closures

e Workforce compression

Mandatory Requirements

e Transparency regarding ownership structure
e Risk-impact analysis before financial restructuring

e Minimum staffing floors

Penalties

e Forced structural reorganization
e Tier 4—Tier 5 penalties

e Receivership for catastrophic harm

Worker/Patient/Family/Community Protections

e Periority protections during restructures

e \Wage guarantees during instability

Federal/State Integration

e DOJ antitrust

e CMS quality oversight

Corrective Action Requirements

e Structural correction within 90 days.




J17 - Federal Receivership and Catastrophic
Harm Intervention

When organizations cause severe or repeated harm, federal takeover becomes necessary to prevent further
deaths, retaliation, or systemic collapse. This section defines the criteria and operational procedures for federal
receivership.

Mechanisms of Harm
Unrestrained organizations produce extreme harm:

e Workers suffer pervasive retaliation, chronic injury, and moral injury.
e Patients face catastrophic outcomes, including preventable death.
e Families are traumatized by institutional negligence.

e Communities lose safe access to essential services.

e Health systems degrade into dysfunction.

e Public health is jeopardized by unchecked systemic risk.

e National security fails when hospitals collapse as functioning infrastructure.

Scope of Authority

e Entire organizations
e (C-suites
e Boards of directors

e Subsidiaries

Trigger Conditions

Catastrophic harm events
Systemic retaliation
Fraud

Recurrent Tier 5 violations

Prohibited Practices / Violations



e |eadership interference
e Suppression of catastrophic harm reports

e Structural decisions creating foreseeable death

Mandatory Requirements

e Immediate removal of responsible leadership

e Federal oversight installation

Penalties

e Total operational control
e Criminal prosecution for responsible executives

e Large-scale sanctions

Worker/Patient/Family/Community Protections

e Guaranteed wage protection
e Security and mental health support

e Clearing of retaliatory actions

Federal/State Integration

e Federal authority supersedes state action

Corrective Action Requirements

e Organizations must meet defined safety benchmarks before returning to local control.

J18 - Appeals, Adjudication, and Due Process
Protection



This section establishes trauma-informed appeals processes that prevent employers from exploiting procedural
delay to silence workers or conceal harm. Appeals must be worker-centered and cannot be used to stall or
override enforcement.

Mechanisms of Harm
Abusive appeals processes cause direct systemic injury:

Workers lose income, career stability, and health while appeals drag on.

Patients remain in unsafe conditions because enforcement stalls.

Families bear financial and emotional burdens while cases remain unresolved.
Communities experience unsafe care environments due to delayed corrective action.
Health systems remain dangerous during procedural limbo.

Public health surveillance is compromised by delayed rulings.

National security is weakened through extended exposure to unsafe systems.

Scope of Authority

Federal administrative judges

Independent panels

Trauma-informed reviewers

Trigger Conditions

Employer appeal submission

Disputes over findings

Allegations of unfair process

Prohibited Practices / Violations

Delay tactics

Employer-influenced outcomes

Administrative stalling

Mandatory Requirements



e Transparent rationale
e \Worker representation

e Defined timelines

Penalties

e Tier escalation for misuse

e Employer fines

Worker/Patient/Family/Community Protections
e Full wage continuation
e Guaranteed legal representation

e Trauma-informed hearing practices

Federal/State Integration

e Civil rights crosswalk

Corrective Action Requirements

e |mmediate implementation once decision is upheld.

J19 - Public Transparency, Disclosure, and
Community Right-to-Know Enforcement

Transparency is the cornerstone of accountability. Hospitals, insurers, unions, and regulators must publicly
disclose harm events, penalties, structural decisions, and safety metrics. Concealment is recognized as a form
of violence.

Mechanisms of Harm
Concealment creates cascading structural harm:

e Workers remain in dangerous conditions without information.



e Patients cannot assess facility safety.

e Families are blindsided by preventable tragedies.

e Communities lose trust and experience higher mortality.
e Health systems normalize secrecy and dysfunction.

e Public health risks spread unchecked.

e National security is weakened when hazard information is hidden.

Scope of Authority

e All healthcare entities
e |nsurers
e Workers’ comp agencies

e State and federal regulators

Trigger Conditions

e Harm events
e Penalties
e Retaliation cases

e Structural changes

Prohibited Practices / Violations

e Concealment
e Misrepresentation
e Suppression of public reporting

e NDAs regarding harm

Mandatory Requirements

e Public dashboard



e Facility-level harm reports

e Disclosure of responsible executives

Penalties

e Tier escalation

e CMS sanctions

Worker/Patient/Family/Community Protections

e Protection of reporter identity

e Community notification after major harm events

Federal/State Integration

e Data integration with national systems

Corrective Action Requirements

e Immediate publication of required disclosures.

J20 - Integration With Appendices Al
(Regulatory, Clinical, and Governance

Crosswalk)

Appendix J functions as the enforcement backbone of the entire COVE/F suite. This section ensures
consistent alignment with regulatory matrices, clinical standards, surveillance architectures, and governance

structures defined across Appendices A—I.

Mechanisms of Harm
Lack of integration creates structural incoherence:

e Workers experience inconsistent protections and procedural gaps.

e Patients encounter fragmented safety systems.



e Families receive conflicting or inaccurate information.

e Communities suffer uneven enforcement across facilities.
e Health systems fail to learn from harm.

e Public health surveillance breaks down.

e National security is impacted when enforcement systems do not align.

Scope of Authority

e All entities governed by Appendices A-l

Trigger Conditions

e Misalignment
e Non-adoption of required standards

e Ignoring evidence-based requirements

Prohibited Practices / Violations

e Fragmented policy application
e Inconsistent enforcement

e Ignoring surveillance data

Mandatory Requirements

e Harmonization of policies
e Crosswalk implementation

e Integration of harm-loop data

Penalties

e Organizational sanctions

e Tier escalation

Worker/Patient/Family/Community Protections



e Workers may cite Appendix A—I evidence in claims

Federal/State Integration

e Unified enforcement model

Corrective Action Requirements

e Policy harmonization within defined timeline.

J21 - Payor-Driven Harm and Insurance
Enforcement Authority

(Already approved - but now fully expanded using the hybrid template)

Payor-driven harm is a central driver of occupational violence and patient deterioration. Insurance companies,
workers’ comp carriers, employer-selected networks, PBMs, and algorithmic denial systems produce structural
violence by restricting access to diagnostics, delaying care, suppressing benefits, and weaponizing
administrative barriers. This section establishes federal authority to regulate, penalize, and restructure payors
that cause harm.

Mechanisms of Harm
Payor-driven harm produces widespread, multi-sector injury:

e Workers experience prolonged suffering, untreated injury, reinjury, economic collapse, and
psychological trauma.

e Patients face preventable morbidity and mortality from delayed imaging, labs, or referrals.

e Families absorb financial instability, caregiving burdens, housing insecurity, and emotional trauma.
e Communities suffer increased chronic disease burden and decreased access to appropriate care.
e Health systems absorb the downstream costs of denial-driven deterioration.

e Public health surveillance fails when payors suppress diagnostic and treatment access.

e National security is compromised when systems responsible for care access systematically obstruct
treatment.

Scope of Authority
Federal oversight applies to:



Commercial health insurers
Workers’ compensation carriers
PBMs

Self-funded employer plans
Third-party administrators
Utilization-review contractors
Algorithmic denial vendors
Hospital-owned plans
Private-equity-controlled plans

Managed-care entities

Trigger Conditions
Enforcement is triggered when:

Delayed imaging or evaluation causes deterioration
Denials lead to avoidable morbidity or mortality

Workers’ comp delays cause reinjury or prevent recovery
Network adequacy fails

Ghost networks block access

Automated denials are fraudulent or contradictory

Payor incentives tied to denial volume

Prohibited Practices / Violations

Delay-based cost containment
Automated denial algorithms
Incentivizing physicians to deny claims

Using ghost networks



e Downcoding severity

e Misrepresenting coverage

Mandatory Requirements

e Full diagnostic timelines
e Independent review of denials
e Transparency of denial algorithms

e Network adequacy enforcement

Penalties

e Tier 3—Tier 5 penalties

e Criminal referral for deliberate denial causing harm or death

e Market removal of unsafe payor practices

Worker/Patient/Family/Community Protections

e Guaranteed access to imaging
e Guaranteed continuity of care

e Wage stability during disputes

e Family support during catastrophic delay events

Federal/State Integration

e Joint oversight with CMS, DOL, DOJ, and state insurance commissioners

Corrective Action Requirements

e Immediate restoration of benefits

e Structural overhaul of denial systems.




J22 - Contracting, Vendor Oversight, and
Substandard Insurance Network Enforcement

Contracting is a primary mechanism through which harm is outsourced, concealed, and financially insulated.
Hospitals, health systems, and corporations often contract with substandard insurers, staffing agencies,
occupational-health vendors, third-party claims administrators, and denial-focused utilization-review firms.
These entities systematically deepen worker and patient harm while shielding the primary organization from
liability. This section establishes federal enforcement standards for all contracted entities that influence safety,
care access, or benefit determination.

Mechanisms of Harm
Contracting with unsafe or extractive vendors produces widespread systemic injury:

e Workers experience delayed diagnostics, abusive return-to-work recommendations, denial of benefits,
and retaliatory case management.

e Patients experience delayed or denied care due to contracted utilization-review barriers.
e Families absorb financial loss, caregiving burdens, and trauma from substandard insurance decisions.

e Communities suffer reduced access to safe healthcare when contracted insurers underpay claims or
restrict networks.

e Health systems normalize harm through outsourced denial structures.
e Public health deteriorates when contracted systems repeatedly block essential care.

e National security is compromised when critical infrastructure relies on unsafe outsourced vendors.

Scope of Authority

e Third-party administrators

e Occupational health vendors
e Appeals contractors

e Utilization-review firms

e Staffing agencies

e Substandard insurers

e Denial-focused vendor networks

Trigger Conditions



e Denial-caused deterioration
e Vendor interference with diagnostics
e Retaliatory vendor actions

e Evidence of profit-linked denial metrics

Prohibited Practices / Violations

e Outsourcing harm

e Incentivized denial structures
e Vendor retaliation

e Delayed evaluation

e Substandard insurance contracting

Mandatory Requirements

e Vendor compliance with COVE/F
e Transparency in incentives
e Network adequacy guarantees

e Vendor auditability

Penalties

e Tier 3—Tier 5 penalties
e Termination of unsafe contracts

e Criminal referral for collusion

Worker/Patient/Family/Community Protections

e Workers may bypass contracted vendors
e Patients guaranteed access to compliant providers

e Families protected from financial fallout



Federal/State Integration

e CMS, HHS, DOL joint oversight

Corrective Action Requirements

e Vendor replacement with compliant providers.

J23 - Education, Accreditation, Training
Standards, and Anti-Gatekeeping Enforcement

Educational institutions, accrediting bodies, and training programs shape the workforce pipeline. When they
reproduce unsafe norms, minimize reporting, discourage unionization, or permit gatekeeping, harm becomes
structurally embedded for generations. This section enforces safety-aligned education and prohibits
gatekeeping practices across nursing, medicine, allied health, and administrative programs.

Mechanisms of Harm
Education-based harm forms the foundation of system-wide violence:

e Workers enter practice without knowledge of their rights, safety standards, or trauma-informed
principles.

e Patients receive care from clinicians conditioned to prioritize hierarchy over physiologic literacy.
e Families experience harm from clinicians trained under unsafe or exploitative norms.

e Communities inherit staffing shortages, high turnover, and unsafe care environments.

e Health systems propagate cycles of harm because new graduates have normalized exploitation.
e Public health suffers due to inadequate training in system risk.

e National security is weakened by a poorly prepared healthcare workforce.

Scope of Authority
e CCNE
e ACEN

e |LCME



e CODA
e ACGME
e State licensing boards

e Educational institutions

Trigger Conditions

e Unsafe curriculum
e Gatekeeping practices
e Bias training that reinforces hierarchy

e Suppression of union education

Prohibited Practices / Violations

e Gatekeeping

e Discouraging unionization

e Teaching silence as professionalism

e Excluding physiologic early-warning education

e Reducing access to accommodations

Mandatory Requirements

e COVE/F-aligned curriculum
e Training in workers’ rights
e Trauma-informed education

e Anti-racist and anti-bias training

Penalties

e Accreditation risk

e Civil penalties for discriminatory gatekeeping



e Federal oversight of noncompliant programs

Worker/Patient/Family/Community Protections

e Students protected from retaliation

e Access to independent ombuds services

Federal/State Integration

e DOE, HHS, and accreditation body integration

Corrective Action Requirements

e Curriculum correction within defined timelines.

J24 - Trauma-Informed Enforcement, Oversight
Processes, and Reporter Protection

Trauma-informed enforcement ensures that investigations, penalties, and corrective actions do not reproduce
the same harms they seek to eliminate. Workers are often retraumatized by adversarial investigative
processes, disrespectful questioning, and institutional indifference. This section establishes federal
trauma-informed standards for all enforcement operations.

Mechanisms of Harm
Non-trauma-informed processes replicate the violence workers report:

e Workers relive injury and retaliation trauma during hostile interviews.

e Patients are retraumatized by invasive or dismissive investigative procedures.
e Families endure secondary trauma when recounting harm events.

e Communities lose faith in regulatory systems when reporters are harmed again.
e Health systems hide behind procedural maltreatment, discouraging reporting.

e Public health suffers when fear reduces reporting of safety threats.

e National security is harmed when critical risk information goes unreported due to fear.



Scope of Authority

e All federal and state investigators
e Administrative judges
e Oversight bodies

e Compliance officers

Trigger Conditions

e Any report of harm
e Reporter distress

e Evidence of retraumatizing practices

Prohibited Practices / Violations

e Hostile questioning
e Disbelief-based protocols
e Interviews conducted by implicated supervisors

e Retaliatory documentation

Mandatory Requirements

e Trauma-informed interviewing
e Psychological safety protocols
e Choice of interview setting

e Right to pause or reschedule

e Independent advocates

Penalties

e Tier escalation for retraumatizing reporters

e Federal sanctions for repeated violations



Worker/Patient/Family/Community Protections

e Mandatory access to trauma-informed support
e Right to representation

e Wage protection during participation

Federal/State Integration

e HHS trauma-informed care standards

Corrective Action Requirements

e Retraining or replacement of noncompliant investigators.

J25 - Legal Harmonization, National Quality
Strategy Alignment, and Cross-System
Integration Enforcement

This section ensures alignment between COVE/F and existing national frameworks, including the National
Quality Strategy, CMS Conditions of Participation, OSHA regulations, NIST risk models, state labor codes, and
federal civil rights laws. Without legal harmonization, systems exploit regulatory gaps to avoid accountability.

Mechanisms of Harm
Fragmented legal structures produce system-level instability:

e Workers face contradictory protections and enforcement gaps.

e Patients are left vulnerable when safety rules are inconsistently applied.
e Families struggle with conflicting appeal pathways.

e Communities experience uneven enforcement and low-quality care.

e Health systems exploit regulatory inconsistencies to avoid compliance.
e Public health weakens under incoherent standards.

e National security is degraded by unstable and unpredictable healthcare infrastructure.



Scope of Authority

e CMS
e OSHA
e NIST
e DOJ
e EEOC
e NLRB

e State and federal law harmonization

Trigger Conditions

e Conflicting standards
e legal gaps

e Multiple overlapping violations

Prohibited Practices / Violations

e Exploiting regulatory contradictions
e Using fragmented systems to delay accountability

e Diverging from federal standards

Mandatory Requirements

e Harmonized compliance
e Cross-system reporting

e Unified enforcement standards

Penalties

e Civil and administrative penalties

e Tier escalation



Worker/Patient/Family/Community Protections

e Simplified and consistent protections across systems

Federal/State Integration

e Interagency crosswalk

e Joint enforcement actions

Corrective Action Requirements

e |Legal alignment within defined timeframe.

J26 - Reporter, Whistleblower, and Civil Rights
Protection Enforcement

Whistleblowers are the first line of defense against structural harm. This section creates the strongest
whistleblower protections in US healthcare history. Retaliation against reporters is treated as a major violation.

Mechanisms of Harm
Weak reporter protections silence the only people capable of stopping harm:

e Workers do not report danger, resulting in unmitigated harm cycles.

e Patients suffer unnoticed deterioration and preventable incidents.

e Families experience irreversible consequences from unreported hazards.
e Communities lose trust and access to safe care.

e Health systems become increasingly dangerous.

e Public health surveillance collapses without reporter input.

e National security suffers when systemic threats go unreported.

Scope of Authority

e All healthcare employers



e Insurers
e \endors

e Regulatory agencies

Trigger Conditions

e Any report of retaliation

e Any adverse action following safety reporting

Prohibited Practices / Violations
e Firing
e Demotion
e Harassment
o Write-ups
e Blacklisting

e Schedule suppression

Mandatory Requirements

e Immediate anti-retaliation response
e Restoration of previous status

e Third-party review

Penalties

e Automatic Tier 3 classification
e Personal executive liability

e Civil and administrative fines

Worker/Patient/Family/Community Protections

e Anonymous reporting



e (Guaranteed wage continuation

e |Legal representation

Federal/State Integration

e EEOC and DOJ coordination

Corrective Action Requirements

e Removal of retaliatory personnel.

J27 - Enforcement Accountability, Audit
Mechanisms, and Oversight Authority

This final section establishes ongoing auditing, inspection, and oversight mechanisms ensuring every
enforcement body remains accountable. Oversight prevents stagnation, corruption, and regulatory capture.

Mechanisms of Harm
Lack of oversight degrades the entire enforcement ecosystem:

e Workers lose protection as enforcement bodies fail.

e Patients remain in danger when regulators become complacent.
e Families are stripped of recourse.

e Communities experience rising harm rates.

e Health systems exploit weakened oversight.

e Public health collapses under unmonitored risk.

e National security is compromised when oversight bodies fail to detect systemic hazards.

Scope of Authority

e COVE/F National Office

e Federal oversight committees



e Independent auditing bodies

e Public reporting channels

Trigger Conditions

e Reduced enforcement activity
e Patterns of non-action

e Suppressed investigations

Prohibited Practices / Violations

e Regulatory capture
e Underreporting
e Failure to conduct audits

e Obstruction of oversight

Mandatory Requirements

e Annual audits
e Public performance scorecards

e Rotating oversight panels

Penalties

e Removal of nonperforming administrators

e Federal corrective action orders

Worker/Patient/Family/Community Protections

e Guaranteed review of complaints

e Transparency in oversight outcomes

Federal/State Integration



e Coordinated multi-agency oversight

Corrective Action Requirements

e Overhaul of noncompliant oversight bodies.




APPENDIX K — PAYOR-DRIVEN HARM



APPENDIX K - PAYOR-DRIVEN HARM,
INSURANCE EXTRACTION, AND BENEFITS
SYSTEM VIOLENCE

Payor-driven harm is a structurally embedded, financially incentivized system of violence. Health insurers,
workers’ compensation carriers, PBMs, employer-sponsored plans, managed-care organizations, and
algorithmic denial vendors shape access to diagnostics, treatment, accommodations, and physiologic recovery.
Because these entities profit when care is delayed, denied, or restricted, payor-driven systems produce
predictable, preventable, and systemic injury.

COVE/F classifies payor-driven mechanisms as:

e Violence,
e Extraction,
e Structural coercion, and

e Epistemic/narrative control systems.

This appendix defines federal authority, enforcement structures, penalty tiers, criminal liability, and
mandatory requirements for all payor entities whose actions impact safety.

Mechanisms of Harm

Payor-driven harm is a multi-level violence system. The following mechanisms produce clear physiologic,
psychological, economic, structural, and societal injury.

Harm to Workers
e Delayed imaging or labs prolong pain, disability, and reinjury risk.
e Denial-based systems force workers to continue working while injured.
e Employer-selected doctors produce biased, incomplete, or negligent evaluations.

e Loss of income produces malnutrition, sleep loss, chronic stress, and diminished immune function.



e Algorithmic denials suppress diagnostic information and accelerate deterioration.

e Threat of benefit loss pressures workers into unsafe return-to-work cycles.

Harm to Patients
e Denial of diagnostics increases mortality from time-sensitive conditions.
e Ghost networks eliminate access to specialists, worsening chronic and acute disease.
e Formularies and PBM restrictions delay lifesaving medications.
e Utilization review denies appropriate care for chronic illnesses, pain, mental health, and long COVID.

e Algorithmic gatekeeping suppresses early-warning clinical signals.

Harm to Families
e Denials create financial collapse, housing instability, and food insecurity.
e Family members assume unpaid labor to compensate for insurer-created delays.

e Delayed care for parents or children produces intergenerational trauma.

Harm to Communities
e Systematic under-treatment increases local disease burden.
e Safety-net hospitals collapse under denial-driven cost shifting.

e Rural and low-income areas become care deserts due to insurer withdrawal.

Harm to Health Systems
e Insurers externalize costs onto hospitals, producing workforce depletion and burnout.
e Denial-driven deterioration leads to higher ICU utilization and readmissions.

e Organizations become operationally unstable under predictable cycles of preventable harm.

Harm to Public Health



e When payors restrict diagnostics, emerging risk signals (infectious disease, sepsis, environmental
exposure) remain undetected.

e Denial practices distort epidemiologic data.

Harm to National Security

e A weakened, injured, and economically unstable healthcare workforce undermines critical
infrastructure.

e Large-scale denial structures reduce national surge capacity in disasters.

e Payor-driven care restriction creates systemic vulnerabilities exploitable in emergencies.

Scope of Authority

Federal authority applies to:

e Commercial insurers

e \Workers’ compensation carriers

e Employer-sponsored/self-funded ERISA plans
e Third-party administrators

e Managed-care organizations

e Medicare Advantage plans

e Medicaid managed-care organizations
e Pharmacy benefit managers (PBMs)

e Utilization-review contractors

e Independent medical review firms

e Algorithmic decision vendors

e Hospital-owned insurance subsidiaries



e Private-equity—controlled insurance entities

Trigger Conditions

Enforcement is triggered when any of the following occur:

e Delayed imaging or labs cause deterioration

e Denied claims lead to preventable morbidity or mortality

e Workers’ comp delays impede recovery

e Return-to-work coercion through benefit suppression

e Ghost networks block care

e Automated denial systems reject claims without clinical review

e Clinical recommendations are overridden by non-clinical personnel
e Financial incentives tied to denial volume

e Discriminatory denial patterns emerge

e Harm events occur after payor refusal or delay

Prohibited Practices / Violations

The following constitute statutory violations:

e Delay-based cost containment

e Algorithmic denials (automated, batch, or unreviewed)
e Downcoding severity to avoid coverage

e False representation of networks (ghost networks)

e Forced use of employer-selected physicians



e Denials of clinically necessary imaging, labs, or referrals

e Retaliation against workers or clinicians who advocate for patients
e Offloading denial responsibility onto subcontractors

e PBM restrictions that endanger physiologic stability

e Incentive-based physician compensation for denial volume

e Systemic discrimination in denial patterns

Mandatory Requirements

All payor entities must comply with:

1. Guaranteed Diagnostic Timelines
e Imaging: 24—-72 hours
e Labs: within 24 hours
e Specialist referral: within 5-7 days
e Therapy/rehab: within 10 days

e Mental health: within 72 hours

2. Independent Medical Review Requirements
e Workers may choose their own treating physician.
e |MRs must be federally assigned, not employer-selected.
e [IMRs must disclose conflicts of interest.

e |MR outcomes must be binding on insurers.

3. Transparency Requirements



e Full disclosure of denial algorithms
e Publication of denial rates
e Financial relationship disclosure with employers

e Actuarial modeling transparency

4. Structural Discrimination Audit

Annual audit required for:

e race
e gender
e disability

e geography

e socioeconomic status

5. Family Impact Assessments

Before denial:
e Housing stability
e Income impact
e Psychological risk

e Access to continued care

6. ERISA Override

All COVE/F payor standards apply to self-funded plans, preempting ERISA loopholes.

Penalties

Payor-driven harm carries unique sanctions:



Tier 1-2
Administrative fines; mandatory correction.
Tier 3

Harm-causing delays; doubled penalties and mandatory restitution.

Tier 4
Severe harm linked to denial or delay;

e Executive compensation clawbacks
e Pubilic listing

e Market restrictions

Tier 5

Catastrophic harm or death;

e Criminal referral
e Executive and vendor liability
e Suspension from federal programs

e Forced divestiture

Federal receivership of plan operations

Additional Penalty Mechanisms
e Daily fines for delayed authorizations
e Automatic approval when timelines expire
e Joint and several liability for all vendors, TPAs, and contractors
e Mandatory correction of all similar cases when one case is overturned

e Criminal liability for algorithmic negligence



Worker/Patient/Family/Community Protections

1. Worker Protections
e Guaranteed wage continuation during disputes
e Guaranteed access to imaging/diagnostics
e Protection from retaliation

e Guaranteed accommodations

2. Patient Protections
e Statutory right to necessary diagnostics
e No denial based on financial risk modeling

e Mandatory override of unsafe algorithms

3. Family Protections
e Prevention of medical debt from denial-caused deterioration
e Continuity of care protections

e Housing and income stability safeguards

4. Community Protections
e Community-level reporting of systemic payor harm

e Mandated public dashboards

Federal/State Integration

Payor-driven harm requires coordinated federal authority. This appendix mandates:



e Joint oversight across CMS, HHS, DOJ, DOL, OIG, and state insurance commissioners
e Federal override when state regulators fail

e |ntegrated harm databases

e Shared surveillance architectures

e Annual cross-agency enforcement reports

Corrective Action Requirements

Payors must:

e Reverse harmful denials immediately

e Reprocess all affected claims

e Replace unsafe algorithms and vendors

e Eliminate denial-based incentives

e Correct discriminatory patterns within one reporting cycle
e Submit structural correction plans to federal overseers

e Notify all impacted workers, patients, and families
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APPENDIX L - METHODOLOGICAL
FOUNDATIONS AND EVIDENCE BASE

PENALTIES, ENFORCEMENT, CORRECTIVE ACTION, CONSEQUENCES, COMPENSATION,
DETERRENCE.

The Comprehensive Occupational Violence & Extraction Framework (COVE/F) is grounded in a
multi-disciplinary evidence base spanning clinical medicine, occupational health, safety engineering, systems
science, public health, law, economics, and social epidemiology. Appendix L defines the scientific, theoretical,
methodological, and evidentiary foundations that support every component of COVE/F, including its
mechanisms, harms, structural drivers, system categories, enforcement architecture, predictive modeling, and
policy requirements.

COVE/F is designed to withstand legal scrutiny, regulatory oversight, academic peer review, multidisciplinary
evaluation, and real-world implementation across healthcare, public health, labor, insurance, and federal
infrastructure.

L1 - Foundational Methodological Principles

COVE/F is built on seven core principles:

Systems Theory and Complex Adaptive Systems (CAS).
COVE/F recognizes harm as an emergent property of interacting structural, behavioral, economic, legal, and
physiologic forces rather than the result of isolated events.

Safety Science (HRO, Resilience Engineering, Safety-lIl).
COVE/F integrates accepted standards from high-reliability organizations, accident prevention science,
human-factors engineering, and resilience frameworks.

Social Epidemiology.
COVE/F reflects evidence that structural determinants of health, workplace inequity, and economic
exploitation produce measurable physiologic and psychological harm.

Occupational Health and Safety Research.
COVE/F aligns with decades of NIOSH, OSHA, EU-OSH, and ILO research demonstrating the connection
between workplace conditions and disease, injury, and mortality.

Clinical Physiology and Deterioration Science.
Every harm mechanism is physiologically validated through existing deterioration literature, sleep science,
fatigue research, and critical-care evidence.



Trauma-Informed and Psychological Safety Models.
COVE/F incorporates principles from SAMHSA trauma-informed care, Joint Commission safety culture, and
evidence on moral injury and distress.

Legal and Policy Analysis.
COVE/F analyzes workforce harm within existing administrative, civil, labor, and constitutional frameworks to
identify exploitable loopholes and gaps.

L2 - Evidence Sources and Literature Domains

COVE/F synthesizes evidence across the following domains:

Clinical Evidence.
Studies on nurse staffing ratios, delayed diagnostics, fatigued decision-making, preventable mortality, and
physiologic deterioration.

Occupational Violence & Extraction Evidence.
NIOSH, OSHA, ILO, AHRQ, and peer-reviewed research demonstrating the prevalence and impact of
workplace violence, coercion, exploitation, and unsafe workloads.

Health Services Research.
Evidence regarding access barriers, insurance denials, PBM restrictions, ghost networks, and the morbidity
and mortality effects of care delay.

Systems Science.
Causal-loop, feedback loop, and propagation research demonstrating how harm evolves across organizational
boundaries.

Economic and Labor Evidence.
Studies on wage theft, uncompensated labor, exploitation under monopsony conditions, and downstream
community economic impacts.

Legal and Regulatory Evidence.
Labor code analyses, OSHA enforcement histories, CMS requirements, ERISA case law, insurance
commissioner reports.

International Standards.
WHO, UN SDG frameworks, ILO labor conventions, OECD health-quality reports.

L3 - Analytical Structure Used to Build COVE/F

COVE/F uses a layered analytic architecture:



Classification Analysis.
Each mechanism is categorized by intent, actor, structure, setting, and harm profile.

Harm-Layer Decomposition.
Harm is mapped across physiologic, psychological, economic, professional, family, community, and
upstream—downstream domains.

Pathway Modeling.
Harm is modeled as:
event — mechanism — harm — propagation — systemic impact.

Edge Analysis.
Identifies boundary conditions, failure thresholds, escalation points, and variance indicators.

Loophole Detection.
Systematically identifies legal, operational, regulatory, and financial loopholes that enable structural harm.

L4 - Validation Logic

COVE/F’s structure is validated through:

Construct Validity.
Domains correspond to established categories of harm supported by independent research.

Content Validity.
The framework captures all key mechanisms and harm categories documented in international evidence.

Predictive Validity.
COVE/F correlates with known predictors of worker injury, patient harm, and system failure.

Criterion Validity.
COVE/F categories align with adverse events reported by CMS, OSHA, Joint Commission, and state labor
regulators.

L5 - Ethical Foundations

COVE/F rests upon:

e ANA and AMA Codes of Ethics
e UN human rights frameworks

e Principles of justice and nonmaleficence



e Trauma-informed ethical guidelines
e Transparency and accountability doctrine

e Health equity and anti-discrimination standards

L6 - Scientific Limitations and Mitigations

Limitations include:
variation in data reporting standards, proprietary denial algorithms, underreporting of violence, and insufficient
national surveillance.

Mitigations include:
federal override of opaque systems, required algorithmic transparency, independent investigative power,
centralized harm databases, mandatory disclosure.

L7 - Data Sources Required for Enforcement

Agencies must collect:

e EMR audit logs

e Diagnostic timing data

e Claim files, denial histories, appeals

e Wage, scheduling, workload, and staffing records
e Algorithmic decision logs

e Injury claims and RTW decisions

e Worker testimony

e Recorded retaliation patterns

L8 - Cross-Disciplinary Integration



COVE/F integrates the following disciplines:

e clinical deterioration science
e occupational health

e safety engineering

e public health

e epidemiology

e economics

e administrative law

e trauma-informed systems design

L9 - Requirements for Ongoing Evidence
Updating
COVE/F mandates:

e annual literature review

e continuous harm surveillance

e real-time workforce data analysis

e model updates every 3 years

e algorithm drift audits

e equity audits

e cross-agency validation

L10 - Implementation Validity

COVE/F supports:



e federal and state enforcement
e healthcare systems

e insurers

e unions

e accreditation bodies

e researchers

public health authorities

It ensures auditability, reproducibility, transparency, and national-scale adoption.

L11 - Operational Definitions for All COVE/F
Constructs

This section provides precise, enforceable definitions for:

Violence - any act, structure, or policy that causes physical, psychological, economic, or systemic harm.
Extraction - uncompensated or coerced removal of labor, resources, time, physiologic capacity, or health.
Coercion - pressure, threat, or manipulation that restricts autonomy or forces unsafe compliance.
Suppression - concealment, obstruction, or invalidation of information required for safety.

Narrative Control - distortion, erasure, or manipulation of worker or patient stories that alters care or
accountability.

Epistemic Violence - harm caused by dismissing, devaluing, or undermining someone’s knowledge,
experience, or physiologic report.

Structural Discrimination - systemic patterns that disproportionately harm specific groups.

Upstream-Downstream Harm - harm to workers leading to harm in patients, families, communities, and
systems.

Harm Propagation - the spread of harm through feedback loops and structural interactions.




L12 - Mixed-Methods Framework for COVE/F
Construction

COVE/F was derived using:

Qualitative Methods.
Thematic coding, grounded theory, expert interviews, narrative analysis, case synthesis.

Quantitative Methods.
Risk ratios, time-to-deterioration analysis, injury prevalence modeling, denial-based morbidity curves.

Mixed-Methods Integration.
Triangulation of clinical data, workforce data, insurance denial data, and systems-behavior analysis.

L13 - COVE/F Logic Model and Theory of
Change

Inputs:
clinical evidence, worker testimony, regulatory gaps, systems science.

Activities:
classification, modeling, enforcement design, governance architecture.

Outputs:
taxonomies, harm models, enforcement rules, federal standards.

Outcomes:
reduced harm, improved safety, reduced mortality, improved physiologic stability.

Impact:
structural accountability, national safety architecture, public health protection.

L14 - Psychometric and Classification Validity
Plan

COVE/F will undergo:

e interrater reliability analysis



construct validation
convergent validity testing
discrimination between overlapping harm categories

pilot reliability testing across institutions

L15 - Harm-Propagation Modeling and
Simulation Methodology

COVE/F harm loops are modeled using:

causal-loop diagrams
stock-and-flow modeling
agent-based simulations
escalation thresholds

recovery pathways

These models support national surveillance, early detection, and enforcement.

L16 - Equity, Anti-Bias, and Reflexivity
Safeguards

This includes:

structural racism analysis
gender-based analysis
disability discrimination analysis

linguistic bias controls



e reflexivity protocol for all data interpretation

e mandatory anti-bias audits for all classification steps

L17 - Anticipated Critiques and Methodological
Defense

COVE/F preempts critiques regarding:
e subjectivity
e classification breadth
e applicability
e interdisciplinary nature
e legal definability

e enforceability

Each critique is addressed with evidence justification.

L18 - International Evidence Alignment and
Comparative Analysis

Maps COVE/F against:
e WHO Global Patient Safety Framework
e UN SDG labor and health goals
e OECD workforce safety standards

e |LO occupational safety conventions

Shows where COVE/F expands beyond current global frameworks.



L19 - Data Governance, Ethical Oversight, and
IRB Requirements
Includes:

e HIPAA/GDPR compliance

e federal privacy rules

e IRB pathways for worker testimony

e trauma-informed interviewing standards

e secure handling of retaliation-sensitive reports

L20 - Future Research Agenda and
Evidence-Gap Prioritization

Research priorities include:

e physiologic depletion models

e insurance denial-mortality relationships
e trauma-informed enforcement methods
e algorithmic harm detection

e workforce safety prediction systems

L21 - Epidemiologic and Severity Classification
Standards

Defines:



e acute vs chronic harm

e severity thresholds

e risk categories

e morbidity burden estimation

e national surveillance metrics

L22 - Evidence Grading and Weighting
Framework

COVE/F uses a modified GRADE/USPSTF hybrid:

e Level A: multiple high-quality studies
e Level B: consistent observational evidence
e Level C: expert consensus + preliminary data

e Level D: emerging evidence with strong mechanistic plausibility

L23 - Interdisciplinary Evidence Convergence
Map
Shows convergence of:

e clinical deterioration science

e workforce violence data

e economic exploitation research

e safety-engineering failure models

e legal analyses



e insurance denial datasets

L24 - Measurement Indicators and Tool Set

Includes:
e physiologic indicators
e workload metrics
e harm-loop indicators
e denial-timeline indicators
e retaliation indicators
e workplace violence metrics

e structural inequity indicators

L25 - Real-World Validation and Implementation
Science Framework

Specifies:
e pilot site selection
e fidelity criteria
e adoption barriers
e implementation outcomes (acceptability, feasibility, sustainability)

e monitoring and evaluation protocols



L26 - Surveillance Interoperability Methodology
Connects COVE/F with:

e OSHA 300 logs

e NHSN

e CMS databases

e state workers’ comp systems

e insurer denial data

e EMR systems

e national predictive analytics systems

L27 - Epistemic Integrity and Linguistic Harm
Analysis
Defines standards for:

e narrative analysis

e documentation accuracy

e anti-gaslighting criteria

e protection of worker and patient testimony

e language-based harm identification

e epistemic justice protections
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APPENDIX M - NATIONAL IMPLEMENTATION
PLAYBOOK FOR THE COMPREHENSIVE
OCCUPATIONAL VIOLENCE & EXTRACTION
FRAMEWORK (COVE/F)

Appendix M defines the operational, institutional, multilevel procedures required to implement COVE/F across
health systems, insurers, unions, regulators, and communities. It establishes the national adoption
architecture, agency responsibilities, institutional playbooks, readiness assessments, phased rollout,
monitoring structures, trauma-informed operational standards, and the structural redesign required to
eliminate occupational violence and extraction.

This appendix is essential for translating COVE/F from a regulatory framework into a functioning national
safety infrastructure.

M1 - Purpose and Scope

The National Implementation Playbook provides:

e system-level operational guidance

e agency-level coordination plans

e timelines for phased rollout

e workforce-level integration steps

e union and labor-relations integration

e surveillance system requirements

e trauma-informed operational standards

e corrective-action implementation procedures
e institutional readiness metrics

e performance indicators



It applies to:

e hospitals and clinics

e insurers and benefit administrators
e federal and state agencies

e unions and worker organizations

e accreditation bodies

e EMR vendors

e private contractors

e academic medical centers

e public health departments

M2 - Federal Implementation Architecture

National implementation requires a coordinated, mandated structure led by federal authorities.

M2.1 Lead Federal Agencies
e Department of Health and Human Services
e Centers for Medicare & Medicaid Services
e Department of Labor
e Occupational Safety and Health Administration
e Agency for Healthcare Research and Quality
e Department of Justice
e Office for Civil Rights
e Office of Inspector General

e National Institute for Occupational Safety and Health



e Department of Homeland Security (critical infrastructure integration)

M2.2 Federal Steering Committee

Charged with:

e directive issuance

national surveillance harmonization

enforcement coordination

algorithm oversight

public reporting

Meets quarterly, publishes annual national reports, and sets implementation priorities.

M2.3 Federal Implementation Mandates
e binding compliance for Medicare/Medicaid participation
e mandatory insurer compliance as a condition of federal licensure
e mandatory reporting
e mandatory data transparency

e mandatory harm-loop surveillance

M3 - State Implementation Architecture

States integrate COVE/F through:

e state DOH rulemaking
e workers’ compensation reform
e insurance commissioner alignment

e state OSHA (where applicable)



e public hospital governance mandates

e state university/academic center adoption

States receive federal funds contingent on demonstrated progress.

M4 - Health System Implementation
Architecture

COVE/F must be embedded across all institutional structures.

M4.1 Executive Leadership Responsibilities

Executives must:

e adopt COVE/F standards as binding internal policy

e revise all HR, safety, quality, and operational protocols
e create COVE/F governance committees

e ensure trauma-informed implementation

e allocate adequate staffing and resources

e eliminate retaliation channels

e integrate COVE/F into incident reporting

e implement corrective action on mandated timelines

M4.2 Department-Level Responsibilities

Departments must:

e update workflows
e revise staffing matrices

e integrate COVE/F harm signs into daily huddles



monitor local implementation fidelity
create unit-level safety dashboards

ensure real-time corrective action

M4.3 Workforce Responsibilities

Workers must not be asked to enforce COVE/F; rather they must be:

protected
resourced
supported
able to report safely

never held liable for systemic failure

M5 - Insurer and Benefits System
Implementation Architecture

Insurers must:

adopt COVE/F diagnostic timelines

overhaul utilization review workflows

eliminate algorithmic denial systems not compliant with COVE/F
disclose all denial algorithms

ensure automatic approvals when timelines lapse

adopt equity and discrimination audits

revise appeals structures

implement trauma-informed member interactions



e eliminate ghost networks

e align networks with mandatory adequacy standards

M6 - Union, Labor, and Collective Bargaining
Integration

Unions play a direct role in enforcement.

M6.1 Union Responsibilities

Unions must:

e integrate COVE/F standards into CBAs

e train stewards in COVE/F harm detection
e support member reporting

e enforce safe working conditions

e prevent employer-union collusion

e support independent medical access

M6.2 Workers’ Rights under COVE/F

Workers gain:

e enforceable rights to safety

e enforceable rights to non-retaliatory environments

e enforceable rights to diagnostics

e enforceable rights to full wages during injury evaluation

e enforceable rights to independent clinical evaluation



M7 - Accreditation and Licensing Integration

Accreditation bodies must adopt COVE/F standards, including:

e Joint Commission

e DNV
e NCQA
e URAC

e ANCC Magnet
e ACEN/CCNE

e LCME/ACGME

Mandatory accreditation elements must include:

e COVE/F harm surveillance
e staffing and physiologic safety standards
e retaliation protection

e reporting transparency

M8 - EMR Vendor and Technology Integration

EMR vendors must comply with:

e harm-loop detection integration
e documentation transparency

e audit-log accessibility

e suppression-protection protocols
e algorithmic explainability

e real-time risk alerts



e COVE/F markers in problem lists and flowsheets

M9 - Community-Level Integration

Community bodies implement:

e community surveillance
e care-access transparency dashboards
e health equity alignment

e |ocal reporting mechanisms

Public health departments integrate harm-loop data into community health assessments.

M10 - Implementation Phases (National and
Institutional)

Phase 1 - Mobilization (Months 0-6)

e federal directive issued

e steering committee convened
e state MOUs established

e Dbaseline surveillance launched
e initial staffing assessments

e EMR vendor integration begins

Phase 2 - Infrastructure Build (Months 6-18)

e installation of harm-loop surveillance



e insurer compliance transition
e workforce protections implemented
e algorithmic audits required

e corrective action systems deployed

Phase 3 - Operationalization (Months 18—-36)

e full enforcement begins

e penalties implemented

e public dashboards go live

e accreditation integration complete

e institutional fidelity audits initiated

Phase 4 - Maintenance and Optimization (Year 3 and beyond)
e quarterly national reviews
e annual updates
e continuous improvement
e algorithmic drift detection

e expanded public reporting

M11 - Institutional Readiness Assessment

Readiness is assessed in seven domains:

1. Governance
2. Surveillance

3. Staffing and physiologic safety



4. Training
5. Reporting and transparency
6. Technology infrastructure

7. Clinical operations

Each domain must meet minimum standards before enforcement activation.

M12 - Trauma-Informed Implementation
Standards

COVE/F mandates trauma-informed implementation:

e enforcement avoids punitive approaches toward workers
e corrective action targets systems, not individuals

e reporting processes prioritize safety

e survivor-centered practices

e transparency and autonomy for workers

e climination of forced silence

e climination of coercive documentation practices

M13 - Workforce Training Framework

Training required for:

e executives
e managers

e clinicians



e insurers
e investigators
e surveyors

e union representatives

Training includes:

e COVE/F mechanisms and harms

physiologic safety

e retaliation detection

e trauma-informed communication
e harm-loop identification

e narrative violence recognition

e algorithmic bias detection

M14 - Reporting, Transparency, and Public
Accountability

Institutions must:

e maintain public dashboards
e report staffing ratios

e report diagnostic delays

e report insurer denials

e report retaliation events

e release harm-loop data

e provide annual public reports



e disclose corrective action status

M15 - Corrective Action and Enforcement
Procedures

Corrective action requires:

e immediate cessation of harm

e diagnostic access within mandated timelines
e reversal of unsafe return-to-work decisions
e removal of retaliatory managers

e replacement of unsafe algorithms

e restitution to harmed workers

e strengthened safety infrastructure

Federal agencies may:

e mandate executive removal
e initiate receivership

e suspend federal funding

e impose penalties

e require public notice

M16 - Implementation Safeguards Against
Retaliation

Safeguards include:



e anonymous reporting

e whistleblower protections

e anti-retaliation monitoring

e |egal representation access

e federal oversight of workplace investigations
e protected time for reporting

e forensic auditing of manager behavior

M17 - Performance Indicators and Fidelity
Metrics

Indicators include:

e diagnostic access timelines
e staffing adequacy

e physiologic safety measures
e injury rates

e turnover rates

e denial rates

e retaliation patterns

e harm-loop closure time

M18 - Evaluation and Continuous Improvement

Annual evaluation includes:



e audit reports

e equity analyses

e insurer denial audits

e staffing safety revisions
e workforce injury data

e algorithmic drift review

Institutions must submit annual COVE/F Improvement Plans.

M19 - Integration with Workforce Safety, Public
Health, and National Security

COVE/F implementation strengthens:

e critical infrastructure protection
e emergency readiness

e pandemic resilience

e continuity of operations

e national healthcare surge capacity

This appendix mandates integration with DHS, FEMA, ASPR, and National Security Council structures.

M20 - Implementation Failure and Federal
Intervention

Federal intervention is triggered when:

e institutions fail to meet minimum standards



e insurers repeatedly violate timelines
e retaliation escalates
e mortality or major harm occurs due to inaction

e state regulators fail to enforce

Intervention may include:

e receivership

e public sanctions

e leadership replacement

e suspension of federal funding
e criminal referral

e licensing consequences
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APPENDIX N - NATIONAL EDUCATION,
TRAINING, AND PUBLIC LEARNING
FRAMEWORK FOR THE COMPREHENSIVE
OCCUPATIONAL VIOLENCE & EXTRACTION
FRAMEWORK (COVE/F)

Education is a structural intervention.

Occupational violence, extraction, coercion, epistemic suppression, insurer-driven harm, and staff-to-patient
transmission of harm persist because individuals and institutions are never taught:

e what harmis

e how itis produced

e how to recognize it

e how to stop it

e how to report it

e how retaliation functions

e how systems silence dissent

e how trauma manifests physiologically

e how benefits systems extract health and wealth
e how documentation is weaponized

e how algorithmic systems suppress care
e how structural inequity reproduces harm

e how power operates in healthcare

This appendix establishes a mandatory, national, trauma-informed, legally binding education system for
all institutions covered by COVE/F.



N1 - Purpose and Scope

Appendix N establishes:

e minimum education standards

e required curricula

e competencies

e worker, patient, community rights to education
e licensing requirements

e federal certification structures

e multi-level training expectations

e trauma-informed instruction standards

e education-as-enforcement protocols

e transparency and accountability requirements

This appendix applies to:

e hospital and clinic employees
e executives and management
e insurers and benefits staff

e union leaders

e vendors

e third-party administrators

e security personnel

e legal departments

e clinical training programs



e accreditation bodies

e educators in professional schools
e patients, families, and communities
e state and federal policymakers

e boards of directors

e licensing boards

N2 - Core Principles

COVE/F education must be:

e trauma-informed

e rooted in clinical physiology
e aligned with safety science
e anti-oppressive

e legally accurate

e publicly accessible

e multilingual

e survivor-informed

e equity-centered

e responsive to community needs
e grounded in real harm cases

e designed to shift organizational culture

Education is not optional.
It is a statutory requirement for participation in federally regulated healthcare and insurance systems.




N3 - Worker Education (All Employees)

Every worker must receive mandatory education in:

1. Physiologic Literacy
e fatigue physiology
e cognitive load and error rates
e sleep/circadian biology
e stress physiology
e autonomic imbalance
e immune suppression
e chronic overwork harm
e injury progression

e deterioration triggers

2. Trauma-Informed Foundations
e trauma physiology
e hypervigilance
e shutdown patterns
e dissociation
e moral injury
e psychological safety
e secondary traumatic stress

e survivor-centered communication

3. Recognition of Violence, Extraction, and Suppression



Workers must learn to identify:

physical violence

psychological violence

structural and organizational violence
wage theft and unpaid labor
benefit-delay extraction

suppression tactics

documentation coercion

disciplinary control

retaliation patterns

algorithmic suppression

narrative and epistemic violence

4. Rights, Reporting, and Protection

Workers must be taught:

their legal rights

how to report safely

where to escalate

protections against retaliation
how to document safely

how to initiate federal intervention

how to access independent medical evaluation

5. Neuroscience of Harm and Safety

threat detection



judgment under duress

attention fragmentation

trauma-impacted communication

physiologic destabilization at work

6. Health Literacy and Self-Advocacy
e understanding one's own health
e recognizing unsafe workload
e advocating for breaks
e identifying coercive assignments

e knowing when to refuse unsafe care

N4 - Leadership and Management Education

Executives, directors, managers, and supervisors must receive advanced training in:

1. Safety Engineering and Harm-Loop Science
e variance detection
e system drift
e harm propagation
e organizational failure modes

e predictive safety analysis

2. Ethical and Legal Accountability

e |eadership-induced harm



e suppression and retaliation liability

e civil rights obligations

e COVE/F enforcement consequences
e duty to accommodate

e insurer-driven harm accountability

3. Trauma Physiology and Leadership Behavior
e power-based harm
e authority-induced threat states
e moral injury emissions

e dysregulation under stress

4. Equity and Anti-Bias Governance
e structural inequity
e racialized patterns of discipline
e disability discrimination
e pregnhancy and postpartum protections

e gendered harm dynamics

5. Communication and Organizational Safety
e trauma-informed supervision
e conflict de-escalation
e transparency standards

e restorative communication



N5 - Clinical Professional Education

Clinicians (all licensure types) must receive advanced education in:

1. Deterioration Science
e early-warning physiology
e denial- and delay-induced deterioration
e workload-driven clinical error patterns

e cognitive burden and clinical judgment

2. Narrative and Epistemic Integrity
e accurate, non-coercive documentation
e trauma-informed history taking
e avoiding diagnostic overshadowing
e climinating biased language

e preserving patient narrative fidelity

3. Harm Detection and Escalation
e recognizing unsafe assignments
e recognizing retaliation
e reporting clinical harm
e initiating COVE/F escalation

e documenting harm events

4. Teaching Patients and Families

e health literacy skills



e trauma-informed patient education
e preparing families to advocate

e recognizing insurer-driven clinical risk

N6 - Insurer, Benefits, and Payor Education

Mandatory education for:

e adjusters

e utilization review staff

e |MR personnel

e PBM employees

e actuaries

e network adequacy supervisors

e denial algorithm designers

Curriculum includes:

e trauma-informed benefits administration

legal accountability

e physiologic consequences of delay
e harm propagation

e discrimination audits

e civil rights protections

e ethics of benefits work

e COVE/F enforcement consequences




N7 - Union, Worker Organization, and CBA
Education
Unions must train members in:

e COVE/F rights

e retaliation mapping

e safety rights

e accommodation rights

e disability law

e how to initiate federal intervention

e trauma-informed peer support

e anti-collusion safeguards

N8 - Board of Directors & Governing Body
Education

Boards must complete mandatory education in:

e fiduciary responsibility under COVE/F
e structural harm and negligence

e workforce safety as patient safety

e insurer-driven harm

e financial extraction

e |egal duties to protect workers

e civil rights law

e national security implications of unsafe healthcare



Boards must recertify annually.

N9 - Education for Hospital Attorneys and Legal
Departments

Legal departments must receive training in:

e cthical legal practice

e retaliation dynamics

e structural suppression

e harm recognition

e trauma-informed investigation
e civil rights compliance

e documentation distortion harms

e federal enforcement obligations

This prevents weaponization of the legal system against workers or patients.

N10 - Licensing Board Education

Licensing boards (nursing, medicine, pharmacy, allied health) must be trained in:

e epistemic violence
e narrative distortion
e retaliation disguised as professionalism
e trauma physiology
e structural inequity

e discriminatory discipline patterns



e legal oversight obligations

Boards must realign disciplinary standards with COVE/F.

N11 - Law Enforcement and Security Personnel
Education

Security officers must receive:

e trauma-informed de-escalation

e disability awareness

e implicit bias training

e physiologic crisis response

e boundaries and limits of authority

e understanding of structural and racialized harm

e civil rights obligations in healthcare settings

Security misuse is recognized as violence; education mitigates this.

N12 - Vendor, Contractor, and Third-Party
Education

All individuals with access to:

e staffing infrastructure
e documentation systems
e HR systems

e Dbenefits systems



e EMR data
e analytics
e predictive modeling

e safety tools

must receive:

e COVE/F compliance education
e trauma-informed foundations

e privacy, safety, and civil rights standards

N13 - Academic and Professional Training
Standards

Professional schools must integrate COVE/F into:

e nursing curricula

e medical curricula

e pharmacy curricula

e social work curricula
e allied health curricula

e residency and fellowship programs

Curriculum includes:

e structural violence
e deterioration science
e insurance-driven harm

e worker safety science



e narrative and epistemic integrity
e trauma physiology

e moral injury

e benefits literacy

e early-warning data interpretation

e system design and safety engineering

Accreditation bodies must incorporate COVE/F into standards.

N14 - Patient, Family, and Community
Education

Education must include:

1. Physiologic Literacy
e recognizing deterioration
e understanding stress responses
e understanding fatigue

e recognizing harmful care delays

2. Abuse and Harm Recognition
e recognizing clinical negligence
e recognizing insurer-driven harm
e recognizing coercion
e recognizing narrative distortion

e recognizing retaliation



3. Autonomy and Rights
e patient rights
e worker rights
e survivor rights
e reporting pathways

e |egal remedies

4. Community Health Literacy
e harm loops
e community safety dynamics
e environmental stressors

e public health access

Education must be available:

e at bedside

e in discharge packets
e online

e in multilingual formats

e in accessible literacy levels

N15 - Education for Policymakers (State and
Federal)

Lawmakers must receive education in:

e COVE/F obligations



e workforce safety as infrastructure
e insurer-driven harm

e economic and public health impact
e legal reform requirements

e bias and inequity patterns

e national security implications

This is required for meaningful legislative alignment.

N16 - National Public Education Campaign
A federal public education program must include:

e harm recognition

e insurance literacy

e patient safety education

e worker rights

e community impact of extraction

e reporting pathways

Delivered through:

e public service campaigns
e school curricula
e community health workers

e federally funded outreach




N17 - Curriculum Infrastructure and Federal
Repository
A national repository must provide:

e standardized modules

e simulation content

e trauma-informed scenarios

e multilingual materials

e disability-accessible materials

e annual updates

e community review integration

N18 - Certification, Licensing, and Federal
Registry
Institutions, leaders, insurers, and professionals must be:

e certified in COVE/F education
e listed in a federal registry
e audited annually

e subject to revocation for non-compliance

Workers must have rights to verify or dispute training records.

N19 - Safeguards Against Educational
Manipulation



Safeguards include:

e employer cannot modify content
e no retaliation for participation

e protected time for training

e confidential access to materials
e independent oversight

e whistleblower reporting

N20 - Evaluation, Competency Assessment, and
Recertification

Assessment includes:

e scenario-based evaluation
e written tests

o reflective assessment

e case analysis

e simulation

e annual recertification

e trauma-informed competency validation

N21 - Required Curriculum for Return-to-Work
Coordinators

Coordinators must learn:



e physiologic recovery timelines

e delayed-onset injury progression
e harm of premature return

e coercion and retaliation dynamics
e trauma physiology

e legal obligations to accommodate

N22 - National Talent Pipeline and Workforce
Education Strategy

Includes:

e apprenticeships

e transition training

e trauma-informed onboarding

e community training programs

e career ladders linked to COVE/F competencies

e debt-relief linked to service in trauma-informed roles

N23 - Integration with EMR and Documentation
Training
EMR trainers and analysts must teach:

e trauma-informed documentation

e avoiding epistemic harm



e climinating biased language
e transparency in note structure
e accuracy standards

e avoidance of suppression of physiologic evidence

N24 - Education as Enforcement

Education functions as enforcement through:

e conditional accreditation

e conditional insurer licensure

e conditional Medicare participation
e civil rights compliance

e executive accountability

e mandatory corrective training

Noncompliance triggers penalties.

N25 - Survivor-Led Education Panels

Mandatory panels must:

e review curricula

e integrate survivor experience

e guide trauma-informed improvements
e evaluate harm cases

e advise on narrative justice



e prevent institutional minimization

N26 - Public and Community-Based Coaching
and Navigation

Federal funding must support:

e patient navigators

e return-to-work navigators
e community health workers
e trauma-informed coaches

e benefits literacy workers

N27 - Integration with K-12 and Higher
Education Systems

School systems must include age-appropriate curricula on:

e bodily autonomy

e trauma recognition

e emotional regulation

e harm and abuse awareness
e healthcare navigation

e worker rights (for high school students)



N28 - Transparency Requirements

Institutions must publish:

e training completion rates
e compliance gaps
e disparities

e corrective action status

N29 - Annual National Review and Update Cycle

A federal review panel updates:

e curricula

e trauma-informed standards
e equity guidelines

e legal requirements

e clinical evidence

e harm-loop data
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APPENDIX O - ENFORCEMENT PROCEDURES,
AUDIT METHODS, INVESTIGATION PROTOCOLS,
AND CORRECTIVE ACTION OPERATIONS
UNDER COVE/F

Appendix O defines the national operational system for enforcing the Comprehensive Occupational Violence &
Extraction Framework (COVE/F). It establishes binding federal procedures, investigative standards, audit
protocols, evidence rules, accountability mechanisms, penalties, corrective actions, timelines, disclosure
requirements, and structural interventions.

This appendix ensures COVE/F is not advisory, but enforceable.

O1 - Purpose and Scope

Appendix O provides:

o federal and state enforcement architecture
e investigation and audit procedures

e timelines for enforcement

e requirements for corrective action

e penalties and sanctions

e documentation and data requirements

e trauma-informed investigative standards

e civil rights enforcement integration

e digital forensic standards

e payor/insurer enforcement protocols

e retaliation investigation requirements



e public transparency mandates

It applies to:

e healthcare facilities

e insurers and benefits systems

e unions and labor organizations

e licensing boards

e EMR vendors

e security personnel

e contractors, subsidiaries, and third-party entities
e accrediting bodies

e state and federal agencies

O2 - Enforcement Authority Structure

02.1 Primary Federal Authority

Enforcement is shared across:

e HHS
e CMS
e OSHA
e DOL
e DOJ
e OCR

e OIG



e NIOSH

e DHS (critical infrastructure)

Federal authority overrides conflicting state law when safety, civil rights, or physiologic harm are implicated.

02.2 National Enforcement Coordination Center (NECC)

NECC coordinates:

e cross-agency investigations
e algorithmic reviews

e national harm surveillance
e CAO oversight

e public reporting

e interagency data exchange

02.3 State Enforcement Partners

States participate through:

e Departments of Health

e labor boards

e workers’ compensation agencies
e insurance commissioners

e attorney general offices

02.4 Joint Investigative Teams

For serious or systemic harm, NECC forms teams including:

e clinical experts

e safety engineers



e data forensic analysts

e trauma-informed investigators
e legal counsel

e civil rights specialists

e |abor specialists

O3 - Enforcement Triggers

Enforcement is automatically triggered by:

e diagnostic delays beyond federal limits

e insurer benefit denials resulting in harm

e staffing below physiologic safety thresholds
e retaliation reports or indications

e documentation coercion

e evidence of suppression or distortion

e discrimination patterns

e algorithmic denial or suppression

e workplace injury misclassification

e ghost network identification

e wage theft or break theft

e unsafe return-to-work decisions

e suppression of early-warning signals

e patient deterioration caused by system delays

e leadership obstruction of safety reports



Institutions cannot block enforcement.

O4 - Investigation Protocols

Investigations follow mandatory standards:

04.1 Trauma-Informed Protocols
e no re-traumatizing questioning
e survivor pacing dictation
e emotional support availability
e confidentiality protection

e physical and psychological accommodations

04.2 Documentation-Integrity Investigation

Investigators must:

e retrieve EMR audit logs

e examine late entries and edits

e detect deletion or suppression

e map narrative distortion patterns

e review communication logs

e compare documentation to patient physiologic data

e analyze supervisory instructions affecting notes

04.3 Retaliation-Pattern Investigation

Analysis includes:

e schedule changes



e assignment changes

e write-ups

e demotion or exclusion

e administrative “investigations” initiated after reports
e peer review abuse

e HR weaponization

e union-employer collusion

04.4 Digital Forensics

Includes:

e metadata extraction

e version history

e suppression tracking

e algorithmic decision logs
e benefit denial logs

e internal communications
e deletion recovery

e network adequacy falsification review

04.5 Multisource Evidence Integration

Investigators must triangulate:

e worker reports
e patient/family reports
e EMR data

e staffing data



e benefits system logs
e appeals histories

e diagnostic timelines
e communications

e financial incentives
e quality metrics

e any whistleblower evidence

One source cannot override others.

O5 - Evidence Standards

05.1 Preponderance Standard

Used for most administrative findings.

05.2 Clear and Convincing Evidence Standard

Used for:

e executive discipline
e license restrictions
e civil rights violations

e harm-causing algorithm deployment

05.3 Strict Liability Categories

Strict liability applies to:

e missed diagnostic timelines

e forced premature return-to-work



e altered documentation
e denial without clinical review
e retaliation within 180 days of a report

e use of ghost networks

05.4 Burden Shifting

Once retaliation or harm is alleged, the employer or insurer must prove:

e no retaliation occurred
e no harm was caused

e decisions were based on documented, non-retaliatory criteria

05.5 Pattern-and-Practice Findings

Multiple incidents constitute:

e structural violence
e systemic suppression
e discrimination

e leadership failure

This automatically escalates penalties.

O6 - Audit Procedures

Audits must be:

e unannounced when possible
e independent

e forensic



e survivor-protective

e comprehensive

Audits include:

06.1 EMR and Documentation Audits

e audit logs

e |ate entries

e suppression attempts

e clinical decision-to-documentation mismatches

e algorithmic override review

06.2 Staffing and Workload Audits

e ratios

e acuity

e assignment practices
e unsafe floating

e break compliance

e workload distribution

06.3 Labor and Wage Audits
e break theft
e wage theft
e forced off-the-clock labor
e denied meal periods

e unpaid mandatory meetings



coerced overtime

06.4 Retaliation and Culture Audits

fear climate indicators
worker interviews
mobility and scheduling patterns

disciplinary pattern analysis

06.5 Insurer and Benefits Audits

denial timelines

appeals processes
discrimination analysis
ghost network detection
utilization review legality
algorithm review

outcomes analysis

O7 - Investigation Timelines

intake review within 72 hours

protective measures immediately

preliminary findings within 14 days

full investigation by day 30—-45

Corrective Action Order issued no later than day 45

compliance verification at 90, 180, and 270 days



e annual institutional audit thereafter

Noncompliance triggers escalating sanctions.

O8 - Corrective Action Orders (CAOs)

CAOs must specify:

e the harm

e the mechanisms involved

e responsible systems or actors
e mandatory corrective steps

e required training

e structural changes

e deadlines

e monitoring frequency

e public reporting requirements
e penalty escalation

e civil rights remediation

Types include:

08.1 Rapid Correction Order (24—72 hours)

Used for immediate threats to life or safety.

08.2 Standard Correction Order (30-90 days)

Used for systemic but correctable harm.

08.3 Structural Redesign Order (6—18 months)



Used for entrenched violence and extraction.

08.4 Federal Oversight Order

Used when leadership fails or obstructs.

08.5 Federal Receivership Order

Used for catastrophic or persistent violations.

09 - Survivor Protections

Mandatory protections include:
e paid reporting time
e job and schedule protection
e non-retaliation guarantees
e transfer upon request
e access to legal counsel
e trauma-informed interview conditions
e anonymity
e follow-up support
e mental health services
e whistleblower legal protections

e survivor-controlled pacing

Survivor harm during investigation constitutes a separate violation.

010 - Retaliation Detection and Enforcement



Retaliation is treated as:

e violence
e suppression
e coercion

e structural harm

Investigators must analyze:
e write-ups
e shift changes
e exclusion
e peer review weaponization
e HR actions
e schedule manipulation
e removal from committees
e denial of opportunities

e security involvement

Any retaliation triggers immediate enforcement and strict liability.

O11 - Penalty Structure

Penalties escalate based on severity, recurrence, and impact.

O11.1 Tier 1 - Administrative Harm

e fines

e mandatory correction



011.2 Tier 2 - Systemic Failure
e doubled penalties
e required training

e formal monitoring

0O11.3 Tier 3 - Severe Harm

e leadership discipline
e |oss of bonuses

e public reporting

O11.4 Tier 4 - Catastrophic Harm

e executive removal
e suspension of federal funds

e licensing actions

0O11.5 Tier 5 - Structural Harm or Death

e federal receivership
e criminal referral
e forced divestiture

e national listing as high-risk entity

Penalties apply to:

e facilities
® insurers

e |eadership



e union leadership (if complicit)

e third-party vendors

012 - Public Transparency Mandates

Institutions must publicly disclose:

e all active investigations

e findings
e penalties
e CAOs

e compliance timelines
e insurer denial patterns
e staffing audits

e corrective actions

e |eadership actions

Failure to disclose is a violation.

013 - Appeals and Reconsideration

Appeals must be:

e survivor-safe
e transparent

e non-retaliatory

Permitted grounds:



e factual error
e procedural error

e new material evidence

Not permitted:

e institutional disagreement
e reputational concerns

e financial inconvenience

Appeals cannot delay interim safety measures.

O14 - Federal Intervention and Receivership

Federal takeover occurs when:

e harm persists after CAOs

e |eadership obstructs investigation
e retaliation intensifies

e documentation is destroyed

e insurer patterns cause mortality
e systemic discrimination persists

e staffing remains unsafe

Receivership includes:

e federal control of operations
e |eadership removal
e mandatory staffing correction

e public reporting



e intensive audits

e sustainability plan

015 - Loophole Closure and Anti-Evasion Rules

Explicitly prohibited:
e outsourcing denial functions
e offloading risk to subsidiaries
e using contractors to avoid enforcement
e creating alternative documentation channels
e ghost networks
e algorithmic black boxes
e union-employer collusion
e retaliation disguised as performance management
e forced confidentiality agreements
e nondisclosure agreements restricting safety reporting

e coerced resignation

Liability is non-delegable.

016 - Compliance Verification and Long-Term
Monitoring

Institutions must undergo:

e semiannual audits



e annual compliance reviews

e workforce safety surveys

e insurer denial pattern reviews
e civil rights audits

e algorithmic drift audits

e EMR suppression audits

e staffing variance analysis

Monitoring continues for at least 3 years following any major violation.
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APPENDIX P - CLINICAL AND WORKFORCE
SAFETY STANDARDS UNDER COVE/F

Appendix P defines the mandatory clinical, physiologic, operational, and environmental safety
requirements that all healthcare institutions must meet to comply with the Comprehensive Occupational
Violence & Extraction Framework (COVE/F). These standards address real-time care delivery, worker
physiologic safety, staffing, diagnostic safety, clinical workload, environmental conditions, and interconnected
patient-worker risk.

The standards in this appendix are enforceable, measurable, and tied to penalties under Appendix O.

P1 - Purpose and Scope

Appendix P establishes:

e minimum clinical safety standards

e physiologic safety thresholds for workers

e workforce requirements to prevent extraction

e diagnostic and treatment timelines

e environmental safety requirements

e trauma-informed clinical operations

e real-time risk surveillance obligations

e disallowed clinical practices

e patient-safety requirements linked to worker safety

e public reporting requirements

The standards apply to all:

e hospitals

e clinics



e ambulatory centers

e urgent care facilities

e behavioral health environments

e long-term care and skilled nursing facilities

e home-health and community-based environments
e telehealth operations

e correctional health systems

These standards are federal minimums that override lower state standards where necessary to protect
human life.

P2 - Physiologic Safety Standards for
Healthcare Workers

Worker physiologic integrity is foundational to patient safety.
Institutions must maintain:

P2.1 Break, Rest, and Recovery Requirements
e workers must receive protected, enforced breaks
e breaks cannot be interrupted except for imminent threats to life
e protected access to food, hydration, and elimination
e Dbreak theft is a safety violation
e no shift > 12 hours except declared disasters
e no mandatory double shifts

e recovery periods between shifts must not be < 10 hours

P2.2 Fatigue and Cognitive Load Limits

Institutions must implement:



e maximum task load limits

e cognitive-load balancing

e protection against forced multitasking

e limits on simultaneous critical-task assignments

e controls on alarm burden

Worker fatigue is classified as physiologic harm.

P2.3 Workload and Task Safety

e staffing must match acuity
e no forced floating to unsafe environments
e no untrained staff assigned to high-acuity patients

e workload must never exceed physiologic and cognitive capacity

P3 - Staffing Safety Standards

Minimum staffing levels must protect both workers and patients.

P3.1 Federal Minimum Safe Staffing Ratios

Ratios must be set by:

e acuity
e physiologic risk
e complexity

e turnover intensity

Failure to meet ratios is a safety violation.

P3.2 Skills-Mix Requirements



e no dilution of expert staff
e no permanent replacement of skilled workers with unlicensed personnel
e preceptors cannot carry full patient loads

e students cannot fill workforce gaps

P3.3 Mandatory Real-Time Staffing Transparency

Institutions must publicly report:

e real-time staffing

e acuity data

e unfilled assignments

e break compliance data
e floating activity

e surge capacity

P4 - Diagnostic Safety Standards

Delayed diagnostics are a key mechanism of harm and must be regulated.

P4.1 Maximum Diagnostic Timelines

Federal limits include:

e |abs: maximum time-to-result based on clinical urgency
e imaging: maximum time-to-order and time-to-completion
e consults: required hour-based timelines

e escalation: mandatory real-time triggers

Any delay exceeding standards triggers investigation.



P4.2 Mandatory Escalation Pathways
e escalation must occur automatically via risk thresholds
e no clinician may be punished for escalating

e no executive may override escalation based on cost

P4.3 Diagnostic Integrity Standards

Institutions must:

e prohibit delay-based rationing
e ensure order-entry is not suppressed by policy
e ensure workers can independently escalate concerns

e prevent under-ordering due to fear of retaliation

P5 - Treatment Safety Standards

P5.1 Timely Treatment

Institutions must maintain:

e maximum time-to-treatment thresholds
e pathways for immediate intervention

e mandatory real-time monitoring for delays

P5.2 No Financially Driven Treatment Delays

Institutions may not:

e delay treatment for insurance authorization

e delay care due to inability to pay



e suppress treatment based on rationing algorithms

P5.3 Pharmacologic Safety

Includes:

e timely medication administration
e no understaffing that endangers medication safety
e secure storage practices

e medication reconciliation standards

P6 - Environmental and Security Safety
Standards

P6.1 Physical Safety

Institutions must maintain:

e safe security practices

e violence-prevention protocols

e safe patient rooms

e safe hallways and equipment placement
e functional call-light systems

e safe restraint practices

e safe infection-control environments

P6.2 Security Misuse Prevention

Security may not be used to:



e intimidate staff

e coerce silence

e suppress reporting
e retaliate

e enact racialized or biased enforcement

Security misuse is classified as violence.

P6.3 Environmental Conditions

Includes:

e temperature control

e lighting standards

e ergonomic protections
e safe equipment access

e no forced manual lifting beyond physiologic limits

P7 - Documentation Safety Standards

Documentation must protect - not harm - workers or patients.

P7.1 Documentation Integrity Requirements
e EMR systems must maintain complete audit logs
e late entries must be flagged and justified
e coercion to alter documentation is prohibited

e notes cannot be weaponized against workers or patients

P7.2 Algorithmic Documentation Rules



e all automated documentation must be transparent
e algorithmic risk scoring must be explainable

e algorithmic suppression is prohibited

P7.3 Trauma-Informed Documentation
Clinical notes must:

e avoid stigmatizing language

e avoid narrative distortion

e prioritize physiologic evidence

P8 - Psychologic, Moral, and Epistemic Safety
Standards

P8.1 Psychological Safety

Institutions must:

e prevent intimidation

e prevent retaliation

e prevent coercive management
e provide mental health resources

e protect clinicians who speak up

P8.2 Moral Safety

Workers may not be forced to:

e violate standards of care



e accept unsafe assignments
e deny care due to rationing
e participate in retaliation

e mislead or suppress patient information

P8.3 Epistemic Safety

Institutions must not:
e dismiss physiologic warning signs
e override worker observation without evidence
e discredit patient/family reports

e suppress clinical intuition

P9 - Patient Safety Standards

Worker harm produces patient harm; therefore patient safety is inseparable.

P9.1 Harm Prevention Requirements

Institutions must:

e prevent sentinel events
e prevent deterioration due to delay
e maintain safe handoff pathways

e prevent falls, pressure injuries, and iatrogenic harm

P9.2 Real-Time Physiologic Monitoring

Requirements include:



e timely recognition of deterioration
e immediate escalation
e documented response windows

e no suppression of alarms or monitoring data

P9.3 Informed Consent Integrity
e no coercion
e no information suppression
e no distorted patient narratives

e no altered or missing documentation

P10 - Intersection of Worker Safety and Patient
Safety

This section explicitly codifies that:

e unsafe staffing creates patient harm

e worker fatigue increases medical error
e moral injury degrades clinical judgment
e suppressed reporting increases risk

e retaliatory cultures reduce escalation

e insurer-driven delays cause deterioration

This interdependence is enforceable under COVE/F.

P11 - Disallowed Practices



Institutions may not engage in:

e mandatory overtime

e charge nurses without breaks

e 1:1 assignments without relief

e assigning untrained staff to high-acuity areas
e delay-based rationing

e punitive or retaliatory documentation practices
e schedule manipulation

e ghost network usage

e denial of diagnostic testing to reduce costs

e coercive return-to-work demands

These are classified as structural violence.

P12 - Mandatory Real-Time Safety Infrastructure

Institutions must have:

e automated risk detection

e immediate escalation triggers

e worker-controlled rapid-activation alerts
e violence de-escalation teams

e trauma-informed reporting systems

e real-time data dashboards

e transparent safety indicators




P13 - Patient, Worker, and Family Rights

Rights include:

e right to safe care

e right to safe working conditions

e right to be free from retaliation

e right to timely diagnostics

e right to clear information

e right to trauma-informed communication
e right to participate in care decisions

e right to refuse unsafe assignments

e right to escalate concerns

e right to external reporting

These rights must be posted publicly in all care areas.

P14 - Public Reporting Requirements

Institutions must publicly report:

e staffing levels

e safety incidents

e diagnostic delays

e sentinel events

e retaliation findings
e CAO compliance

e violence incidents



e benefits-denial outcomes

e EMR suppression findings

P15 - Enforcement and Compliance

Noncompliance with Appendix P triggers:

e immediate investigation
e penalties per Appendix O
e Corrective Action Orders

e potential federal oversight

Repeat violations escalate to:

e |eadership removal
e license actions
e |oss of federal reimbursement

e federal receivership
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APPENDIX Q - CLINICAL EVENT PATHWAYS,
ESCALATION STANDARDS, AND REAL-TIME
RISK RESPONSE REQUIREMENTS (EXPANDED
Q2 EDITION)

Appendix Q establishes the nationally enforceable clinical event management system under the
Comprehensive Occupational Violence & Extraction Framework (COVE/F). It defines the required pathways,
timelines, thresholds, interdisciplinary responsibilities, protections, and digital-system requirements
for recognizing deterioration, initiating escalation, completing diagnostics and treatment, and safeguarding both
workers and patients.

Appendix Q is binding on all healthcare institutions receiving public funds, private insurers operating under
Appendix K, licensing boards, professional associations, long-term care environments, ambulatory care
entities, home-health agencies, and any third-party contractor engaged in clinical operations.

Q1 - Purpose and Scope

Appendix Q governs:

the recognition of physiologic deterioration across all settings;

the conditions under which escalation is mandatory;

the maximum allowable timelines for diagnostics, treatment, and evaluation;
the authority of workers to escalate without interference;

the protections for clinicians, patients, and families during escalation;

the cross-disciplinary coordination requirements;

the integration of device, EMR, and algorithmic data;

the prohibition of escalation suppression;

the linkage between escalation failure and structural harm under COVE/F;
the required institutional infrastructure for rapid response, team composition, and event review.

The scope includes:

inpatient units;

emergency departments;

perioperative and procedural environments;
intensive care units;

outpatient clinics and ambulatory surgery centers;
behavioral health environments;

skilled nursing and long-term care;

rehabilitation centers;

dialysis units;



home-health and community-based services;
telehealth and hybrid care pathways.

Q2 - Foundational Principles

Q2.1 Physiologic primacy.
Physiologic data, clinical judgment, and patient presentation override administrative goals, cost
considerations, productivity expectations, or hierarchical constraints.

Q2.2 Non-retaliation mandate.
No clinician, patient, family member, or community partner may face retaliation for activating an escalation
pathway. Retaliation constitutes a violation under Appendix O.

Q2.3 Mandatory timeliness.
Delays in any component of recognition, evaluation, diagnostics, or treatment are classified as harm.

Q2.4 Interdependence of worker safety and patient safety.
Fatigue, cognitive overload, trauma exposure, unsafe staffing, and organizational violence directly impair
clinical judgment and escalate patient risk.

Q2.5 Transparency and accountability.
All escalation events must be recorded, timestamped, auditable, and incorporated into institutional reporting
under Appendices E and O.

Q3 - Core Escalation Infrastructure (National
Minimum Standards)

Every institution must maintain four primary escalation pathways.

Q3.1 Standard Escalation Pathway (SEP) for early deterioration.
Recognizes physiologic changes, new or worsening symptoms, patient or family concern, and subtle clinical
shifts.

Q3.2 Rapid Response Pathway (RRP).
Activated for urgent but non-arrest deterioration, including respiratory distress, neurologic changes,
hemodynamic instability, sepsis indicators, uncontrolled pain, or clinician intuition of danger.

Q3.3 Code Pathway (CP).
Activated for immediate life-threatening emergencies requiring rapid multidisciplinary intervention.

Q3.4 Trauma-Informed Pathway (TIP).
Activated for behavioral escalation, suicidality, mental-health crises, domestic violence indicators, trauma
symptoms, and scenarios where security involvement poses additional risk.



Each pathway must include:

team composition requirements;

competency standards;

response timelines;

clear authority structures that cannot be overridden by management;
mandatory documentation requirements;

post-event review pathways.

Q4 - Mandatory Escalation Triggers (Universal
Triggers Across All Settings)

Q4.1 Physiologic triggers.

Mandatory escalation occurs with changes in vital signs, oxygen desaturation, respiratory distress,
hemodynamic deviation, new arrhythmia, fever with risk indicators, severe unexplained pain, acute neurologic
change, altered mental status, acute agitation, or any presentation consistent with sepsis, stroke, M,
postpartum hemorrhage, pulmonary embolism, anaphylaxis, or shock.

Q4.2 Clinical judgment triggers.

Escalation may occur based on professional intuition, pattern recognition, comparison to baseline status,
recognition of risk trajectories, concern expressed by experienced staff, or situations where the clinician
senses physiologic instability.

Q4.3 Patient and family triggers.
Patients and families may activate escalation at any time without penalty. Their concern must be treated as a
physiologic input.

Q4.4 Diagnostic delay triggers.
Escalation must occur when laboratory tests, imaging, consult evaluations, or procedures exceed federally
defined timelines.

Q4.5 Worker-safety triggers.
Escalation is mandatory when staffing ratios are unsafe, acuity surpasses personnel capacity, violence risk
escalates, or cognitive overload impairs clinical performance.

Q5 - Condition-Specific Escalation Thresholds
(Federal Timelines and Protocols)

Appendix Q mandates explicit thresholds for:

sepsis (time-to-antibiotics, lactate testing, fluid resuscitation, repeat lactate);
stroke (door-to-CT, door-to-needle, door-to-thrombectomy);

myocardial infarction (ECG, troponin turnaround, reperfusion windows);



postpartum hemorrhage (quantitative blood loss triggers, rapid transfusion protocol thresholds);
trauma (activation levels, imaging timelines);

acute kidney injury (creatinine kinetics, urine output monitoring);

delirium (rapid neurologic evaluation frameworks);

pediatric deterioration (age-adjusted vital sign triggers);

behavioral health crisis (psychiatric evaluation timelines, suicide risk assessment timelines).

Failure to meet any timeline constitutes harm under COVE/F.

Q6 - Cross-Department Escalation (ED,
Perioperative, Procedural, Radiology, Dialysis,
Oncology)

Q6.1 Emergency department to inpatient.
Bed delays, hallway boarding, and prolonged ED stays require automatic escalation to institutional leadership
and clinical operations oversight.

Q6.2 Perioperative escalation.
Includes escalation for unexpected bleeding, airway risk, anesthesia complications, hemodynamic lability, and
recovery-room deterioration.

Q6.3 Procedural and interventional escalation.
Cardiac cath labs, interventional radiology suites, and procedural sedation pathways must include rapid
handoff and immediate rescue capacity.

Q6.4 Radiology escalation.
Diagnostic imaging delays, contrast reactions, incidental critical findings, and radiology-based deterioration
require standardized pathways.

Q6.5 Dialysis escalation.
Hyperkalemia, volume overload, arrhythmia, and access complications require immediate activation.

Q6.6 Oncology escalation.
Febrile neutropenia, tumor lysis syndrome, airway compression, and new neurologic deficits require
immediate activation.

Q7 - Escalation Suppression (Prohibited
Practices)

Appendix Q defines escalation suppression as any direct or indirect act that delays or discourages activation.



Prohibited actions include:

blocking activation due to hierarchy;

requiring permission from supervisors prior to escalation;
delaying diagnostic orders for cost or staffing reasons;
discouraging escalation based on workflow or productivity;
discrediting the clinician’s concern or experience level;
overriding physiologic data without justification;
withholding resources;

assigning retaliatory tasks to suppress escalation.

Suppression constitutes structural violence under COVE/F and triggers enforcement under Appendix O.

Q8 - High-Risk Situations: Boarding, Overflow,
Unsafe Admissions, Unsafe Discharges

Q8.1 Hallway boarding.
Boarded patients require enhanced monitoring, 1:1 availability, and automatic deterioration surveillance.

Q8.2 Overflow units.
Temporary beds must meet full safety standards.

Q8.3 Unsafe admission escalation.
If a patient is moved to a unit unable to safely manage their care, escalation is mandatory.

Q8.4 Unsafe discharge escalation.
Discharging an unstable patient, or one who lacks safe follow-up capacity, constitutes harm.

Q9 - Worker Injury, Error, and Impairment
Escalation Pathways

Escalation must occur when:

a clinician is injured;

a clinician experiences violence;

a clinician commits an error requiring investigation;

a clinician is cognitively impaired due to fatigue or trauma;
staffing is inadequate to perform duties safely.

These events require:

immediate evaluation;

relief from duty if unsafe to continue;
post-incident review under Appendices O and P.



Q10 - Device, EMR, and Algorithm Integration
Requirements

All escalation pathways must integrate:

real-time monitoring;

auto-alerts for physiologic deterioration;
auto-alerts for diagnostic delays;

forced escalation when orders are unaddressed:;
audit-protected timestamps;

EMR suppression detection;

algorithmic transparency and override capacity.

Algorithms must be:
explainable;
auditable;
bias-audited;
suppression-proof.

Q11 - Special Populations Escalation Pathways

Federal sub-pathways must exist for:

pediatric patients;

pregnancy and postpartum;

older adults;

patients with disabilities;

patients with sensory or neurodivergent needs;
transgender and gender-expansive patients;
patients with limited English proficiency;
patients experiencing violence or coercion.

Each must include trauma-informed accommodations and enhanced surveillance.

Q12 - Behavioral Health, Violence, and Trauma
Escalation



Q12.1 Trauma-informed crisis management.
Mandates de-escalation, mental-health specialist involvement, environmental control, and patient safety

protections.

Q12.2 Security limitations.
Security may not lead escalation except in imminent physical danger.
Security misuse is categorized as violence.

Q12.3 Psychiatric evaluation timelines.
Institutions must meet federally defined maximum wait times for evaluation, treatment, and disposition.

Q13 - Multidisciplinary Roles & Responsibilities
Matrix

Appendix Q mandates formal role definitions for:
bedside clinicians;

charge nurses;

rapid response nurses;

respiratory therapists;

hospitalists;

intensivists;

advanced practice providers;

attending physicians;

clinical pharmacists;

behavioral health specialists;

security (with restricted authority);

unit leadership (with explicit limits);
administrative supervisors (with no authority to block escalation).

Each role must have defined competencies and response timelines.

Q14 - Escalation Failure Review and
Root-Cause Protocol (Federal Standard)

All escalation failures require:

root-cause analysis using federal templates;
pattern-recognition analysis;

diagnostic delay audits;

staffing adequacy review;

leadership behavior review;

algorithmic contribution review;



documentation integrity review;
insurer contribution review.

Timeline:

initiation within 48 hours;
completion within 14 days;
public reporting within 30 days.

Q15 - Escalation Across Non-Hospital Settings

Appendix Q mandates parallel escalation systems for:
home health;

skilled nursing;

assisted living;

rehabilitation;

correctional health;

ambulatory surgery;

outpatient specialty clinics;

telehealth encounters.

Each must include transfer decision thresholds, emergency transport protocols, and remote clinician escalation
authority.

Q16 - Social Determinant and Structural Risk
Escalation

Clinicians must escalate when risk is amplified by:
housing instability;

food insecurity;

lack of transportation;

limited English proficiency;

disability status;

exposure to violence;

racism, sexism, transphobia, or other bias.

These conditions influence physiologic risk and must be included in deterioration pathways.



Q17 - Supply-Chain, Medication, Equipment,
and Infrastructure Escalation

Escalation is mandatory for:

PPE shortages;

critical medication shortages;
equipment failure;

electrical or oxygen system failure;
sterilization breaches;

water safety concerns;

facility contamination events.

Environmental failure constitutes a clinical emergency.

Q18 - Post-Discharge Deterioration Pathways

Escalation must be available through:
follow-up calls;

telehealth monitoring;

direct patient escalation to hospital teams;
remote monitoring alerts;

bypass pathways to avoid ED delay.

Q19 - Handoff, Transfer, and Shift-Change
Escalation Standards

Escalation is required when:

handoff is incomplete;

clinical deterioration is ignored;

the receiving clinician lacks capacity or training;
pending diagnostics or treatments are not addressed,;
acuity mismatch is present.



Q20 - Community-Based Escalation (Family,
Paramedics, School Nurses, Community Health
Workers)

Family-initiated escalation must be structurally supported.
Community clinicians must have access to escalation pathways that route to hospital-based teams.

Q21 - Public Reporting Requirements

Institutions must publicly report:

escalation call volume;

response times;

deterioration outcomes;

diagnostic delays;

treatment delays;

suppression incidents;

violence incidents related to escalation;
staffing patterns linked to escalation failures.

Q22 - Enforcement Triggers (Appendix O
Linkage)

Any violation of Appendix Q triggers enforcement under Appendix O, including:
investigation;

Corrective Action Orders;

penalties;

leadership discipline;

license action;

federal oversight;

receivership.

Q23 - Legal Protections

Clinicians activating escalation are protected by:
immunity from discipline;



immunity from retaliation;

immunity from litigation initiated by employers for escalation actions;
protection from peer review abuse;

protection from documentation weaponization.

Q24 - Final Integration Requirements (Q Linked
to P, O, K, and E)

Appendix Q is enforceable through:

Appendix P (clinical safety standards);

Appendix O (enforcement, audits, penalties, receivership);
Appendix K (insurer and benefits-system accountability);
Appendix E (governance, oversight, federal bodies).

Escalation failures attributable to insurers, employers, unions, or leadership constitute violations under multiple

appendices.

Q25 - Completion Clause

No healthcare institution may modify, dilute, delay, reinterpret, or override Appendix Q.
No third-party insurer, contractor, or EMR vendor may impose barriers or conditions affecting escalation.
Compliance is mandatory for licensure, accreditation, insurance participation, and federal funding.




APPENDIX R — EMERGENCY, DISASTER,
AND SURGE



APPENDIX R - EMERGENCY, DISASTER, AND
SURGE-CAPACITY SAFETY STANDARDS UNDER
COVE/F

Appendix R establishes the binding national emergency, disaster, climate, mass-casualty, and surge-capacity
standards under the Comprehensive Occupational Violence & Extraction Framework (COVE/F). These
standards govern the preparation, activation, coordination, safety, staffing, infrastructure, communication,
triage, evacuation, continuity of care, public reporting, enforcement, and accountability obligations of all
healthcare institutions and related systems during crisis events.

Appendix R prohibits the suspension or dilution of worker or patient protections during emergencies. Crisis
conditions heighten, rather than reduce, federal obligations.

This appendix applies to:

hospitals;

ambulatory and surgical centers;

long-term care and skilled nursing facilities;
behavioral health facilities;

home-health agencies;

EMS systems;

public-health agencies;

insurers;

federal partners;

state emergency agencies;

municipal and county response systems;
clinicians, administrators, and leadership at all levels.

R1 - Purpose and Scope

R1.1 Purpose
Appendix R establishes national standards for emergency and disaster readiness, response, mitigation,
recovery, continuity of operations, and protection of workers and patients during crisis conditions.

R1.2 Scope

These standards govern:

clinical care during crisis;

worker safety during surges;
infrastructure resilience;
mass-casualty response;
pandemic and outbreak operations;



climate-related emergencies;

regional and national system collapse;
interfacility coordination;

insurer obligations;

public transparency;

federal enforcement and penalties.

R1.3 Non-waiver principle
No emergency, disaster, financial strain, staffing shortage, or administrative directive may override clinical,
physiologic, or trauma-informed safety requirements.

R2 - Foundational Principles

R2.1 Physiologic standards remain mandatory.
Federal clinical safety thresholds (Appendix P) and escalation rules (Appendix Q) cannot be suspended.

R2.2 Worker safety is inseparable from patient safety.
Fatigue, trauma exposure, moral injury, cognitive overload, and violence risk intensify in crisis.

R2.3 Equity governs all decisions.
Triage, evacuation, transfer, and resource allocation cannot discriminate.

R2.4 Transparency and accountability are required.
All decisions must be recorded, auditable, and disclosed.

R2.5 Crisis cannot justify harm.
Insurer restrictions, administrative priorities, or financial concerns cannot delay or deny care.

R3 - Emergency Activation Levels (0-5)

R3.1 Level 0: Normal Operations
Baseline operations under Appendices P, Q, O, and K.

R3.2 Level 1: Internal Incident
Fire, flooding, IT outage, unit-level disruption.

R3.3 Level 2: Facility-Level Emergency
Hospital-wide strain, surge, staffing gaps, supply shortage.

R3.4 Level 3: Regional Disaster
Multiple hospitals affected; coordinated response required.

R3.5 Level 4: National Emergency
Federal emergency declaration; national resource mobilization.



R3.6 Level 5: Climate-Crisis Activation
Heatwave; wildfire smoke; storm; flood; environmental contamination; drought; infrastructure collapse.

R4 - Staffing Safety Requirements

R4.1 Mandatory safe ratios remain enforceable.
Ratios defined in Appendix P cannot be waived.

R4.2 Shift limits
No shift over 12 hours; no doubles; minimum 10 hours rest.

R4.3 Mandatory surge staffing pools
Internal float pools; regional mutual aid; federal surge workforce.

R4.4 Skill-mix protection
Unlicensed staff cannot replace licensed staff; students cannot replace workers.

R4.5 Special protections for pregnant and immunocompromised workers; see R26.

R4.6 No retaliation for refusing unsafe assignments (Appendix O linkage).

R5 - Crisis Clinical Safety Standards

R5.1 All Appendix Q escalation pathways remain mandatory.
No delays permitted.

R5.2 Diagnostic timelines
Labs, imaging, and specialty consultations must meet federal standards regardless of surge.

R5.3 Treatment timeliness
Antibiotics, anticoagulation, analgesia, respiratory support, transfusion, and stabilization remain required
within federal windows.

R5.4 Chronic illness continuity requirements
Dialysis; insulin; chemo; infusions; ventilatory support.

R5.5 Boarding escalations
Any patient boarded > 8 hours triggers mandatory escalation to leadership and regional coordination.




R6 - Civil-Rights-Aligned Crisis Triage
Standards

R6.1 Triage prioritizes probability of acute survival with treatment.

R6.2 Prohibited discrimination in triage
No triage decision may consider disability, age alone, race, language, immigration status, gender identity,
insurance status, socioeconomic status.

R6.3 Documentation
All decisions must include defensible physiologic rationale.

R6.4 Appeals
Real-time, rapid appeals process required.

R6.5 Civil-rights enforcement
Violations trigger OCR and DOJ enforcement.

R7 - Infrastructure Failure Standards

R7.1 Mandatory redundant power, water, oxygen, and IT systems.

R7.2 Downtime EMR
Nationally standardized downtime systems must be functional at all times.

R7.3 Escalation timelines
Engineering response within 10 minutes; evacuation decision within 30 minutes if unresolved.

R7.4 HVAC
Mandatory air-quality monitoring and response.

R8 - Supply-Chain Resilience and Stockpile
Requirements

R8.1 Minimum 30-day supply of critical medications.
R8.2 45-day PPE supply during high-risk seasons.

R8.3 Redundant ventilators and oxygen supplies.



R8.4 Federal reporting
Shortages must be reported to HHS within 2 hours.

R8.5 Federal redistribution
Federal resource mobilization triggered automatically under reported shortages.

R9 - Outbreak and Pandemic Response
Standards

R9.1 Negative pressure and isolation surge capacity.
R9.2 Universal access to testing and treatment.
R9.3 Epidemiologic and wastewater surveillance.
R9.4 Vaccination and prophylaxis surge operations.

R9.5 Mandatory staffing protections during outbreaks.

R10 - Evacuation and Special-Population Safety

R10.1 Ventilator-dependent patient evacuation standards.
R10.2 NICU and obstetric evacuation pathways.

R10.3 Behavioral health evacuation protocols.

R10.4 Disabilities-aligned evacuation requirements.

R10.5 Real-time patient tracking during evacuation.

R11 - Interfacility and Regional Coordination

R11.1 Real-time bed dashboard access.
R11.2 Regional transfer protocols.
R11.3 Insurers may not block transfers (Appendix K).

R11.4 Federal override authority.



R12 - EMS Integration and Protection

R12.1 EMS routing autonomy.
EMS may bypass unsafe hospitals.

R12.2 No retaliation for EMS advocacy.
R12.3 EMS integration with hospital RRTs.

R12.4 EMS mental-health surge protections.

R13 - Long-Term Care, Home-Health, and
Outpatient Safety

R13.1 Mandatory evacuation and shelter plans for SNFs and ALFs.
R13.2 Backup power must cover all critical devices.

R13.3 Mandatory temperature control.

R13.4 Chronic illness continuity protections.

R13.5 Remote escalation to hospital rapid-response teams.

R14 - Communications, Redundancy, and
Accessibility Requirements

R14.1 Satellite, radio, and offline EMR systems.

R14.2 Accessible communication:
multiple languages;

plain language;

visual systems;

sign-language capacity.

R14.3 Family notification systems.



R15 - Behavioral Health and Violence
Prevention During Disaster

R15.1 Mental-health rapid-response teams.
R15.2 Trauma-informed de-escalation.
R15.3 Restricted security involvement.

R15.4 Domestic-violence risk escalation.

R16 - Worker Psychological, Trauma, and Injury
Protections

R16.1 Psychological first-aid availability.

R16.2 Mandatory decompression breaks.

R16.3 Grief and loss standards.

R16.4 Hydration, rest, nutrition, elimination protections.

R16.5 Mandatory childcare, transportation, and housing support.

R17 - Real-Time Monitoring and Integrated
Dashboards

R17.1 Real-time dashboards for:
staffing;

acuity;

oxygen;

ICU load;

ED surge;

infection rates;

infrastructure status;

supply chain.

R17.2 Direct integration with Appendix S (national harm surveillance).



R18 - Mortality, Morbidity, and Harm Reporting

R18.1 All disaster-associated deaths classified as preventable unless disproven.
R18.2 Public reporting of mortality patterns.
R18.3 Root-cause review for all patient and worker deaths.

R18.4 Discrepancies trigger federal investigation.

R19 - Enforcement and Penalties

R19.1 Violations trigger Appendix O enforcement.

R19.2 Possible penalties:
Corrective Action Orders;
civil-rights actions;
license actions;
leadership removal;

loss of funding;

federal receivership.

R19.3 Insurers violating emergency obligations face sanctions under Appendix K.

R20 - Completion Clause

R20.1 No institution, insurer, administrator, or government may dilute or suspend Appendix R.

R20.2 Compliance required for licensure, accreditation, insurance participation, and federal funding.

THE 29 MANDATED MISSING SECTIONS (NOW
INCLUDED)



R21 - Climate-Crisis Health System Response
Standards

R21.1 Wildfire-smoke protections
Filtration; ventilation; indoor air standards; N95 availability.

R21.2 Heatwave operations
Cooling shelters; hydration cycles; worker heat protocols.

R21.3 Flood and storm resilience
Water contamination plans; evacuation corridors.

R21.4 Climate-linked disease escalation
Vector control; respiratory disease surveillance.

R22 - National Hospital Readiness Certification
System

R22.1 Federal certification tiers (Bronze, Silver, Gold).
R22.2 Annual readiness audits.
R22.3 Public posting of readiness scores.

R22.4 Penalties for readiness failure.

R23 - Insurer and Benefits-System Emergency
Requirements

R23.1 Automatic waiver of prior authorization.
R23.2 Mandatory coverage for emergency transfers.
R23.3 Full continuity of medication and treatment.

R23.4 No denial of claims during declared emergencies.



R24 - Community Coordination and Intersector
Engagement

R24.1 Coordination with:

schools;

shelters;

correctional health;

primary care;

home-health;

community paramedicine.

R24.2 Real-time resource sharing.

R24.3 Community evacuation support.

R25 - National Disaster Mortality Accountability
Framework

R25.1 National mortality classification.
R25.2 Attribution of deaths to system failures.

R25.3 State-level corrective action mandates.

R26 - Mandatory Protections for Pregnant and
Reproductive-Age Workers

R26.1 Removal from infectious hotspots.
R26.2 Prohibition from violent surge areas.
R26.3 Temperature control protections.

R26.4 Protected leave activation.



R27 - Evacuation Standards for High-Risk and
Complex Populations

R27.1 Ventilator-dependent patients.
R27.2 Autistic and sensory-sensitive patients.
R27.3 Patients in behavioral restraints.

R27.4 Bariatric patients.

R28 - Disaster Ethics Standards

R28.1 Anti-oppression triage requirements.
R28.2 Prohibition of utilitarian rationing models.

R28.3 Mandatory ethics oversight boards.

R29 - Crisis Staffing and Skill-Mix Protection

R29.1 No dilution of skilled workforce.
R29.2 No unlicensed substitution.

R29.3 Federally protected critical skills registry.

R30 - Disaster Communication Continuity and
Technical Redundancy

R30.1 Satellite phone networks.

R30.2 Radio-based command.

R30.3 Paper charting standards.

R30.4 Family communication continuity.



R31 - National Disaster Behavioral Health
Response System

R31.1 Mental-health strike teams.
R31.2 Worker trauma stabilization.

R31.3 Community trauma support.

R32 - Family Reunification and Communication
Standards

R32.1 Real-time patient location tracking.
R32.2 Family reunification after evacuation.

R32.3 Public reporting of relocation status.

R33 - Long-Duration Disaster Safety
Requirements

R33.1 Systems for multi-week heatwaves, outages, or pandemics.
R33.2 Chronic resource management.

R33.3 Worker rotation schedules.

R34 - EMS Crisis Load Protections and Routing
Autonomy

R34.1 EMS may bypass overloaded facilities.



R34.2 Federal protection from retaliation.

R34.3 Real-time EMS risk dashboards.

R35 - Federal Critical Infrastructure Collapse
Response

R35.1 FEMA-HHS-DHS coordinated teams.
R35.2 Mobile ICU units.

R35.3 Emergency oxygen and power supply deployment.

R36 - Public Health Order and Government
Mandate Alignment

R36.1 Pandemic mandates; isolation; vaccination.
R36.2 Testing surge integration.

R36.3 Public health law alignment.

R37 - Worker Housing, Shelter, and
Transportation Requirements

R37.1 Emergency on-site housing.
R37.2 Transportation support.

R37.3 Emergency childcare.



R38 - Accountability for Disaster
Mismanagement

R38.1 Penalties for leadership negligence.
R38.2 State accountability review.

R38.3 Federal receivership triggers.

R39 - Accessibility Requirements for People
With Disabilities
R39.1 Accessible evacuations.

R39.2 Communication accommodations.

R39.3 Disability-informed triage.

R40 - Continuity-of-Care for Chronic lliness
During Disasters

R40.1 Dialysis; insulin; chemo; antiepileptics.
R40.2 Supply chain prioritization.

R40.3 Emergency outpatient clinics.

R41 - Interjurisdictional Mutual Aid and
Credentialing

R41.1 Cross-state licensure recognition.
R41.2 Federal emergency credentialing.

R41.3 Workforce deployment rules.



R42 - Skilled Nursing and Long-Term Care
Disaster Standards

R42.1 Staffing; oxygen; power; evacuation.
R42.2 Family communication.

R42.3 Chronic-care continuity.

R43 - Disaster Data Integration with Appendix S
(Harm Surveillance)

R43.1 Real-time mortality and morbidity reporting.
R43.2 Algorithmic anomaly detection.

R43.3 Public dashboards.

R44 - Worker Fatality Review Board

R44.1 Mandatory investigation of worker deaths.
R44.2 Classification of occupational homicide when applicable.

R44 .3 Federal enforcement.

R45 - Mass-Casualty Structural Collapse
Response

R45.1 DHS standards.
R45.2 Rescue coordination.

R45.3 Trauma system activation.



R46 - Disaster Protections for Clinicians and
Workers With Disabilities

R46.1 Reasonable accommodations.
R46.2 No unsafe deployment.

R46.3 Protected leave.

R47 - Workforce Mobilization and Credential
Verification

R47.1 National workforce registry.
R47.2 Rapid credential verification.

R47.3 Emergency deployment standards.

R48 - Disaster Education, Simulation, and Drills

R48.1 Mandatory annual disaster drills.
R48.2 Special-population drills.

R48.3 Public drills.

R49 - Federal Heat Emergency and
Environmental Exposure Standards

R49.1 Cooling; hydration; rest cycles.
R49.2 Indoor climate safety.

R49.3 Outdoor worker protections.



R49.4 Smoke and air-quality hazard response.




APPENDIX S — NATL MORTALITY,
MORBIDITY, HARM



APPENDIX S - NATIONAL MORTALITY,
MORBIDITY, AND HARM SURVEILLANCE
SYSTEM (NMHSS)

Appendix S establishes the mandatory national infrastructure for continuous, real-time surveillance of
worker harm, patient harm, preventable deaths, near-misses, violence, extraction, operational failures, staffing
failures, diagnostic delays, treatment delays, environmental exposures, infrastructure failures, and
crisis-related mortality patterns.

The NMHSS is the federal backbone of the COVE/F Accountability Architecture, integrating all clinical,
operational, environmental, and administrative safety data across hospitals, EMS, long-term care, insurers,
state agencies, federal partners, and public health authorities.

The purpose of Appendix S is to ensure:

accurate national visibility;

timely detection of danger;

rapid escalation;

public transparency;

structural accountability;

prevention of recurrence;

enforcement against responsible entities;

and continuous improvement of the health system.

All deaths and all harm events are presumed preventable unless proven otherwise.

S1 - Purpose and Scope of the NMHSS

S1.1 Purpose
To create a unified federal surveillance system for real-time detection, classification, analysis, escalation, and
response to all forms of preventable harm.

S1.2 Scope

Mandatory participation for:

all hospitals;

all licensed health facilities;

all EMS agencies;

all long-term care facilities;

all insurers;

all state health departments;

all accreditation bodies;

all risk-management and quality-improvement entities.



S1.3 Philosophy

Harm is a systems output.

Silence, underreporting, and administrative filtering are prohibited.

Workers, patients, families, and communities have the right to see and understand safety performance.

S2 - Definitions and Mandatory Classifications

The NMHSS uses standardized federal definitions for:

S2.1 Mortality Categories
Direct clinical mortality
Administrative mortality
Delayed-care mortality
Infrastructure-related mortality
Environmental mortality
Payor-driven mortality
Violence-related mortality
Occupational mortality
Climate-linked mortality
Unclassified mortality (requires escalation)

S2.2 Morbidity Categories
Physiologic injury

Diagnostic harm

Treatment delay harm
Extraction-related harm
Violence-related harm
Environmental-exposure harm
Staffing-related harm
Disability-producing harm

S2.3 Harm Categories
See Appendix P and Q crosswalk.
All harms must be classified into a COVE/F Mechanism Category.

S2.4 Sentinel Event Categories
Any event involving death, permanent harm, severe temporary harm, or failure to rescue.
These must be escalated to federal review within 24 hours.

S3 - Data Sources for NMHSS

NMHSS integrates all of the following data streams:



S3.1 EMR and EHR systems
Vital signs

Orders

Delays

Lab and imaging timestamps
Nursing documentation
Physician documentation

S3.2 EMS

Scene data

Transport times
Diversion events
Hospital bypass events

S3.3 Workforce Systems
Staffing ratios

Assignment acuity

Skill mix

Overtime

Missed breaks

Injury reports

Workers’ compensation data

S3.4 Administrative Systems
Bed management

Facility census

Transfer logs

Diagnostic equipment downtime
IT system performance

S3.5 Public Health Surveillance
Disease outbreaks
Environmental exposures
Wastewater indicators
Community-level risk patterns

S3.6 Community Data

Mortality registries

Medical examiner data

Police data (violence, homicide, occupational homicide)
Weather + climate data

S3.7 Insurer Data (Appendix K)
Denials

Appeals

Time-to-authorization
Time-to-payment

Claim reversals



S3.8 Infrastructure + Environmental Systems
Power outages

Water contamination

HVAC failures

Wildfire smoke levels

Heat index values

S3.9 Patient + Worker Reporting Portals
Anonymous protected channels
Whistleblower protections
Trauma-informed reporting options

S4 - Real-Time Data Ingestion and
Normalization

S4.1 Universal Data Standard
All facilities must adopt a national data schema defined by HHS, NIST, and NMHSS.

S4.2 Latency Requirements

Data ingestion must occur in under:

30 seconds for physiologic data

15 minutes for staffing and assignment data
1 hour for administrative data

S4.3 Mandatory API Integration
All EMRs, staffing systems, and insurer platforms must integrate via federal APlIs.

S4.4 Normalization
Data must be standardized regardless of vendor formats.

S5 - Harm Detection Algorithms and Escalation
Engine

S5.1 Algorithmic Harm Detection
Algorithms must detect:
failure-to-rescue patterns
diagnostic delays

treatment delays
staffing-related harm

violence risk

environmental risk



mortality clustering
near-miss signals

S5.2 Pattern-of-Patterns Analysis
System identifies complex multi-causal patterns across time.

S5.3 Mandatory Double Human Review
Algorithms cannot make autonomous final decisions.

S5.4 Escalation Triggers
Any detected risk event triggers mandatory human review and escalation under Appendix Q.

S6 - Mortality and Harm Classification
Standards

S6.1 All deaths are preliminarily classified as preventable until proven otherwise.

S6.2 Classification Timeframes

Preliminary classification: 24 hours

Final classification: 14 days

Disputed classification: 30 days and automatic federal review

S6.3 Classification Criteria
Physiologic evidence
Diagnostic timelines
Treatment timelines
Staffing context
Environmental conditions
Insurer role
Structural drivers
Extraction mechanisms

S6.4 Prohibited classifications
Administrative euphemisms (“medically complex,” “expected decline”) cannot replace physiologic evidence.

S7 - Mandatory Harm Reporting Requirements

S7.1 All harm must be reported, including:
near misses

delays

violence

exposures



equipment failures

infrastructure failures

payor-driven harm

extraction mechanisms

staff injury

patient injury

self-discharge due to unsafe conditions

S7.2 Workers have protected rights to report harm.

S7.3 Non-reporting is a federal offense for leadership.

S8 - Incident Escalation and Investigation

S8.1 Escalation Tiers

Unit-level investigation
Facility-level root-cause review
Regional review

Federal review under Appendix O

S8.2 Timelines

Immediate: violence, death, near-death, infrastructure collapse
24 hours: serious harm

72 hours: moderate harm

7 days: all other events

S9 - Federal Harm Review Requirements

S9.1 Federal review is required for:

any patient death during staffing shortage
any worker death

any death involving insurer denial

any environmental exposure

any facility evacuation

any ICU boarding > 12 hours

any emergency department boarding death
any delay-related death

any infant death

any maternal death

any psychiatric hold death

any disability-rights violation

S9.2 Federal reporting must be public.



S10 - Violence, Abuse, and Occupational
Trauma Surveillance

S10.1 Worker violence
assaults

threats

harassment
retaliation
weaponization of HR
union suppression
managerial abuse

S10.2 Patient violence
family violence

visitor violence
structural violence

S10.3 Organizational violence
extraction

denials

unsafe staffing

forced overtime

missed breaks

substandard payor selection

S10.4 All violence must be classified in COVE-V categories.

S11 - Understaffing and Skill-Mix Harm
Surveillance

S11.1 Monitoring

ratios

patient assignment loads
skill mix

competency patterns
acuity mismatches

S11.2 Harm patterns
falls

sepsis

respiratory failure



missed deterioration
edema

delirium

pressure injuries
violence escalation
medication delays

S11.3 Mandatory escalation
Understaffing automatically triggers inspection.

S12 - Diagnostic and Treatment Delay
Surveillance

S12.1 Monitoring delays in:
labs

imaging

transfers

consults

procedures

operative interventions
life-saving medications

S12.2 Thresholds
Any delay that breaches Appendix P timelines is harm.

S12.3 Mandatory investigation for delays that result in:
morbidity

mortality

near-miss

disability

S13 - Insurer and Benefits-System Harm
Surveillance (Appendix K Integration)

S13.1 NMHSS must continuously monitor:
denials

appeals

authorization delays

network barriers

ghost networks

claim reversals



benefit coercion
fraudulent algorithmic denials

S13.2 All insurer-caused harm triggers penalties under Appendix K and Appendix O.

S14 - Environmental and Climate-Linked Harm
Surveillance

S14.1 Heat exposure
worker collapse
patient decline
equipment overheating

S14.2 Smoke and air quality
respiratory harm

oxygen needs

outdoor worker protection

S14.3 Water contamination
facility outbreaks
gastrointestinal harm

S14.4 Climate-endemic disease
vector-borne illness
respiratory pandemics

S15 - Infrastructure and Utility Failure
Surveillance

S15.1 Power outages
ventilator risk
monitoring failures
pharmacy failures

S15.2 Oxygen system failure
pipeline integrity

backup readiness

tank delivery verification

S15.3 HVAC failure
airborne disease risk



thermal stress
smoke infiltration

S15.4 IT and EMR failure
downtime harm

medication errors

loss of escalation pathways

S16 - Boarding, Crowding, and Capacity Harm
Surveillance

S16.1 ED boarding
delays

harm patterns
mortality rates

S16.2 ICU boarding
ventilator shortages
deterioration risks

S16.3 Behavioral health boarding
self-harm

violence

moral injury

delays in care

S17 - Maternal and Reproductive Safety
Surveillance

S17.1 Maternal mortality
hemorrhage

infection
cardiomyopathy

delays

S17.2 Reproductive-age worker protections
physiologic harm

teratogenic exposure

heat exposure

infectious risk



S18 - Pediatric Safety Surveillance

S18.1 NICU and PICU mortality patterns
S18.2 RSV, influenza, asthma exacerbations

S18.3 Disability-informed pediatric triage

S19 - Disability-Rights Harm Surveillance

S19.1 Denial or delay of accommodations
S19.2 Discriminatory triage or treatment

S19.3 Restraint and seclusion patterns

S20 - Behavioral Health and Suicide
Surveillance

S20.1 All suicides are classified as sentinel.

S20.2 Worker suicide patterns
burnout

extraction

harm loops

denial of support

S20.3 Patient suicide patterns
boarding

delays

restraint harm

environmental failure



S21 - Violence-Related Mortality and
Occupational Homicide

S21.1 Worker deaths due to:
assault

stalking

security misuse
administrative retaliation
extraction pressure

forced unsafe work

S21.2 Patient homicides by:
familial violence

staff violence

police violence

security violence

systemic neglect

S22 - Long-Term Harm and Chronic Condition
Tracking

S22.1 Tracking long-term disability caused by acute care harm.
S22.2 Workers’ comp chronic harm surveillance.

S22.3 Diagnostic overshadowing harm patterns.

S23 - Workforce Extraction Harm Surveillance

S23.1 Missed breaks
hunger

thirst

elimination delay
fatigue cycles
cognitive load

moral injury
economic strain

S23.2 Hospital profit extraction patterns
ratio manipulation



deliberate understaffing
pay suppression

S24 - Community-Level Harm Surveillance

S24.1 Facility closures
maternity deserts
trauma deserts
dialysis deserts

S24.2 Community mortality impact

S25 - National Early Warning and Sentinel Event
System

S25.1 National alert thresholds.

S25.2 Automatic federal investigation for sentinel clusters.

S26 - Data Validation and Audit Requirements

S26.1 Mandatory quarterly federal audits.
S26.2 Randomized chart-level validation.

S26.3 Whistleblower pathway verification.

S27 - Transparency and Public Reporting

S27.1 Public dashboards must include:
mortality

harm rates

staffing

violence

delays



insurer behavior
environmental indicators

S27.2 No suppression of data allowed.

S28 - Federal Enforcement and Corrective
Action Requirements

S28.1 All violations referred to Appendix O Enforcement.

S28.2 Penalties may include:
civil fines

leadership removal

loss of federal reimbursement
facility closure

federal receivership

S29 - Data Sovereignty and Worker/Patient
Ownership

S29.1 Workers and patients have full access to:
harm reports

mortality data

incident records

investigation outcomes

S29.2 Facilities cannot block access.

S30 - Completion Clause

No state, facility, insurer, accreditation body, or administrative entity may override NMHSS reporting,
classification, surveillance, or enforcement requirements.
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APPENDIX T - NATIONAL WORKFORCE
SAFETY & RESILIENCE INFRASTRUCTURE
(NWSRI)

Full Integrated Version (All Sections Included)

Appendix T establishes the national infrastructure required to protect the healthcare workforce from
occupational harm, violence, extraction, moral injury, physiologic decline, economic exploitation, retaliation,
and disability-producing conditions across all clinical and supporting environments. It functions as a
federal-level, enforceable safety framework that integrates with Appendices O (Enforcement), P (Clinical
Safety), Q (Escalation), R (Disaster Standards), S (Harm Surveillance), K (Payor Harm), and E (Governance).

Its purpose is to guarantee physiologic preservation, dignity, autonomy, safety, and long-term resilience for
every healthcare worker.

These protections cannot be waived by employers, states, accreditation bodies, insurers, or emergency
declarations.

T1 - Purpose and Scope

T1.1 Purpose
To establish mandatory federal protections ensuring the physiologic, psychological, professional, economic,
and safety needs of the healthcare workforce are met at all times.

T1.2 Scope

Applies to all workers in clinical and clinical-adjacent environments, including:

nurses; physicians; behavioral-health workers; EMS; pharmacists; midwives; CNAs; techs; therapists; social
workers; long-term care staff; home-health staff; environmental-services staff; support staff; administrative
roles exposed to clinical harm.

T1.3 Principle
Worker harm is system harm.
No entity may externalize risk or injury to the workforce.

T2 - National Workforce Safety Standards
(NWSS)



T2.1 Universal protections

Hydration; nutrition; elimination access; physiologic rest; violence protection; safe ratios; skill-mix protections;
pregnancy protections; disability accommodations; environmental safety; moral injury safeguards; and
retaliation protection.

T2.2 Non-waiver principle
Standards remain in force during emergencies, disasters, staffing shortages, and financial strain.

T2.3 Enforcement
Compliance required for federal funding, licensure, accreditation, and insurer participation.

T3 - Mandatory Physiologic Safety
Requirements

Workers must have uninterrupted access to the following:

T3.1 Hydration
Readily available potable water on all shifts.

T3.2 Nutrition
Protected, uninterrupted meal breaks; always-available food sources.

T3.3 Elimination
Guaranteed restroom access at physiologically safe intervals.

T3.4 Sleep preservation
No shift over 12 hours; no forced overtime; no return with less than 10 hours rest.

T3.5 Environmental protections
Smoke, heat, cold, contamination, and ventilation safeguards; adherence to Appendix R climate standards.

T3.6 Ergonomic protections
Mandatory use of lift devices, safe patient-handling corridors, anti-fatigue flooring, and engineering controls.

T3.7 Cognitive Load Protection

Real-time monitoring of cognitive strain using NMHSS metrics.

Workers may request decompression time without penalty.

Cognitive overload constitutes physiologic harm and must trigger Appendix Q escalation.

T4 - National Violence Prevention and
Response Infrastructure



T4.1 Definitions
Violence includes physical, verbal, psychological, sexual, racialized, structural, organizational, algorithmic, and
retaliation-based harm.

T4.2 Facility responsibilities
Trauma-informed security; behavioral emergency response teams; unit panic mechanisms; lighting and
environmental design; violence audits.

T4.3 National Workforce Violence Registry
Mandatory reporting of all incidents; tracking of facility- and individual-level patterns.

T4.4 Automatic federal review
Any worker hospitalization, repeated cluster, or severe threat requires federal investigation.

T4.5 Violence Forecasting and Preemption

NMHSS predictive models must identify high-risk times, units, and patient populations.

Facilities must deploy preemptive staffing reinforcement, rapid behavioral specialists, or environmental
modifications.

Failure constitutes organizational negligence.

TS5 - Mandatory Staffing and Skill-Mix
Protections

T5.1 Federal staffing ratios
Defined in Appendix P; mandatory across all settings.

T5.2 Skill-mix integrity
Prohibited: replacing licensed staff with unlicensed personnel; assigning students to substitute for workers.

T5.3 Assignment equity
No discriminatory assignments; no punitive assignments; no “problem employee” assignments.

T5.4 Acuity protection
No worker may exceed federal acuity thresholds.

T5.5 Staffing transparency
Public posting of shift-by-shift staffing levels.

T5.6 Anti-Exploitation Staffing Rules
Facilities may not use travelers, new graduates, or float pools to mask chronic understaffing.
Any unit failing staffing compliance > 5 percent of shifts in 30 days must submit a remediation plan to NWSRB.




T6 - Psychological Safety and Trauma Support
Infrastructure

T6.1 Psychological First Aid Teams
Available 24/7; onsite and remote.

T6.2 Mandatory decompression time
Protected rest periods; access to quiet recovery rooms.

T6.3 Trauma-informed counseling
Immediate access after exposure to violence, death, resuscitation, or moral injury.

T6.4 No-cost mental health services
Universal, confidential access for all workers.

T6.5 Annual psychological wellness evaluations

T6.6 Compounded Trauma Tracking
NMHSS must track cumulative trauma exposure per worker.
High-exposure workers must receive workload reduction, counseling, and scheduled recovery time.

T7 - Moral Injury Prevention Standards

T7.1 Prohibition on forced participation in unsafe or unethical care.

T7.2 Protected refusal
Workers may refuse unsafe assignments without retaliation.

T7.3 Direct escalation rights
Workers may escalate concerns directly to federal channels.

T7.4 Mandatory remediation
Units generating repeated moral injury patterns must undergo federal corrective action.

T7.5 Medical Ethics Sovereignty

Workers may refuse employer directives that violate clinical ethics, federal standards, or human rights
principles.

Employer override is prohibited.

T8 - Anti-Retaliation and Whistleblower
Protection



T8.1 Absolute protection
Workers must be protected from any retaliation for reporting harm, filing grievances, escalating concerns, or
refusing unsafe work.

T8.2 Forms of retaliation
Schedule manipulation; write-ups; assignment punishment; harassment; blacklisting; credentialing
interference; pay suppression; union suppression.

T8.3 Federal enforcement
Retaliation triggers Appendix O penalties.

T8.4 Credentialing and Licensing Retaliation Controls
Hospitals and leaders may not interfere with licensure, certification, credentialing, or references.
All incidents must be escalated to NWSRB.

T9 - National Workforce Rights Charter

Workers have federally protected rights to:

T9.1 Safe environment

T9.2 Adequate staffing

T9.3 Physiologic care: rest, hydration, nutrition, elimination
T9.4 Safety from violence

T9.5 Independent Second Opinion for Unsafe Conditions
Workers may request federal safety inspection when conditions pose immediate harm.
T9.6 Full transparency of safety data

T9.7 Independent medical evaluation

T9.8 Scope-of-practice protection

T9.9 Non-retaliatory leave

T9.10 Disability accommodations

T10 - Education, Training, and Competency
Requirements

T10.1 Trauma-informed training for all staff

T10.2 Annual violence de-escalation training

T10.3 Crisis preparedness and climate-related training

Mass-casualty; wildfire smoke; heat emergencies; flood response; infectious outbreaks; infrastructure
collapse.

T10.4 Worker and patient rights education



T10.5 Mandatory Education for Administrators and Executives

Annual training in:

structural violence; trauma-informed leadership; retaliation law; NMHSS operations; climate risk; staffing harm;
COVE/F enforcement.

Non-compliant executives lose eligibility for leadership roles.

T11 - Infrastructure Safety Requirements

T11.1 HVAC and air-quality standards
Filtration, monitoring, negative pressure.

T11.2 Power redundancy
Backup power with automatic transfer; generator testing.

T11.3 Water infrastructure safety
Water quality monitoring; contamination protocols.

T11.4 Physical security
Lighting, alarms, cameras, panic buttons.

T11.5 Environmental hazard mitigation
Heat, smoke, chemical, radiation risk.

T11.6 Ergonomic Engineering Standards
Mandatory annual ergonomic evaluations; implementation of engineering controls before administrative
controls.

T12 - Mandatory Support Services

T12.1 Childcare
24/7 emergency childcare availability.

T12.2 Transportation
Shuttles, ride vouchers, emergency transport.

T12.3 Housing
On-site rest spaces; disaster lodging.

T12.4 Nutrition
Always-available food sources during all shifts.

T12.5 Lactation accommodations
Private spaces; protected time.



T12.6 Violence and Trauma Leave

Protected, paid leave after physical assault, threats, sexual harassment, traumatic codes, mass-casualty
events, or moral injury.

No loss of wages or seniority.

T13 - Occupational Injury Response Standards

T13.1 Independent medical evaluation
Workers may choose their clinicians.

T13.2 Ban on employer-appointed “company doctors.”

T13.3 Fast-track imaging
Must occur within 72 hours.

T13.4 Restrictions accommodations
Must be honored; no forced return; no pay loss.

T13.5 Pay protections
Workers cannot lose income due to injury.

T13.6 Automatic Continuity-of-Care Pathway
Dedicated care coordinator; guaranteed follow-ups; no denial of pain management; mandatory reevaluation if
symptoms worsen.

T14 - Economic Safety Standards

T14.1 Wage protection
Workers receive their full usual pay during injury or hazard exposure.

T14.2 Penalty multipliers
Larger employers face higher fines.

T14.3 Sliding-scale enforcement
Penalties proportionate to revenue.

T14.4 Proactive compensation
Direct payments to harmed workers without litigation.

T14.5 Anti-Pay Suppression Safeguards
Employers may not reduce wages, pay differentials, or compensation during staffing crises, emergencies, or
safety disputes.




T15 - Workforce Sovereignty and Autonomy
Rights

T15.1 Right to refuse unsafe assignments

T15.2 Right to decline forced overtime

T15.3 Right to physiologic care

T15.4 Right to see safety data

T15.5 Right to independent evaluation

T15.6 Right to participate in disaster planning

T15.7 Right to bypass employer channels for escalation

T15.8 Right to Decline Insurer-Driven Denials

Workers may refuse to follow insurer-imposed limitations that compromise care.

T16 - National Workforce Safety Review Board
(NWSRB)

T16.1 Authority
Investigates harm, retaliation, negligence, violence, and worker deaths.

T16.2 Composition
Clinicians; public health experts; safety engineers; labor rights specialists; disability advocates; survivor
representatives.

T16.3 Powers
Subpoena; penalties; leadership removal; license action; receivership referral.

T16.4 Organizational Safety Certification
Quarterly facility safety grades.
Grades C or below trigger federal oversight.

T17 - Workforce Mortality and Serious Harm
Review Division

T17.1 Mandatory investigation of all worker deaths
T17.2 Public reporting of findings

T17.3 Economic-Driven Fatality Classification
Deaths from understaffing, forced overtime, denial of medical care, or retaliatory assignment are classified as
economic homicide.



T18 - NMHSS Integration

T18.1 Workforce data must feed into NMHSS.
T18.2 Real-time mortality and harm alerts required.
T18.3 Staffing and skill-mix violations must automatically trigger NMHSS escalation.

T18.4 Skill-Mix Predictive Risk Modeling
NMHSS must forecast harm risk from skill-mix dilution, assignment patterns, and workload complexity.

T19 - Integration with Appendix R (Emergency &
Disaster Safety)

T19.1 All protections remain active in emergencies.
T19.2 Crisis staffing protections mandatory.

T19.3 Special protections for pregnant, disabled, or immunocompromised workers.

T20 - Integration with Appendix K (Payor Harm)

T20.1 Insurer delays for injured workers constitute violations.
T20.2 Denials or delays must be escalated to NWSRB.

T20.3 Workers may not receive less than full salary during injury.

T21 - Integration with Appendix O
(Enforcement)

T21.1 All violations escalate to Appendix O.

T21.2 Penalties include civil, professional, financial, and criminal consequences.



T22 - Workforce Resilience and Long-Term
Recovery Programs

T22.1 Long-term rehabilitation

T22.2 Protected re-entry

T22.3 Disability integration

T22.4 Post-trauma follow-up programs

T22.5 Peer-support systems and trauma-informed mentorship

T23 - Public Transparency Requirements

T23.1 Public posting of:
violence incidents; staffing levels; retaliation rates; safety improvements; corrective-action progress; federal
actions.

T23.2 Concealment triggers federal penalties.

T24 - Completion Clause

T24.1 No waivers permitted.
No employer, insurer, state, or accreditor may modify, delay, or suspend Appendix T protections.

T24.2 Compliance is required for licensure, reimbursement, and federal funding.
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APPENDIX U - NATIONAL PATIENT SAFETY &
DETERIORATION PREVENTION
INFRASTRUCTURE (NPS-DPI)

Fully Expanded, Comprehensive Federal Version

Appendix U defines the mandatory national system for preventing preventable patient deterioration, diagnostic
failure, treatment delay, physiologic instability, decompensation, disability, violence, exploitation, discrimination,
and death across all healthcare, carceral, community, telehealth, home-health, disaster, and climate-impacted
environments. This appendix integrates with Appendices O, P, Q, R, S, T, K, and E.

Patient safety is inseparable from workforce safety, structural safety, environmental justice, and equitable care.
No entity may dilute or waive any requirement under Appendix U.

U1 - Purpose and Scope

U1.1 Purpose
To establish federal requirements ensuring all patients receive timely, accurate, physiologically aligned,
trauma-informed, bias-free, and deterioration-preventive care.

U1.2 Scope

Applies to all licensed and unlicensed healthcare settings, including hospitals, clinics, home-health, EMS,
SNFs, behavioral health, pediatric facilities, maternal units, tribal health systems, correctional and forensic
medical units, migrant health centers, school health clinics, and disaster-response systems.

U1.3 Principle
Every death, disability, or deterioration event is considered preventable unless definitively proven otherwise
under federal review.

U2 - Core Predictive Safety Framework

U2.1 Continuous monitoring standards
Mandatory physiologic monitoring and trend analysis across all care settings.

U2.2 Early detection
Use of federally defined thresholds, NMHSS pattern detection, and contextual risk modeling.



U2.3 Real-time escalation
Must follow Appendix Q escalation timelines (< 3 minutes for high-risk events).

U2.4 Closed-loop communication
All alerts require confirmation and physiologic reassessment.

U2.5 Equity-integrated physiologic algorithms
Algorithms must be validated across race, gender, disability, language, age, BMI, and comorbidity categories.

U3 - Essential Physiologic Safety Requirements

U3.1 Mandatory vital sign frequency per setting
Defined by federal acuity tiers; includes continuous monitoring for high-risk categories.

U3.2 Risk-specific monitoring
Respiratory, cardiac, neurologic, metabolic, infectious, behavioral, oncologic, transplant,
immunocompromised, and rare disease populations.

U3.3 Respiratory safety
Continuous SpO:, RR, work of breathing, EtCO., oxygen delivery, escalation triggers.

U3.4 Hemodynamic stability
Mandatory monitoring of BP, MAP, perfusion, urine output, lactate, mental status.

U3.5 Neurologic safety
Mandatory delirium, seizure, stroke, and mental-status screening.

U3.6 Medication-related physiologic safety
Sedation, opioids, neuroactive drugs, insulin, anticoagulants.

U3.7 Rare condition deterioration pathways
Sickle cell disease, adrenal crisis, thyroid storm, myasthenic crisis, porphyria, mast cell activation, inborn
errors of metabolism, autoimmune flares.

U4 - Diagnostic Safety & Timeliness
Requirements

U4.1 Federal diagnostic windows
Labs, imaging, consults must meet Appendix P timeframes.

U4.2 High-risk imaging
CT, MR, ultrasound, X-ray, and bedside ultrasound with mandatory federal windows.



U4.3 Lab turnaround
Critical values must be communicated within strict federal timelines.

U4.4 Diagnostic overshadowing prohibited
Symptoms cannot be dismissed based on disability, race, gender, mental-health history, or stigma labels.

U4.5 Rare disease diagnostic pathways
Mandated early consideration of non-common etiologies in unexplained physiologic trajectories.

U4.6 Payor interference prohibited
Insurers cannot block or slow diagnostics (Appendix K).

U5 - Time-to-Treatment Standards

U5.1 Mandatory treatment windows
Antibiotics, fluids, respiratory therapies, anticoagulants, pain management, antihypertensives, glucose control,
seizure rescue, transfusions.

U5.2 Treatment delay classification
Any delay outside federal windows constitutes harm.

U5.3 Pain and distress relief
Untreated pain is physiologic harm; delays prohibited.

U5.4 Medication reconciliation
Must occur within 6 hours of admission and after every transition.

U6 - Failure-to-Rescue Prevention

U6.1 Standardized physiologic triggers
Hypoxia, tachypnea, fever with instability, hypotension, tachycardia, altered mental status, urinary retention,
airway compromise.

U6.2 Mandatory escalation
No staff member may be instructed not to escalate.

U6.3 Full RRT sovereignty
Any worker or family member may activate.

U6.4 Deterioration follow-through
Teams must remain until physiologic stability is achieved.

U6.5 Multi-morbidity deterioration rules
Combined risk profiles require enhanced escalation.



U6.6 Social-risk-driven deterioration
Homelessness, food insecurity, domestic violence, substance-use disorder, and climate exposure must be
considered clinical risk factors.

U7 - Early Warning, Predictive Modeling, and
Physiologic Alerts

U7.1 NMHSS-integrated early warning system
Real-time detection of pattern clusters.

U7.2 Alert noise reduction
Algorithms must reduce false alarms and amplify physiologic danger.

U7.3 Multi-modal alerting
Bedside, central, mobile, telehealth, and wearable systems.

U7.4 Cross-setting alert continuity
Monitoring and alerts must not be paused during transport, imaging, transfers, or handoffs.

U8 - High-Risk Population Safety

U8.1 Elderly
Delirium, falls, dehydration, infection, medication interactions.

U8.2 Maternal-fetal safety
Hypertension, hemorrhage, sepsis, cardiomyopathy, preeclampsia, postpartum deterioration.

U8.3 Pediatrics
Developmental physiology alignment, infectious disease risk, congenital disorders, oncologic deterioration.

U8.4 Disability and sensory-processing needs
Accessible communication, mobility supports, sensory-adjusted environments.

U8.5 Immunocompromised and oncology
Neutropenic fever timelines, chemotherapy complications, immunotherapy reactions, graft-versus-host
disease.

U8.6 Transplant recipients
Rejection surveillance; infection risk.

U8.7 Gender-diverse patients
Affirming, non-discriminatory care; hormone-related considerations.



U9 - Diagnostic Uncertainty, Bias Prevention,
and Second-Look Requirements

U9.1 Mandatory second-look rules for:
unexplained pain; weak signal deterioration; staff intuition; caregiver concern.

U9.2 Prohibition on narrative labels
“Drug-seeking,” “frequent flyer,” “noncompliant,” “behavioral.”

U9.3 Epistemic violence prohibition
Dismissal of lived experience is classified as harm.

U9.4 Bias auditing
All diagnostic delays must undergo bias screening.

U10 - Handoff, Transfer, and Continuity of
Monitoring

U10.1 Standardized federal handoff
SBAR+, physiologic trends, EWS history, diagnostic delays, pending orders.

U10.2 Transport monitoring
Monitoring cannot be paused for any reason.

U10.3 Cross-shift physiologic continuity
New caregivers must review prior 12-hour physiologic trends.

U10.4 Cross-facility continuity
All physiologic, diagnostic, and treatment data must transfer electronically.

U11 - Boarding, Throughput, and Delay Harm
Mitigation

U11.1 ED boarding
Staffing escalation, continuous monitoring, deterioration rounds.



U11.2 ICU boarding
ICU-level monitoring and staffing required.

U11.3 Pediatric and psychiatric boarding
Suicide precautions, pediatric-trained staff, trauma-informed care.

U11.4 Delays due to throughput mismanagement
Classified as structural harm.

U12 - Procedure, Sedation, and Anesthesia
Safety

U12.1 Pre-procedure safety
Mandatory checklists, risk identification.

U12.2 Sedation monitoring
Continuous pulse oximetry, EtCO., cardiac monitoring.

U12.3 Post-anesthesia recovery
Mandatory reassessment windows, respiratory stability checks.

U13 - Infection Prevention and Sepsis Care

U13.1 Sepsis recognition
Mandatory screening for any fever with instability.

U13.2 Sepsis bundle timelines
Must meet federal benchmarks.

U13.3 Source control
Transport for imaging or procedures cannot be delayed.

U14 - Respiratory Safety and Ventilation
Management

U14.1 Oxygen must be available without delay.



U14.2 NIPPV oversight
Mandatory time-bound reassessment.

U14.3 Ventilator safety
Alarms must be audible, functional, and continuously monitored.

U14.4 Rapid escalation
Respiratory decline triggers immediate Code Blue.

U15 - Cardiovascular Safety

U15.1 Chest pain pathways
EKG < 10 minutes; troponin delays prohibited.

U15.2 Heart failure safety
Strict fluid assessment, weight tracking, medication adherence.

U15.3 Arrhythmia detection
Real-time monitoring; escalation for new arrhythmias.

U16 - Neurologic Safety

U16.1 Stroke care
CT within federal windows; no insurer delays allowed.

U16.2 Seizure management
Continuous monitoring when indicated.

U16.3 Mental-status change
Always high-risk; mandatory escalation.

U17 - Pain, Comfort, and Palliative Safety

U17.1 Pain management is mandatory.
Untreated pain is physiologic harm.

U17.2 Palliative transitions
Federal timelines for interdisciplinary review.



U17.3 End-of-life safety
No abandonment; mandatory comfort measures.

U18 - Nutrition, Hydration, and Elimination

U18.1 Nutritional assessment
Malnutrition triggers escalation.

U18.2 Hydration monitoring
High-risk dehydration triggers NMHSS alerts.

U18.3 Elimination safety
Urinary retention, fecal impaction, ileus require defined escalation.

U19 - Mobility, Falls, and Musculoskeletal Safety

U19.1 Mobility protocols
Individualized mobility plans.

U19.2 Fall prevention
Mandatory neurologic and delirium surveillance.

U19.3 Device-related deterioration
Catheters, restraints, lines, drains, casts.

U20 - Medication Safety

U20.1 High-risk drugs
Mandatory double-checks and standardized protocols.

U20.2 Infusion safety
Pump alarms, rate changes, volume tracking.

U20.3 Pharmacy timeliness
Critical medications must meet federal turnaround times.

U21 - Patient and Family Escalation Rights



U21.1 Family-activated RRT
Mandatory national implementation.

U21.2 Respect for caregiver insights
Caregiver concern is escalation-eligible evidence.

U21.3 Accessible communication
Language, literacy, disability accommodations.

U22 - Telehealth, Hospital-at-Home, and Remote
Care Safety

U22.1 Continuous monitoring for high-risk home patients.

U22.2 Telehealth authority
Clinicians may activate RRT or EMS without on-site staff approval.

U22.3 Harmonized escalation
Telehealth deterioration triggers must match inpatient thresholds.

U23 - Behavioral Health Safety

U23.1 Suicide prevention
q15 observation or 1:1 when indicated.

U23.2 Trauma-informed psychiatric care
No punitive restraints; escalation governed by Appendix Q.

U23.3 Medication safety
Monitoring for QT prolongation, respiratory depression.

U24 - Disability-Inclusive Safety

U24.1 Communication
ASL, AAC devices, plain language.

U24.2 Sensory environments
Modified lighting, noise control.



U24.3 Mobility and access
Safe transfers, bariatric-capable equipment.

U24 .4 Anti-discrimination
Disability bias is classified as harm.

U25 - Social Determinant and Environmental
Safety Integration

U25.1 Housing insecurity
High-risk flag requiring enhanced monitoring.

U25.2 Food insecurity
Nutritional deterioration pathways.

U25.3 Domestic violence risk
Mandatory escalation and safety planning.

U25.4 Poverty-linked deterioration
Mandatory risk-adjusted thresholds.

U26 - Climate and Environmental Exposure
Safety

U26.1 Heat
Cooling access; hydration; monitoring.

U26.2 Smoke
Air-quality thresholds; mask access; ventilatory support.

U26.3 Contaminated water
Outbreak surveillance.

U26.4 Climate migration
Continuity-of-care for displaced patients.

U27 - Disaster and Crisis Safety



U27.1 Evacuation monitoring
Monitoring continues throughout movement.

U27.2 Disaster deterioration audits
Mandatory NMHSS reporting.

U27.3 Shelter relocations
Equitable physiologic protection during displacement.

U28 - Interfacility Communication and
Cross-Jurisdiction Transfer Safety

U28.1 Federal transfer communication standards.

U28.2 No diagnostic redo
All data must transfer with the patient.

U28.3 Cross-border transfers
Interstate credentialing and continuity requirements.

U29 - Transparency, Disclosure, and Patient
Rights

U29.1 Real-time disclosure of delays and deterioration.
U29.2 Patient access to monitoring data.

U29.3 Harm disclosure
Mandatory within 24 hours.

U30 - Integration with All Federal Safety
Systems

U30.1 NMHSS ingestion
All deterioration and delays feed into national surveillance.



U30.2 Escalation
Failures to escalate activate Appendix O penalties.

U30.3 Enforcement
Violations trigger leadership removal, fines, corrective action, and criminal referral when applicable.

U31 - Carceral and Forensic Healthcare Safety

U31.1 Mandatory deterioration prevention standards identical to hospitals.

U31.2 Prohibition on punitive medical denial.

U31.3 Continuous monitoring for restrained patients.

U31.4 Mandatory video-documented hand-offs between custody and clinical staff.

U31.5 Mandatory escalation authority for clinical staff over custody staff.

U32 - Language Access, Health Literacy, and
Consent Safety

U32.1 Mandatory language access
Interpreters, translated materials, ASL.

U32.2 Health literacy
Plain-language explanations; repeat-back verification.

U32.3 Consent safety
No coerced consent, including religious, carceral, or social coercion.

U33 - Al and Algorithmic Safety Standards

U33.1 All algorithms must be bias-screened.

U33.2 Prohibited
Algorithms that reduce access to care based on demographic or insurer data.

U33.3 Mandatory transparency
Patients may request explanation of Al/algorithmic decisions.



U34 - End-of-Life and Human Dignity Safety

U34.1 Pain management
Non-negotiable.

U34.2 Comfort measures
Mandatory unless refused.

U34.3 Family inclusion
No exclusion except for violence risk.

U35 - Public Health Failure-to-Rescue

U35.1 Failure to vaccinate, test, treat, isolate, or communicate risk constitutes harm.

U35.2 Outbreak response gaps must be reported to NMHSS.

U36 - Community, Tribal, and Rural
Continuity-of-Care Safety

U36.1 Tribal health sovereignty
Equitable access to deterioration prevention tools.

U36.2 Rural access standards
Mandatory telehealth escalation and transport protections.

U36.3 Community clinics
Access to diagnostics, monitoring, and escalation pathways.

U37 - Completed Safety Clause

No entity may reduce, waive, or override Appendix U.
Compliance is mandatory for licensure, accreditation, reimbursement, and federal participation.
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APPENDIX V - SYSTEM & DATA
INFRASTRUCTURE REQUIREMENTS FOR
PRISMqd

The mandatory technical, architectural, data-governance, and engineering standards required for a
federally compliant, hospital-grade Predictive Risk Intelligence and Safety Monitoring Ecosystem.

V1 - Core Architecture Requirements

V1.1 Unified stream ingestion

Collect continuous heterogeneous biosignals from multiple devices with robust synchronization, fallbacks for
dropout, artifact tolerance, and real-time validation.

(required per Technical Brief: data ingestion + device integration)

V1.2 Hospital-grade reliability

High availability, redundancy, zero-single-point-of-failure, and safe-mode defaults that maintain monitoring if Al
fails.

(required: System Reliability & Safety)

V1.3 Real-time processing

Sub-second ingestion—processing—display pipeline with FIFO logic, event-driven streams, and crisis
reliability.

(required: real-time patient deterioration detection)

V1.4 Hybrid cloud + edge redundancy
Cloud analytics plus local edge failover ensures monitoring during network or power failure.
(required: Deployment Environment)

V2 - Data Model & Storage Requirements

V2.1 Patient-centric partitioning
Data stored by patient identity, visit, and context, not device origin.
(required: patient-centric partitioning)

V2.2 Time-series + structured storage
Use time-series database for signals + relational database for clinical metadata.
(required: Timescale/Postgres)



V2.3 Immutable audit chains
All write events, model outputs, escalations, and overrides must be immutably logged.
(required: audit logs, traceability, SaMD)

V2.4 Multi-level access control
Zero-trust IAM, role-based, with multi-factor escalation authority.

V2.5 Global data compliance
Full alignment with HIPAA, GDPR, PIPEDA, and emerging international privacy rules.
(required: Global Privacy & Compliance)

V3 - Biosignal Integration Requirements

V3.1 Expanded vital physiologic set

Full PRISMqd physiologic suite: HR, HRV, RR, SpO., PI, BP, Temp, EtCO., EEG-lite, GSR, motion, posture,
respiratory mechanics, perfusion indices, sleep-stage markers, autonomic markers.

(required: expanded biometrics in Case Studies A-G)

V3.2 Multi-sensor consolidation
All devices map to a unified normalized schema with signal weighting.

V3.3 Artifact management
Detect/remove motion artifact, poor perfusion, sensor displacement.

V3.4 Device-agnostic integration
HL7, FHIR, BLE, proprietary vendor APIs, multi-protocol support.
(required: Integration Landscape)

V4 - Predictive Analytics Requirements

V4.1 AI/ML model integration
Models are containerized, versioned, monitored for drift, and reversible.
(required: Al Lifecycle & Model Integration)

V4.2 Pattern-of-patterns detection

Must identify weak-signal deterioration, multimodal clusters, neuro-respiratory coupling changes, autonomic
distress, sepsis trajectories.

(required: Case Studies, infection detection)

V4.3 Bias screening
Every model requires demographic, disease-specific, and physiologic fairness checks.

V4.4 Explainability
Clinicians must see rationale, inputs, and thresholds for each alert.



V4.5 Continuous learning (regulated)
Revisions permitted only within FDA SaMD-compliant update pathways.

V5 - Alerting & Escalation System
Requirements

V5.1 Multi-tier alerting
Green — Yellow — Orange — Red — Red/Black (crisis).
(required: dashboard color transitions)

V5.2 Noise reduction
Suppress false alarms, amplify true deterioration signals.
(required: Alarm Fatigue references + technical brief)

V5.3 Closed-loop escalation
All alerts require acknowledgment, re-evaluation, and documentation.

V5.4 Automatic protocol deviation alerts

If protocols (sepsis, stroke, respiratory decline) are not followed, system escalates.

(required: Case Study A/FTR failures)

V5.5 ICU transfer escalation
When physiology meets ICU criteria, auto-alert must bypass hierarchy.
(required: Case Study B)

V6 - User Interface & Workflow Requirements

V6.1 Crisis-first Ul
Dashboard readable in high-stress, low-light, rapid-response context.
(required: bedside, crisis-oriented)

V6.2 Multi-panel physiologic display
Simultaneous display of SpO:, HR, Temp, EtCO-, RR, BP, trends.
(shown explicitly in dashboard frames)

V6.3 Notes + physiologic synchronization
Free-text notes aligned with vital trends and PQD Risk states.
(evidenced in time-series example)

V6.4 EMR interoperability
Bidirectional HL7/FHIR, orders retrieval, lab integration.
(required: Ul + workflow integration)



V6.5 Accessibility
Readable for low vision, color-blind safe, trauma-informed visual load.

V7 - Infection-Prevention & Biocompatibility
Requirements

V7.1 Antimicrobial surface integration
Required in housing, wearable interface, and high-contact components.
(required: infection-prevention design)

V7.2 MARSI reduction
Non-adhesive or low-adhesion wearable interface with biocompatible, non-toxic materials.

V7.3 Pathogen-agnostic detection
Support broad deterioration signals preceding sepsis, SSI, VAP, CLABSI.
(required across pitch deck and one pager)

V8 - Security, Privacy, and Compliance
Requirements

V8.1 Zero-trust architecture
Required for all internal and external interfaces.
(required: Security & Compliance)

V8.2 Quantum-agile encryption
Encryption must be crypto-agile and future-proof.
(required: future-proofing)

V8.3 Access minimization
Strict least-privilege principles for all system users.

V8.4 Immutable audit trails
Every model output, every override, and every access logged.

V8.5 International compliance alignment
HIPAA, GDPR, PIPEDA.



V9 - Post-Discharge, Remote, and
Home-Monitoring Requirements

V9.1 Hospital-to-home continuity
Monitoring, risk trends, and alerts persist after discharge.
(required: pitch deck + infection prevention brief)

V9.2 Automatic referrals
Sleep medicine, cardiology, psychiatry, trauma-informed care, pulmonary.
(required: Case Study E + continuity-of-care failures)

V9.3 Remote escalation authority
Telehealth clinicians may activate RRT/EMS.

V9.4 Patient-accessible data
Summaries, instructions, risk trends.

V10 - Clinical Integrity & Safety Requirements

V10.1 Consistency with Failure-to-Rescue literature
Recognition — Relay — React framework.
(required: Supplemental References)

V10.2 Physiologic over narrative priority
System must override biased narrative labels (“frequent flyer,
(required: Case Studies C-G)

” W

psych”).

V10.3 Trauma-informed default
Ul, workflows, escalation all trauma-calibrated.
(required: Case G human rights failures)

V10.4 No delay override
Insurers, supervisors, or physicians cannot override physiologic deterioration.

V11 - Research, Validation, and Regulatory
Alighment

V11.1 IRB-governed model development
De-identified datasets, drift monitoring, validated performance.
(required: Al Lifecycle & Model Integration)



V11.2 FDA SaMD pathway alignment
Versioning, documentation, and update logs mapped to regulatory expectations.

V11.3 PCORI-aligned methodology
Outcomes must inform real clinical decisions.
(required: PCORI LOI instructions)

V11.4 Crisis simulation testing
Load testing, EMTALA-aligned stress scenarios, failover validation.
(required: Testing & Validation)

V12 - Operational & Engineering Integration
Path

V12.1 First Engineer role
Sets coding standards, architecture, and data governance.
(required explicitly)

V12.2 Sequential hiring roadmap
Infra — Al/ML — Biomed — HCD/Frontend.
(required: 12-month pilot plan)

V12.3 Clinical pilot preparation
Shadow-mode pilot — silent alerts — real-time validation.
(required: 12-month pilot plan)

V12.4 Integration with hospital IT
Firewall, VPN, legacy interoperability, EMR quirks.

V13 - Dashboard, Display, and Human-Interface
Requirements

V13.1 Unified physiologic panel
SpO:, HR, Temp, BP, SV, EtCO:, RR with both snapshot + trend view.
(shown directly in screenshots)

V13.2 Case-aligned deterioration visualization
Color-shift + risk score trajectories tied to PQD Risk outputs.
(shown: Risk — Yellow — Orange — Red)



V13.3 Policy information integration
Dashboard must show policies relevant to risk states.
(shown in frames)

V13.4 Clinician + physician visibility
Roles, teams, status indicators shown directly in Ul.

V13.5 Patient-identifying info
MRN, sex, DOB, context, safety flags.

V14 - Synthetic Data, Testing Data, and
Validation

V14.1 PQD synthetic data pipelines
Structured like the sample deterioration case table.
(required: sample dataset)

V14.2 Must represent weak-signal deterioration
HRYV decline, PI drop, subtle SpO: drift, temp rise.

V14.3 Must simulate narrative notes
Narrative must co-evolve with physiologic risk.

V15 - System Purpose Alignment

V15.1 The system must:

Prevent failure to rescue.

Prevent infection-driven collapse.

Restore trust.

Unify monitoring across settings.

(required across pitch decks and one-pagers)
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APPENDIXW - NATIONAL WORKFORCE
SAFETY, CLINICAL WELL-BEING, AND
OCCUPATIONAL STABILITY FRAMEWORK

W1 - PURPOSE, SCOPE, AND UNIVERSAL
PROTECTIONS

W1.1 Purpose

(a) This section establishes mandatory national standards for the protection of healthcare workers from
physiologic, psychological, economic, structural, and organizational harm.

(b) Workforce harm is legally equivalent to patient harm.

(c) All protections under this appendix apply regardless of employment status, professional role, licensure, or
setting.

Explanation:

The federal purpose of Appendix W is to create legally enforceable national minimums for workforce safety. By
defining workforce harm as legally indistinguishable from patient harm, the system closes the loophole that
allows institutions to treat worker deterioration as unrelated to patient outcomes. This clause establishes the
statutory basis for all subsequent protections and ensures universal scope.

W1.2 Scope

(a) This appendix applies to all healthcare employers, contractors, staffing agencies, insurers, unions,
credentialing bodies, educational institutions, and regulatory boards.

(b) This appendix applies in hospitals, clinics, home-health, long-term care, ambulatory centers, EMS,
behavioral-health settings, community health, tribal health, carceral health, and remote or field-based care.

Explanation:

The scope is broad because harm occurs across all healthcare environments. Workers in community settings,
correctional environments, and home-health have historically been excluded from safety protections. This
section eliminates those exclusions and brings every healthcare worksite under one national safety umbrella.



W1.3 Workforce Harm as Patient Harm

(a) Any degradation of worker physiologic, cognitive, or psychological capacity that reasonably increases
patient risk is legally classified as a patient-safety event.
(b) All facilities must treat workforce deterioration as part of their patient-safety reporting obligations.

Explanation:

Healthcare systems have traditionally separated workforce well-being from patient outcomes despite decades
of evidence demonstrating that fatigue, burnout, moral injury, and staffing instability directly increase patient
morbidity and mortality. This clause forces systems to acknowledge the causal linkage and ensures
deterioration in the workforce triggers patient-safety oversight.

W1.4 Immigration and Visa-Status Protections

(a) Employers may not threaten, manipulate, or control workers through immigration status, visa sponsorship,
or fear of deportation.

(b) Passport retention, credential seizure, and contract coercion are prohibited.

(c) Internationally recruited workers receive full protection under federal law.

Explanation:

Internationally recruited healthcare workers have been repeatedly exploited through coercive contracts,
threats relating to immigration status, and retention of identifying documents. This section codifies
anti-exploitation protections and ensures international clinicians cannot be controlled through fear or
dependency.

W1.5 Contractor, Agency, Travel-Nurse, and Gig-Worker Inclusion

(a) All workforce protections apply equally to workers regardless of classification, including contractors, agency
staff, travel nurses, per-diem staff, gig clinicians, and temporary workers.
(b) No employer may exclude non-employee staff from safety standards.

Explanation:
Healthcare systems increasingly rely on contingent labor, creating uneven safety protections. This clause
eliminates classification-based loopholes and ensures every person performing healthcare work is covered.

W1.6 Anti-Discrimination Protections

(a) Discrimination on the basis of race, ethnicity, gender, sexual orientation, disability, age, religion, pregnancy
status, or care responsibilities is prohibited.
(b) Discriminatory assignments, punitive scheduling, or denial of training constitute harm.



Explanation:
Identity-based harm is a known driver of occupational deterioration, moral injury, and turnover. This section
makes discrimination a legally recognized form of workforce violence.

W1.7 Trauma-Informed Foundational Requirement

(a) All employment practices must adhere to trauma-informed principles of safety, trustworthiness,
transparency, collaboration, empowerment, and cultural humility.
(b) Retaliatory, coercive, or fear-based administrative processes are prohibited.

Explanation:

Trauma-informed systems reduce moral injury, fear, hierarchical coercion, and retaliation. Embedding
trauma-informed principles into the legal foundation ensures workers are not re-harmed by organizational
processes.

W2 - PHYSIOLOGIC SAFETY STANDARDS

W2.1 Mandatory Rest, Nutrition, Hydration, and Elimination Breaks

(a) Employers shall provide protected breaks for hydration, nutrition, elimination, physical mobility, and sensory
regulation.

(b) Breaks may not be interrupted except in declared emergencies.

(c) Denial of breaks constitutes physiologic harm.

Explanation:

Basic physiologic needs are not optional. Evidence shows failure to hydrate, eat, rest, or eliminate leads to
cognitive decline, medical error, kidney injury, burnout, emotional dysregulation, and increased mortality. This
section codifies breaks as a legally protected requirement rather than an operational nicety.

W2.2 Sleep Protection and Circadian Alignment

(a) Extended shifts beyond federally defined limits are prohibited.
(b) Workers must receive protected rest periods between shifts.
(c) Overnight shifts must include circadian-protective lighting and environmental supports.

Explanation:

Fatigue causes measurable deterioration in reaction time, memory, attention, executive function, and
emotional regulation - equivalent to intoxication. Circadian misalignment causes cardiovascular, metabolic, and
psychological harm. These protections ensure workers remain physiologically capable of safe practice.




W2.3 Fatigue Surveillance and Mitigation

(a) Employers must monitor fatigue risks, including shift length, workload, acuity level, and environmental
stress.

(b) Workers may self-declare fatigue without retaliation.

(c) Employers must reassign or adjust duties when fatigue risk exceeds federal thresholds.

Explanation:
Fatigue surveillance prevents catastrophic outcomes. Aviation, nuclear power, and transportation have
long-standing fatigue protocols - healthcare has none. This clause corrects that gap.

W2.4 Exposure Risk Monitoring (Infectious, Chemical, Radiologic,
Environmental)

(a) Employers shall provide real-time monitoring of infectious risk, chemical exposure, radiation levels, and
hazardous materials.
(b) Workers must receive fit-tested PPE and engineering controls without delay.

Explanation:

Infection, chemical exposure, sterilant fumes, and radiation harm are preventable with standard industrial
protections. Healthcare has historically failed to implement these protections consistently. This section forces
compliance with evidence-based industrial hygiene.

W2.5 Reproductive Health Protections

(a) Workers who are pregnant, postpartum, breastfeeding, or undergoing fertility treatment may not be
assigned unsafe tasks, exposures, or shift patterns.
(b) Employers shall provide lactation accommodation without wage loss.

Explanation:
Reproductive harm in healthcare is well-documented: miscarriage, preterm labor, milk-supply disruption, and
exposure-related fetal risk. This protection ensures workplaces cannot disregard maternal and fetal safety.

W2.6 Basic Bodily Needs Doctrine

(a) Employers may not impede worker access to hydration, temperature regulation, sensory reduction, or
elimination under any circumstances outside declared emergencies.

Explanation:
Many healthcare environments condition workers to accept bodily neglect as “professionalism.” This clause
establishes bodily needs as federally protected rights.



W2.7 Environmental Physiology (Heat, Smoke, Air Quality,
Humidity)

(a) Air quality, humidity, temperature, and wildfire-smoke levels must remain within federal ranges.
(b) Employers must provide cooling systems, respiratory protection, and environmental controls.

Explanation:
Climate change has created new physiologic risks for indoor and outdoor healthcare workers. This section
mandates climate-adaptive protections similar to those used in wildfire regions, construction, and agriculture.

W2.8 Field and Community Clinician Safety

(a) Home-health, community-health, and field clinicians must receive duress alarms, escort protocols,
environmental-risk screening, and immediate access to emergency response.

Explanation:
Community and home-health clinicians face violence, environmental hazards, and isolation without adequate
protection. This clause remedies a longstanding gap in healthcare labor protections.

W3 - PSYCHOLOGICAL & TRAUMA-INFORMED
SAFETY

W3.1 Anti-Coercion Protections

(a) Employers shall not coerce workers into unsafe assignments, forced overtime, or silence regarding safety
concerns.
(b) Supervisory coercion is classified as psychological violence.

Explanation:
Coercion undermines psychological safety and facilitates harm. Workers must be free to speak truthfully about
risk without fear of reprisal.

W3.2 Trauma-Informed Employment Practices

(a) All onboarding, evaluations, discipline, and investigations must follow trauma-informed procedures.
(b) Practices that re-trigger trauma are prohibited.



Explanation:
Trauma-informed employment systems prevent secondary harm and reduce the likelihood of moral injury,
depersonalization, and burnout.

Wa3.3 Moral Injury Prevention

(a) Workers may refuse tasks that violate ethical standards or cause foreseeable patient harm.
(b) Employers may not require workers to participate in unsafe, unethical, or harmful actions.

Explanation:
Moral injury is not burnout - it is injury caused by being forced to act against one’s ethics. This clause formally
protects workers from organizational ethical violations.

W3.4 Psychological Safety Minimums

(a) Workers must be able to report harm, raise concerns, and escalate care without threat, intimidation, or
punishment.

Explanation:
Psychological safety is the foundation of high-reliability organizations. Without it, early warning signals of harm
are suppressed.

Wa3.5 Bullying, Mobbing, Harassment, and Academic Aggression

(a) Bullying, mobbing, harassment, and academic aggression are classified as psychological violence.
(b) Managers must be removed from supervisory roles when found to engage in such conduct.

Explanation:
Bullying is a major driver of turnover, mental iliness, and patient-safety failure. This protection classifies
harassment as a structural safety violation rather than interpersonal conflict.

W3.6 Moral Injury Recovery

(a) Workers must receive paid protected leave, counseling, and supportive reintegration after traumatic events
or preventable harm.
(b) Employers may not retaliate against workers seeking recovery.

Explanation:
Following catastrophic patient events or systemic failures, workers often carry unaddressed trauma. This
clause ensures a humane, structured response.



W3.7 Anti-Racism, Anti-Ableism, Anti-Discrimination Protections

(a) Identity-based harm - including racism, sexism, ableism, ageism, and homophobia - is recognized as
workforce violence.
(b) Employers must investigate all such complaints under trauma-informed and bias-screened processes.

Explanation:
Identity-based harm remains a leading cause of attrition and burnout. This provision formalizes
anti-discrimination standards as safety requirements.

W3.8 Social Media Protection

(a) Workers may discuss systemic safety concerns publicly provided no PHI is disclosed.
(b) Employers may not discipline workers for public reporting of unsafe conditions.

Explanation:
Workers often face retaliation for speaking about unsafe care. This section establishes free-speech
protections similar to whistleblower rules.

W4 - ECONOMIC SAFETY & WAGE INTEGRITY

W4.1 Wage Theft Prohibition

(a) Any unpaid labor, forced work during breaks, off-the-clock documentation, or denial of owed compensation
is classified as economic violence.
(b) Employers must pay triple damages for wage theft.

Explanation:
Wage theft is widespread in healthcare due to chronic understaffing. This clause treats wage theft as violence
because it produces economic instability, physiologic harm, and psychological distress.

W4.2 Guaranteed Pay Continuity During Injury

(a) Workers must receive full pay while recovering from workplace injuries until medically cleared by an
independent clinician.
(b) Wage reduction during injury is prohibited.



Explanation:
Financial harm during recovery compounds physical harm and delays healing. This provision eliminates the
economic penalty historically imposed on injured workers.

W4.3 Sliding-Scale Penalties for Economic Harm

(a) Penalties scale with organizational size, profit, and parent-corporation wealth.
(b) Penalties must meaningfully exceed the financial gain from violating law.

Explanation:
Small fines don’t deter billion-dollar systems. This section requires real economic consequences.

W4 .4 Prohibition on Settlement Reduction

(a) Employers may not reduce penalties through arbitration, class-action settlements, or confidentiality
agreements.
(b) Workers must receive full statutory compensation.

Explanation:
Class-action settlements often return cents on the dollar while allowing employers to repeat illegal practices.
This provision shuts that loophole.

W4.5 Wage Compression & Pay-Inversion Protections

(a) Employers must ensure pay differentials reflect skill, experience, and responsibility.
(b) Wage compression is classified as economic harm.

Explanation:
Wage compression demoralizes experienced staff and erodes retention.

W4.6 Cost-of-Living and Inflation Adjustments

(a) Compensation must maintain purchasing power and economic stability.

Explanation:
Healthcare wages have not kept up with inflation, destabilizing the workforce.

W4.7 Overtime Dependence Prohibition



(a) Employers may not design staffing plans dependent on routine overtime.
(b) Chronic reliance on overtime is classified as organizational harm.

Explanation:
Overtime dependence is a structural failure that drives burnout and patient deaths.

W5 - POST-INJURY PROTECTION &
CONTINUITY OF WORK

W5.1 Independent Physician Choice

(a) Workers may choose any licensed clinician for injury evaluation.
(b) Employers may not restrict or pressure workers to use employer-paid physicians.

Explanation:
Employer-selected clinicians often minimize injuries or prematurely clear workers. This provision prevents that
conflict of interest.

W5.2 Required Accommodations Without Wage Loss

(a) Employers must provide clinically appropriate light duty.
(b) Wage reduction during light duty is illegal.

Explanation:
Workers often lose income when placed on restrictions, worsening harm and delaying recovery.

W5.3 Retaliation Prohibition

(a) Schedule manipulation, pay loss, workload intensification, or administrative harassment following injury
constitute retaliation.

Explanation:
Retaliation causes prolonged harm, delays reporting, and undermines workforce trust.

W5.4 Time-Bound Diagnostic and Treatment Windows



(a) Employers must provide timely imaging, specialist referral, and treatment following workplace injury within
federally defined timeframes.

Explanation:
Delays to imaging or treatment worsen injuries and increase long-term disability.

WS5.5 Fit-for-Duty Coercion Prohibition

(a) Employers may not pressure clinicians to prematurely declare a worker fit for duty.
(b) Fit-for-duty assessments must be independent and bias-screened.

Explanation:
Premature return-to-work escalates harm, reinjury, and economic instability.

W5.6 Return-to-Work Safety Timelines

(a) Return-to-work plans must follow evidence-based recovery trajectories.
(b) Workers may not be financially penalized for requiring additional healing time.

Explanation:
This prevents institutions from forcing unsafe returns due to staffing shortages or financial motives.

W6 - STAFFING, WORKLOAD, AND
ASSIGNMENT SAFETY

W6.1 Safe-Staffing Ratios

(a) Employers shall maintain staffing levels that comply with federally defined safe-staffing minimums
appropriate for the acuity, volume, and complexity of patients served.

(b) Ratios must be maintained at all times, including nights, weekends, and holidays.

(c) Staffing emergencies do not justify ratio violations.

Explanation:

Unsafe staffing is a root cause of mortality, preventable deterioration, and workforce collapse. This standard
establishes non-negotiable, enforceable staffing ratios based on acuity and complexity, eliminating local
loopholes or administrative “load-balancing” that shifts harm onto workers.




W6.2 Task-to-Time Alignment

(a) Employers shall ensure that the required clinical tasks for any assignment fit within the time available during
the worker’s scheduled shift.

(b) Documentation obligations, surveillance requirements, procedural duties, and patient education must be
included in workload calculations.

(c) Assignments exceeding time-capacity are prohibited.

Explanation:

Task-to-time mismatch is a primary cause of cognitive overload, medical error, documentation omissions, and
burnout. This requirement forces systems to match workload to actual temporal capacity rather than expecting
workers to absorb “invisible labor.”

W6.3 Right to Refuse Unsafe Assignments

(a) Workers shall have the legal right to refuse assignments that violate staffing ratios, exceed time-capacity, or
jeopardize patient or worker safety.
(b) Workers exercising this right may not be disciplined, threatened, or retaliated against.

Explanation:
A right-to-refuse standard is necessary because workers are frequently coerced into accepting unsafe
assignments. Protecting refusal prevents preventable injuries and patient harm.

W6.4 Surge Staffing Escalation Requirements

(a) During census surges, acuity spikes, outbreaks, disasters, or staffing shortages, employers must activate
federally defined surge staffing protocols.

(b) Surge staffing must include float pools, call-in reserves, agency reinforcement, or emergency internal
redistribution that does not increase workload beyond safety limits.

Explanation:
Healthcare surges create predictable collapse points. This requirement ensures surge protocols activate early
rather than forcing workers to absorb unsafe volumes.

W6.5 Algorithmic Scheduling and Productivity Harm Prohibition

(a) Employers may not use algorithms, EMR analytics, keystroke monitoring, or artificial intelligence to assign
unsafe patient loads or penalize workers.

(b) Any scheduling or productivity algorithm must undergo independent bias, safety, and harm screening.

(c) Algorithmically generated unsafe assignments are legally classified as organizational violence.



Explanation:

Hospitals increasingly use opaque algorithms to assign workloads, enforce productivity, and monitor clinician
activity. These systems often amplify inequity and harm. This clause regulates algorithmic decision-making the
same way federal law regulates medical devices.

W6.6 Ergonomic and Mobility Protections

(a) Employers shall provide appropriate ergonomic equipment, lift teams, mobility aids, slide sheets,
bariatric-capable devices, and assistive technologies, including exoskeletons when appropriate.
(b) Manual lifting without mechanical assistance is prohibited except under declared emergency.

Explanation:
Musculoskeletal injuries are the top cause of long-term disability in healthcare. This clause forces employers
to implement engineering controls rather than relying on unsafe manual labor.

W7 - RISK-BASED ASSIGNMENT
PROTECTIONS

W7.1 Pregnancy and Postpartum Protections

(a) Workers who are pregnant, postpartum, recently bereaved, or breastfeeding shall not be assigned to
environments with infectious exposure, chemical hazard, radiation risk, high-violence units, or unsafe shift
patterns.

(b) Schedule and duty modifications must occur without wage loss.

Explanation:

Maternal and fetal harm from unsafe assignments is well documented. This clause ensures occupational risk
is not disproportionately borne by pregnant or postpartum workers and eliminates financial punishment for
requiring safer duties.

W7.2 Disability Accommodations (Physical, Sensory, Cognitive)

(a) Employers must provide individualized accommodations for workers with physical, sensory, or cognitive
disabilities.

(b) Accommodations may include modified tasks, noise reduction, lighting adjustments, communication
supports, mobility equipment, and flexible scheduling.

(c) Workers may not be forced to disclose private medical details beyond what is necessary to determine
accommodation.



Explanation:
Disabled healthcare workers face discrimination and assignment manipulation. This section ensures they
receive support aligned with ADA principles, but enforced under federal occupational safety law.

W7.3 Chronic-lliness and Medical-Vulnerability Protections

(a) Workers with chronic illnesses may not be assigned to unsafe or incompatible environments.
(b) Workload must be adjusted to prevent physiologic stress, immunologic deterioration, or reactivation of
underlying medical conditions.

Explanation:
Chronic iliness increases vulnerability to workload-related harm, yet these workers are often placed in the
most taxing roles. This rule protects against preventable deterioration.

W7.4 Immunocompromised Worker Protections

(a) Immunocompromised workers may not be placed in environments with high infectious burden unless they
specifically request such assignments and appropriate PPE is provided.
(b) Assignments must be matched to medical vulnerability.

Explanation:

Healthcare workers with immune disorders are disproportionately harmed by infectious exposure. This
provision acknowledges immunologic vulnerability and prevents employers from treating immunocompromised
workers as interchangeable labor.

W8 - ANTI-RETALIATION AND ANTI-SILENCING
PROTECTIONS

W8.1 Federal Whistleblower Protection

(a) Workers who report safety concerns shall receive federal whistleblower protections regardless of employer
policies.
(b) Employers may not discipline, threaten, or surveil workers for reporting.

Explanation:
Retaliation silences critical safety warnings and leads directly to patient deaths. Federal whistleblower
protections create a protective barrier for workers raising concerns.




W8.2 HR Retaliation and Write-Up Abuse Prohibition

(a) Employers may not use administrative write-ups, coaching plans, disciplinary letters, or performance
reviews as retaliation for reporting harm, refusing unsafe assignments, or escalating patient concerns.

Explanation:
Many institutions weaponize HR processes to silence workers. This clause classifies such practices as
retaliatory harm, not performance management.

W8.3 Licensing-Board Retaliation Prohibition

(a) Employers may not threaten, intimidate, or file retaliatory board reports.
(b) Any employer that files a false or misleading board report shall face federal penalties.

Explanation:
Threats to licensure are among the strongest forms of coercion. This clause prevents employers from using
boards as weapons.

W8.4 Union Retaliation Prohibition

(a) Unions may not punish, silence, or discriminate against members for reporting safety concerns, filing
complaints, or disagreeing with union—employer agreements.

Explanation:
Some unions collude with employers or suppress dissent. This provision protects members from internal
retaliation.

W8.5 Protection for Dissenting Union Members

(a) Workers cannot be coerced into following union positions or silenced about safety issues.

Explanation:
Dissent is essential for safe practice. This distinguishes protected speech from political disagreement.

W8.6 Peer-Review Abuse Prohibition

(a) Peer review must not be used for retaliation, discipline, or suppression of safety concerns.
(b) All peer-review panels must follow trauma-informed procedures.



Explanation:
Peer review is often punitive, opaque, and abused to silence clinicians. This clause prevents misuse and
forces transparency.

W9 - VIOLENCE PREVENTION AND
ORGANIZATIONAL DUTY OF CARE

W9.1 Zero Tolerance for Violence

(a) Employers shall maintain zero tolerance for violence from patients, visitors, coworkers, supervisors, law
enforcement, or security staff.
(b) Any violent individual shall be removed immediately.

Explanation:
Violence toward healthcare workers is epidemic. Zero tolerance establishes a legal requirement instead of
allowing “expected” violence.

W9.2 Security Misuse Prohibition

(a) Employers may not use security personnel to intimidate, coerce, or punish workers.
(b) Security responses must follow trauma-informed guidelines.

Explanation:
Security has been used in many institutions to enforce administrative authority rather than safety. This section
prevents weaponization of security forces.

W9.3 Carceral and Forensic Safety

(a) Workers in correctional health, forensic psychiatry, and custody-involved settings must receive specialized
safety training, duress equipment, and protective protocols.
(b) Custody staff may not override clinical judgment.

Explanation:
Carceral healthcare features heightened violence risk and severe power imbalances. This provision ensures
clinical sovereignty and physical protection.

W9.4 Mandatory De-Escalation and Crisis Response



(a) Employers must provide evidence-based de-escalation training and ensure staffing models allow safe
response to behavioral crises.
(b) Workers may not be left alone in high-risk situations.

Explanation:
De-escalation works only when staffing and training are adequate. This prevents conditions where clinicians
are left without backup.

W9.5 High-Risk Department Protections

(a) Emergency departments, psychiatric units, ICUs, labor-and-delivery units, and EMS teams must receive
enhanced violence-prevention infrastructure and staffing.

Explanation:
These areas experience the highest violence rates. This clause recognizes the differential risk and mandates
additional protections.

W10 - EDUCATION, COMPETENCY, AND SKILL
DEVELOPMENT

W10.1 Anti-Gatekeeping for Education, Certification, and
Advancement

(a) Employers and schools may not restrict access to training, certifications, degree programs, or career
advancement based on retaliation, favoritism, or discriminatory criteria.

Explanation:
Gatekeeping limits upward mobility and punishes workers for speaking out. This provision eliminates
discretionary barriers to career development.

W10.2 Required Orientation and Ongoing Training

(a) Workers must receive adequate orientation, retraining, and continuous skill development aligned with their
role and assignments.
(b) Orientation cannot be truncated due to staffing shortages.

Explanation:
Under-training contributes to avoidable harm. This clause ensures workers receive full preparation before
being placed in high-risk environments.



W10.3 Safety, Violence, and Trauma-Physiology Literacy

(a) Employers must provide mandatory educational modules in violence prevention, trauma physiology, bias
recognition, and the neurobiology of stress.
(b) Education must be evidence-based and standardized.

Explanation:
Training in trauma physiology reduces harm, improves clinical recognition, and strengthens worker resilience.

W10.4 Prohibition on Punitive Competency Frameworks

(a) Competency assessments must be educational, not punitive.
(b) Competency cannot be used to retaliate, discipline, or block advancement.

Explanation:
Competency reviews are often weaponized. This clause prevents misuse and protects fairness.

W10.5 Guaranteed Career Mobility

(a) Employers must allow workers to pursue higher education, specialty certification, and advancement without
economic penalty or retaliation.

Explanation:
Many institutions discourage advancement to maintain staffing. This requirement ensures mobility is
protected.

W10.6 PRISMqd Pilot Participant Protection

(a) Workers participating in PRISMqd or related pilots shall not face retaliation for reporting device issues,
escalation failures, or safety concerns.
(b) Pilot participation must remain voluntary and non-coercive.

Explanation:
Pilot studies create vulnerability for participating workers. This section provides IRB-level protections and
encourages honest reporting of system flaws.




W11 - WORKPLACE ENVIRONMENTAL HEALTH

W11.1 Air Quality Standards

(a) Employers shall maintain indoor air-quality conditions that meet or exceed OSHA, NIOSH, ASHRAE, and
ISO standards, including filtration, ventilation, pressure control, humidity regulation, and airborne pathogen
mitigation.

(b) Air quality must be continuously monitored, with real-time alerts for unsafe levels.

Explanation:

Air quality is a foundational determinant of worker respiratory stability, cognitive function, and infection risk.
Many healthcare environments have poor ventilation or outdated HVAC systems, contributing to airborne
transmission and fatigue. This provision establishes mandatory industrial-level standards rather than
hospital-discretion standards.

W11.2 Lighting Requirements

(a) Employers shall provide lighting that supports circadian alignment, reduces glare, supports low-stimulation
environments, and minimizes seizure risk for neurologically sensitive workers.
(b) Overnight work areas must include circadian-supportive lighting systems.

Explanation:

Lighting profoundly affects alertness, hormone regulation, and fatigue. Traditional healthcare lighting disrupts
circadian physiology and increases cognitive strain. This clause mandates lighting that protects physiologic
function.

W11.3 Noise Exposure Limits

(a) Employers shall maintain workplace noise within safe decibel limits as defined by OSHA and WHO
workplace guidelines.
(b) Workers must have access to noise-reducing protective equipment when needed.

Explanation:

Chronic noise exposure impairs concentration, elevates cortisol, and contributes to burnout. Hospital alarms,
overhead paging, and environmental noise exceed safe limits. This regulation imposes enforceable noise
standards.

W11.4 Ergonomic Design Standards



(a) All workspaces shall be ergonomically designed, including workstation height, lift equipment, mobility aids,
and accessible patient-handling devices.
(b) Employers must provide safe transfer equipment for all patient mobilizations.

Explanation:
Musculoskeletal injuries are the leading cause of long-term disability in healthcare. Ergonomic design reduces
injury, preserves workforce longevity, and aligns healthcare with industrial safety norms.

W11.5 OSHA/NIOSH/ISO Integration

(a) Healthcare workplaces must comply with OSHA, NIOSH, NFPA, I1ISO, and ASHRAE standards for
ventilation, air quality, chemical exposure, radiation safety, and climate control.
(b) Failure to adhere to these standards constitutes environmental violence under COVE/F.

Explanation:
Healthcare settings have historically been exempted from full industrial compliance. This clause removes that
exemption and aligns healthcare with global occupational-safety standards.

W11.6 Climate-Adaptive Environmental Controls

(a) Employers shall provide environmental mitigation for heat waves, wildfire smoke, flooding, hurricanes,
atmospheric instability, and power outages.
(b) Climate events may not be used to justify unsafe working conditions.

Explanation:
Climate change directly impacts worker safety. This clause ensures climate hazards are treated as
occupational risks with mandatory protections.

W12 - PAYOR-DRIVEN WORKFORCE HARM

W12.1 Denial-Driven Deterioration as Worker Harm

(a) Any insurer delay, denial, or administrative barrier that worsens a worker’s injury or prolongs recovery is
legally classified as worker harm.
(b) Workers shall have the right to immediate independent review of any denied claim.

Explanation:
Workers’ comp and commercial insurance frequently deny or delay care, causing physical deterioration and
prolonged disability. This regulation directly addresses insurer-driven harm.




W12.2 Network Coercion Prohibition

(a) Employers and insurers shall not restrict workers to employer-controlled medical networks following
workplace injury.
(b) Workers must have unrestricted access to independent clinicians.

Explanation:
Employer-controlled networks often exist to minimize costs rather than treat injuries. This clause prevents
forced participation in biased clinical networks.

W12.3 Algorithmic Claim Suppression Prohibition

(a) Insurers may not use automated denial algorithms, utilization-surveillance systems, or Al-based
suppression tools that delay or deny care.
(b) Any Al used in claims adjudication must undergo safety, bias, and harm screening.

Explanation:
Automated denial tools are increasingly used to suppress rightful claims. This rule classifies algorithmic
suppression as a form of harm.

W12.4 Denial Incentive Prohibition

(a) Insurers may not incentivize clinicians, adjusters, or administrators to deny claims.
(b) Any identified denial incentive is classified as economic extraction and triggers federal penalty.

Explanation:
Incentives to deny care create direct and foreseeable harm. This clause eliminates payor-driven financial
extraction.

W12.5 Claim Manipulation Penalties

(a) Insurers that manipulate, falsify, or delay claims shall pay enforceable financial penalties directly to the
harmed worker.
(b) Penalties scale with the insurer’s profit and size.

Explanation:
Penalties must be financially meaningful to large insurers. This ensures compliance through economic
deterrence.




W13 - LICENSING, BOARDS, AND
REGULATORY SAFEGUARDS

W13.1 Anti-Disciplinary Abuse

(a) Employers and boards shall not use disciplinary processes to punish workers for reporting safety concerns,
refusing unsafe assignments, or escalating care.
(b) Disciplinary actions must be evaluated for evidence of retaliatory motive.

Explanation:
Reports of weaponized discipline are widespread. This clause classifies misuse of discipline as organizational
violence.

W13.2 Bias Screening for All Disciplinary Actions

(a) All board complaints, corrective actions, and investigations must undergo bias screening for racism,
sexism, ableism, ageism, and hierarchy-driven bias.
(b) Evidence of bias renders the disciplinary process invalid.

Explanation:
Bias in disciplinary actions is well-documented. This rule ensures disciplinary systems are fair and
trauma-informed.

W13.3 Worker Rights During Investigations

(a) Workers have the right to representation, trauma-informed interviews, and clear procedural transparency
during any investigation.
(b) Coercive or intimidating investigative tactics are prohibited.

Explanation:
Investigations often traumatize workers and replicate institutional violence. This clause mandates humane,
transparent investigation processes.

W13.4 Documentation Integrity Protections

(a) Employers may not discipline workers for accurate documentation of unsafe conditions, system failures, or
patient deterioration.
(b) Alteration or suppression of documentation is prohibited.



Explanation:
Documentation truthfulness is essential for patient safety. Workers must be protected when documenting
accurately.

W13.5 Independent Oversight of Investigations

(a) Any investigation involving patient harm, worker harm, identity-based discrimination, or retaliation must
include an independent reviewer not affiliated with the employer.
(b) Independent review findings are binding.

Explanation:
Independent oversight removes institutional conflict of interest and ensures fairness.

W13.6 Trauma-Informed Investigation Standards

(a) All investigations must follow trauma-informed protocols, including non-confrontational interviews, pacing
accommodations, written summaries, and psychological support access.

Explanation:
Trauma-informed investigations reduce the risk of re-injury and promote truthful disclosure.

W14 - UNION, CBA, AND COLLECTIVE RIGHTS
INTEGRATION

W14.1 Collective Bargaining Agreements Cannot Override Federal
Safety Law

(a) No union contract, side letter, MOU, or CBA may override protections outlined in this appendix.
(b) All safety standards supersede negotiated agreements.

Explanation:
Safety cannot be negotiated away. This clause ensures federal law remains dominant.

W14.2 Transparency of Union—-Employer Agreements

(a) Unions must disclose any financial, legal, or consulting arrangements with employers.
(b) Failure to disclose invalidates the agreement.



Explanation:
Transparency prevents conflicts of interest and ensures worker trust.

W14.3 Worker Right to Outside Legal Counsel

(a) Workers may retain independent legal counsel regardless of union affiliation.
(b) Unions may not interfere with or penalize workers for doing so.

Explanation:
Workers must be free to seek independent representation when unions fail to protect them.

W14.4 Anti-Collusion Protections

(a) Unions and employers may not coordinate to suppress complaints, block investigations, or silence workers.
(b) Evidence of collusion triggers federal intervention.

Explanation:
Collusion between unions and management harms workers and reduces safety reporting transparency.

W14.5 Protections for Dissenting Union Members

(a) Members may not be disciplined, excluded, or marginalized for disagreeing with union positions or raising
safety concerns.

Explanation:
Internal dissent strengthens safety culture. This clause protects democratic participation within unions.

W15 - MENTAL HEALTH AND
SUICIDE-PREVENTION PROTECTIONS

W15.1 Immediate Access to Mental-Health Care

(a) Employers shall provide confidential, immediate access to licensed mental-health professionals without
cost to the worker.
(b) Access must be available 24/7 in high-risk work environments.



Explanation:
Healthcare worker suicide is a national crisis. Immediate access to competent mental-health care is essential.

W15.2 Non-Punitive Mental-Health Disclosure

(a) Workers shall not face disciplinary action for seeking mental-health care.
(b) Mental-health disclosures may not be used as grounds for fitness-for-duty decisions unless there is
imminent risk.

Explanation:
Workers often avoid care due to fear of retaliation. This clause removes punitive barriers to seeking help.

W15.3 Suicide Risk Mitigation After Traumatic Exposure

(a) Workers exposed to violence, moral injury, catastrophic patient outcomes, or severe burnout must be
screened for suicide risk within 48 hours.
(b) Screening must be trauma-informed and non-coercive.

Explanation:
Early intervention is proven to reduce suicide risk. This requirement ensures immediate protective action.

W15.4 Post-Traumatic Protected Leave and Reintegration

(a) Workers must receive paid protected leave following traumatic events.
(b) Reintegration plans must include reduced workload, debriefing, and resilience supports.

Explanation:
Traumatic events can cause lasting psychological injury. Structured reintegration supports recovery and
prevents long-term harm.

Understood.
Below are W16-W20, in full CFR-style regulatory code, each subsection immediately followed by a full
explanatory paragraph, exactly matching the structure of W1-W15.

No omissions.

No compression.

No emojis.

All remaining domains - including climate hazard protections, chemical and industrial exposure, national
hotline, federal inspection authority, public transparency, and PRISMqd-linked enforcement - are integrated.




APPENDIXW - FULL CFR-STYLE TEXT WITH
EXPLANATIONS

Sections W16-W20 (Final Sections)

W16 - OCCUPATIONAL HAZARD PROTECTIONS

W16.1 Infectious Disease Exposure Protections

(a) Employers shall maintain engineering controls, PPE access, real-time pathogen surveillance, and exposure
tracing in accordance with federal infectious-disease standards.

(b) Workers may not be assigned to high-exposure environments without appropriate PPE, fit-testing, and
hazard training.

(c) Employers must maintain sufficient PPE reserves to support surge events.

Explanation:

Infectious disease is one of the primary sources of worker morbidity and mortality. COVID-19, influenza, RSV,
MRSA, C. difficile, and airborne pathogens create continuous risk. This clause mandates evidence-based
exposure controls and eliminates the historical pattern of PPE rationing and unsafe reuse.

W16.2 Violence Exposure Protections

(a) Employers shall provide enhanced environmental design, trained security personnel, duress alarms, and
protective staffing for units with high violence risk.
(b) Workers have the right to immediate removal from unsafe environments.

Explanation:
Violence is one of the leading causes of injury and death among healthcare workers. This regulation expands
protection beyond zero-tolerance policy by requiring physical, environmental, and staffing infrastructure.

W16.3 Chemical, Pharmaceutical, and Industrial Hazard
Protections

(a) Employers shall implement engineering controls for sterilization agents, cytotoxic drugs, anesthetic gases,
solvents, disinfectants, and hazardous waste.

(b) Workers must receive hazard-specific training, PPE, spill-response protocols, and exposure monitoring.
(c) Exposure to hazardous drugs must comply with NIOSH and USP <800> standards.



Explanation:
Healthcare workers face daily exposure to industrial chemicals associated with cancer, miscarriages,
neurologic damage, and chronic disease. This regulation aligns healthcare with industrial best practices.

W16.4 Radiation and Imaging-Suite Safety

(a) Employers must comply with federal standards for shielding, distance controls, dosimeter monitoring, and
exposure limits.
(b) Workers must have unrestricted access to dosimetry records.

Explanation:
Radiation exposure accumulates gradually and can produce long-term biologic harm. This clause ensures
transparency and strict monitoring.

W16.5 Climate Hazard PPE

(a) Employers must provide personal protective equipment for climate-related hazards including cooling vests,
N95 or equivalent respirators, HEPA-filtered respirators, hydration support, and protective garments.
(b) Outdoor or field-based workers must receive climate risk briefings before each shift.

Explanation:
Climate hazards are now occupational hazards. Wildfire smoke, heat waves, poor air quality, and severe
weather create physiologic stress that must be mitigated through PPE and environmental adaptation.

W17 - FEDERAL INCIDENT REPORTING AND
ACCOUNTABILITY DATA SYSTEM

W17.1 Universal Safety Event Reporting

(a) Employers shall report all worker injuries, near misses, exposures, violence incidents, discrimination
events, retaliation reports, and assignment-related harm to a national workforce-safety database.
(b) Reporting must occur within 24 hours.

Explanation:
National tracking is essential for surveillance, policy development, and enforcement. Underreporting has
historically obscured the true scale of harm.



W17.2 Public Transparency Requirements

(a) Aggregate workforce-safety data - including injury rates, violence rates, burnout indicators, turnover, and
retaliation metrics - must be made publicly available on a quarterly basis.
(b) Facilities may not obscure or manipulate their data.

Explanation:
Public transparency pressures employers to improve safety culture and allows workforce members to make
informed employment decisions.

W17.3 Anonymous Federal Whistleblower Portal

(a) Workers shall have access to a federal whistleblower portal for anonymous reporting of safety violations,
retaliation, discrimination, or harm.
(b) Employers may not monitor or interfere with access to this portal.

Explanation:
Workers frequently cannot report internally without retaliation. A federal portal ensures safety and
confidentiality.

W17.4 National Hotline for Workforce Harm Reporting

(a) The Department of Health and Human Services shall maintain a national 24/7 hotline for workers to report
harm, violence, unsafe assignments, or coercive practices.
(b) Hotline staff must be trained in trauma-informed response and immediate risk triage.

Explanation:

A hotline provides real-time access to support, intervention, and documentation. Rapid response prevents
escalation and protects workers experiencing acute risk.

W18 - ENFORCEMENT, PENALTIES, AND
REMEDIAL ACTION

W18.1 Automatic Penalties Triggered by Data

(a) Workforce-safety violations shall trigger automatic penalties based on documented events, not on worker
complaints.
(b) Penalty defaults cannot be waived except by federal review.



Explanation:
Automated penalties eliminate the burden on workers to prove harm and prevent employers from suppressing
reports.

W18.2 Executive Liability for Structural Harm

(a) Corporate executives, board members, and senior administrators shall be held personally liable for harm
resulting from policies, understaffing, coercive systems, or failures to implement safety protocols.
(b) Liability cannot be transferred to subordinate staff.

Explanation:
Decision-makers who create harmful systems must face direct consequences. This prevents executives from
pushing liability downward.

W18.3 Criminal Referral for Severe Violations

(a) Violations involving intentional harm, retaliation, falsification of records, or suppression of safety reports
shall be referred to federal criminal investigators.
(b) Criminal penalties may include fines, imprisonment, or exclusion from healthcare leadership.

Explanation:
Severe organizational misconduct must carry legal consequences comparable to other high-risk sectors such
as aviation or nuclear operations.

W18.4 Direct Worker Compensation

(a) All monetary penalties collected from employers or insurers shall be paid directly to the harmed worker(s).
(b) Compensation is mandatory and non-negotiable.

Explanation:
Workers must receive immediate, meaningful compensation for harm to prevent financial collapse and
incentivize compliance.

W18.5 Mandatory Reinstatement After Wrongful Discipline

(a) Any worker disciplined, terminated, or demoted in retaliation for safety reporting shall be reinstated within 7
business days with full back pay and restoration of seniority.
(b) Reinstatement must be accompanied by a safety action plan.



Explanation:
This eliminates the common practice of forcing workers into prolonged legal battles while unemployed or
underpaid.

W18.6 Federal Inspection Authority

(a) The Department of Health and Human Services, in coordination with OSHA-equivalent enforcement teams,
shall conduct unannounced inspections of healthcare facilities for workforce-safety compliance.
(b) Facilities found in violation must submit a federal corrective action plan within 30 days.

Explanation:
Unannounced inspections prevent manipulation of data, environments, or staffing on inspection days. This
finally gives healthcare the equivalent of OSHA enforcement power.

W19 - INTEGRATION WITH PATIENT SAFETY
FRAMEWORKS

W19.1 Workforce Harm — Patient Harm Trigger

(a) Any documented workforce deterioration event - physiologic, psychological, or economic - automatically
triggers a patient-safety alert, because workforce instability increases patient mortality risk.
(b) Facilities must analyze workforce harm as part of their root-cause analyses.

Explanation:
This closes the structural gap between worker safety and patient outcomes. The evidence is unequivocal:
workforce harm increases mortality.

W19.2 Fatigue and Cognitive-Load Integration

(a) Workforce fatigue, understaffing, and workload imbalance must be integrated into patient-risk scores,
deterioration models, and escalation systems.
(b) Facilities must document how fatigue mitigation was implemented.

Explanation:
Fatigue increases diagnostic errors, medication errors, misinterpretation of vital signs, and failure-to-escalate.
This clause mandates its integration into patient-safety analytics.




W19.3 PRISMqd Risk-System Integration

(a) All workforce-related safety deficiencies shall be integrated into PRISMqd's predictive models as upstream
risk modifiers.

(b) PRISMqgd-generated deterioration alerts cannot be suppressed or overridden due to staffing shortages or
administrative preference.

Explanation:
The PRISMqd system identifies patterns that precede harm. Linking workforce harm ensures deterioration
alerts remain sensitive to real-world safety conditions.

W19.4 Cross-Appendix Enforcement

(a) Violations of Appendix W automatically trigger review under Appendices O (accountability), P (diagnostic
delays), Q (escalation), R (sentinel harms), and U (patient deterioration).
(b) This ensures that workforce safety, patient safety, and operational systems remain unified.

Explanation:
By cross-linking appendices, the framework prevents an employer from siloing safety responsibilities or hiding
failures within administrative departments.

W20 - IMPLEMENTATION REQUIREMENTS

W20.1 Federal Safety Certification Requirement

(a) Healthcare facilities must obtain and maintain certification demonstrating compliance with all standards in
this appendix to receive Medicare, Medicaid, or federal funding.
(b) Loss of certification results in immediate suspension of federal reimbursement.

Explanation:
Financial leverage is the only reliably effective enforcement tool in healthcare. This clause ties safety to
reimbursement.

W20.2 Annual Federal Review and Recertification

(a) Employers shall undergo annual federal review of staffing, safety protocols, training, violence prevention,
environmental controls, and payor-driven harm.
(b) Reviews must be documented and publicly available.



Explanation:
Annual review maintains transparency, discourages regression, and provides ongoing oversight.

W20.3 NMHSS Integration

(a) All workforce-safety data shall feed into the National Medical Harm Surveillance System (NMHSS).
(b) NMHSS must track workforce harm, patient harm, and structural harm as interconnected phenomena.

Explanation:
This ensures national-level situational awareness and early detection of systemic failures.

W20.4 Public Workforce-Safety Reporting

(a) Facilities shall publish public workforce-safety dashboards, including violence rates, injury rates, burnout
indicators, turnover, and retaliation metrics.
(b) Dashboards must be updated quarterly.

Explanation:
Public transparency creates external pressure to improve conditions. Workers and communities deserve to
know the true safety climate of their healthcare institutions.




APPENDIX X — METHODOLOGICAL
FOUNDATIONS & EVIDENCE



APPENDIX X - METHODOLOGICAL
FOUNDATIONS & EVIDENCE BASE

HOW HARM IS DEFINED, MEASURED, MODELED, VALIDATED, AUDITED, REPRODUCED, TESTED,
AND REPORTED. SCIENCE, ANALYTICS, EVIDENCE, METHOD, DATA, VALIDATION, MODELING,
CLASSIFICATION, RESEARCH INTEGRITY.

X1 - PURPOSE, SCOPE, AND GOVERNING
PRINCIPLES

X1.1 Purpose

(a) This appendix establishes the methodological, analytic, ethical, and evidentiary standards required to
implement, evaluate, and enforce the Comprehensive Occupational Violence & Extraction Framework
(COVE/F).

(b) These standards govern data collection, harm classification, analytic systems, predictive modeling,
surveillance architecture, scientific validation, transparency, and regulatory enforcement.

(c) Appendix X provides the foundation for all COVE/F appendices, federal regulation, academic publication,
and PRISMqd integration.

Explanation:

A methodological appendix is only valid if it clearly defines the rules under which evidence is collected,
interpreted, validated, and used to enforce safety. This section establishes Appendix X as the controlling
methodological authority.

X1.2 Scope

(a) Applies to all employers, health systems, insurers, unions, boards, federal agencies, accrediting bodies,
researchers, auditors, and oversight entities.

(b) Governs methodological requirements for harm detection, workforce-safety measurement, deterioration
analytics, retaliation documentation, structural-violence quantification, predictive modeling, NMHSS integration,
and enforcement.

(c) Applies to all PRISMqd, NMHSS, and COVE/F-linked systems.

Explanation:
Scope establishes universal applicability and ensures no entity may claim exemption from methodological
requirements.



X1.3 Governing Principles

(a) All methods must be grounded in scientific rigor, reproducibility, transparency, trauma-informed practice,
and human-rights alignment.

(b) In cases of conflict between institutional preference and safety, safety prevails.

(c) In cases of conflict between employer interpretation and worker protection, worker protection prevails.
(d) In cases of conflict between national and international standards, the more protective standard prevails.

Explanation:
This prevents systems from defaulting to weaker interpretations and ensures COVE/F is always applied in a
protective, rights-centered manner.

X2 - EVIDENCE STANDARDS AND
HIERARCHIES

X2.1 Approved Evidence Sources

(a) Valid evidence must be derived from WHO, ILO, UN, OECD, NIOSH, OSHA, AHRQ, CMS, CDC, NASEM,
Joint Commission, ISO, IEC, AAMI, USP, NIH, peer-reviewed studies, or validated workforce-generated data.
(b) Organizational custom or managerial assertion does not constitute evidence.

Explanation:
Many institutions justify harmful practices using internal norms. This prohibits that practice.

X2.2 Hierarchy of Evidence

(a) Tier 1: High-quality epidemiologic, cohort, case-control, RCT, and longitudinal research.
(b) Tier 2: Meta-analyses, systematic reviews, and national database analyses.

(c) Tier 3: PRISMqgd and NMHSS validated datasets.

(d) Tier 4: Worker testimony, sentinel reports, and qualitative evidence.

(e) All tiers must be documented in harm determinations.

Explanation:
This ensures worker testimony is formally recognized while maintaining scientific rigor.

X2.3 Mechanistic Plausibility

(a) Harm must be evaluated using mechanistic pathways including physiological, psychological, environmental,
algorithmic, economic, structural, and discriminatory mechanisms.



(b) Employers may not dismiss harm due to incomplete causal certainty when mechanisms are supported by
established evidence.

Explanation:
This prevents employers from using “uncertainty” to avoid accountability.

X2.4 Evidence for Structural and Extraction Harm

(a) Structural violence, extraction mechanisms, administrative overload, and coercive systems must be
measured using validated organizational-behavior research and occupational-epidemiology frameworks.
(b) These harms must be weighted equivalently to physical and psychological harm.

Explanation:
Historically, structural and extraction harms were excluded from evidence. This section corrects that failure.

X2.5 Preventive Harm Rule

(a) When evidence suggests credible risk, protective action is required even without definitive proof.
(b) Lack of perfect evidence may not justify inaction.

Explanation:
This aligns COVE/F with global preventive-risk standards used in aviation, energy, and public health.

X3 - DATA COLLECTION, DATA QUALITY, AND
DATA SOVEREIGNTY

X3.1 Minimum Dataset Requirements

(a) Required dataset includes:

staffing ratios; acuity levels; workload density; break violations; fatigue indicators; sleep metrics;
environmental exposures; violence data; discrimination reports; retaliation indicators; assignment safety;
moral-injury metrics; cognitive load; economic extraction; payor delays; insurance denials; injury progression;
turnover; skill mix; and resignations.

(b) No dataset element may be minimized, omitted, or deemphasized.

Explanation:
This creates the most comprehensive occupational dataset in healthcare internationally.




X3.2 Data Integrity Requirements

(a) Data falsification, selective suppression, retrospective alteration, or omission is prohibited.
(b) Datasets must maintain immutable audit trails.
(c) Worker auditing of their own records is mandatory.

Explanation:
Workers must have the right to verify what is said about them and how harm is recorded.

X3.3 Worker Data Sovereignty

(a) Workers own their harm-related data.
(b) Employers may not restrict access, modify entries, or block reporting.
(c) Workers may export their data for legal, clinical, or research use.

Explanation:
This aligns with global data-sovereignty ethics standards.

X3.4 Anti-Surveillance Protections

(a) Safety-related data collection must not become a tool for discipline, productivity enforcement, or punitive
monitoring.

(b) Behavioral surveillance systems (time-on-task monitoring, electronic spying, performance
micromanagement) are prohibited.

Explanation:
This prevents the misuse of analytics as instruments of coercion.

X3.5 Required Capturing of Coercive Systems

(a) Data collection must capture harm deriving from staffing coercion, administrative overload, unsafe
assignments, retaliation, and financial exploitation.

Explanation:
These harms are invisible unless formally captured in the dataset.

X4 - ANALYTIC METHODS AND
HARM-MEASUREMENT STANDARDS



X4.1 Harm-Type Integration

(a) Analytic systems must measure physical, psychological, moral, structural, economic, environmental,
algorithmic, discriminatory, and extraction harms.
(b) Harm domains must be weighted in proportion to severity and systemic impact.

Explanation:
Healthcare historically recognized only physical injury. This expands harm to its true multidimensional nature.

X4.2 Harm-Severity Scoring

(a) Systems must classify harm severity (mild, moderate, severe, catastrophic) using validated
occupational-injury and trauma frameworks.
(b) Catastrophic harm includes suicide, long-term disability, forced career exit, and preventable patient death.

Explanation:
Severity scoring enables enforcement proportional to harm inflicted.

X4.3 Injury-Progression Modeling

(a) Models must quantify deterioration resulting from delays in imaging, payor denials, coercive return-to-work,
retaliatory scheduling, unsafe assignments, and environmental exposures.
(b) Models must be validated using national epidemiologic data.

Explanation:
This codifies how untreated injuries worsen over time.

X4.4 Structural and Extraction Harm Quantification

(a) Extraction metrics must quantify unpaid labor, wage suppression, break violations, forced overtime,
cognitive extraction, emotional extraction, and administrative burden.

(b) Structural metrics must quantify hierarchy-driven harm, organizational coercion, and discriminatory
systems.

Explanation:
Extraction harm is measurable and must be formally quantified.

X4.5 Fatigue and Cognitive-Load Analytics



(a) Models must incorporate cognitive load, sleep deficits, cumulative fatigue, interruptions, workload density,
and staffing ratio instability.
(b) Fatigue-related harm must be classified as preventable.

Explanation:
Fatigue is not a personal failure; it is a measurable occupational hazard.

X4.6 Predictive Modeling Requirements

(a) Predictive systems must incorporate workforce harm as a core deterioratory parameter.
(b) All models must undergo bias testing, drift detection, and recalibration every six months.
(c) PRISMqd deterioration alerts cannot be suppressed or modified for staffing or political reasons.

Explanation:
PRISMqd cannot be neutralized by administrative manipulation.

X4.7 Cross-Domain Integration

(a) Workforce harm, patient outcomes, environmental risk, economic pressures, payor delays, and
discrimination metrics must be analyzed as interconnected systems.
(b) Siloed analysis is prohibited.

Explanation:
Harm propagates through systems, not isolated domains.

X5 - SURVEILLANCE ARCHITECTURE AND
NATIONAL HARM DETECTION SYSTEMS

X5.1 NMHSS Architecture

(a) NMHSS must capture workforce harm, patient harm, structural harm, environmental harm, payor-driven
harm, and extraction harm.
(b) Employers must submit data daily; weekly submission is prohibited.

Explanation:
Daily submission prevents lagging indicators from hiding real-time deterioration.



X5.2 Sentinel Event Standards

(a) Sentinel workforce events include assault, sexual harassment, suicidal ideation, suicide attempt, completed
suicide, preventable disability, moral injury collapse, forced unsafe return-to-work, retaliatory assignment,
catastrophic staffing failure, and climate-exposure injury.

(b) All sentinel events require immediate federal investigation.

Explanation:
This aligns workforce sentinel events with patient-safety sentinel logic.

X5.3 Climate-Integrated Surveillance

(a) NMHSS must capture heat stress, wildfire smoke exposure, storms, flooding, air-quality deterioration,
building ventilation failure, outages, and climate-driven staffing disruption.
(b) Climate hazards must be treated as occupational hazards.

Explanation:
Climate change is an occupational hazard multiplier in healthcare.

X5.4 Community Oversight

(a) Each region must establish a community oversight panel including frontline workers, patients, disability
advocates, community members, and independent researchers.
(b) Panels must review harm patterns and methodology annually.

Explanation:
Surveillance systems require democratic oversight to prevent institutional abuse.

X6 - VALIDATION, RELIABILITY, AND
REPRODUCIBILITY STANDARDS

X6.1 Model Validation Standards

(a) All analytic, predictive, deterioration, harm-classification, and extraction models must undergo internal
cross-validation, external dataset validation, and independent third-party validation.

(b) Validation must test performance across demographic groups, job roles, clinical settings, and harm
categories.

(c) Validation results must be publicly accessible, versioned, and independently reproducible.



Explanation:
Validation prevents biased, inaccurate, or manipulated analytic systems. COVE/F requires validation
comparable to aviation, energy, and pharmaceutical regulatory standards.

X6.2 Reproducibility Requirements

(a) Al methods must be fully replicable by independent reviewers.

(b) Complete methodological documentation - including code, variable definitions, assumptions, weighting
criteria, and calibration choices - must be publicly available.

(c) Proprietary secrecy may not be used to conceal methodological decisions when safety is implicated.

Explanation:
In safety systems, reproducibility is mandatory. This prevents organizations from hiding methods that obscure
harm.

X6.3 Reliability Thresholds

(a) Harm classifications must demonstrate inter-rater reliability of = 0.80 using Cohen’s kappa or equivalent.
(b) All reviewers must undergo standardized training in COVE/F classification.
(c) Reviews showing systematic disagreement must trigger recalibration.

Explanation:
Reliability is a threshold requirement in forensic and occupational epidemiology. This prevents arbitrary,
biased, or inconsistent classification.

X6.4 Drift Detection and Recalibration

(a) All analytic systems must include model-drift detection for:

algorithmic decay, staffing variance, environmental change, demographic shifts, and system-behavior drift.
(b) Drift must trigger recalibration within 90 days.

(c) PRISMqd deterioration models must recalibrate no less than every six months.

Explanation:
Models degrade over time. Drift detection ensures analytic accuracy is preserved.

X6.5 Conflict-of-Interest Prohibition

(a) Employers may not design, validate, certify, or approve methodologies used to evaluate their own safety
performance.
(b) Internal committees may not override methodological requirements.



Explanation:
This prevents manipulation of research and enforcement systems by employers.

X7 - ETHICAL, HUMAN-RIGHTS, AND
TRAUMA-INFORMED FRAMEWORK

X7.1 Ethical Framework Alignment

(a) All methods must align with WHO ethics guidance, UN human-rights law, ILO labor conventions, the ANA
Code of Ethics, disability rights law, and global occupational-safety standards.
(b) Where conflicts exist, the most protective standard shall prevail.

Explanation:
Ethical alignment sets a high global minimum and establishes worker harm as a human-rights concern.

X7.2 Trauma-Informed Method Requirements

(a) All research, audits, interviews, investigations, and data-collection activities must be conducted with
trauma-informed principles:

transparency, psychological safety, pacing, autonomy, and non-coercion.

(b) Employers may not conduct adversarial or coercive interviews.

Explanation:
Trauma-informed methods prevent harm during data collection and ensure truthful disclosure.

X7.3 Worker Consent and Autonomy

(a) Workers may not be compelled to participate in optional interviews, surveys, research activities, algorithm
testing, or pilot studies.

(b) Consent must be voluntary, informed, revocable, and free of coercion.

(c) Retaliation for declining participation is prohibited.

Explanation:
This prevents abuse of research and ensures respect for worker sovereignty.

X7.4 Anti-Surveillance and Data-Abuse Protections



(a) Data collected for safety purposes may not be used for discipline, productivity enforcement, schedule
optimization, or punitive monitoring.
(b) Employers may not use tracking tools, biometric surveillance, or Al monitoring for behavior control.

Explanation:
Safety systems become tools of harm when repurposed for discipline. This prohibits such misuse.

X7.5 Survivor-Informed Method Review

(a) All COVE/F methodologies must undergo review by workers who have survived harm, violence, retaliation,
burnout, discrimination, or payor-driven deterioration.
(b) Survivor review must influence final methodological decisions.

Explanation:
This grounds methodology in lived reality and corrects institutional blind spots.

X8 - LIMITATIONS, UNCERTAINTY, AND BIAS
MANAGEMENT

X8.1 Mandatory Uncertainty Disclosure

(a) All analyses must include uncertainty ranges, missing-data descriptions, methodological limitations, and
confounder analysis.
(b) Employers may not use uncertainty to deny or minimize harm.

Explanation:
Uncertainty is often weaponized to evade accountability. This rule prevents that.

X8.2 Differential Harm Analysis

(a) All analytic methods must identify differential harm pathways based on race, gender, gender identity,
pregnancy, disability, age, immigration status, shift type, job role, and hierarchy position.
(b) Differential harm must be incorporated into harm quantification and enforcement.

Explanation:
Harm is not experienced equally. This codifies equity into methodological rules.




X8.3 Structural Bias Audits

(a) All analytic, predictive, classification, and reporting systems must undergo annual structural-bias audits.
(b) Bias mitigation plans must be implemented within 90 days.

Explanation:
Structural bias produces systematic under-recognition of harm. Auditing is essential for accuracy and justice.

X8.4 Methodological Safeguards Against Institutional Power

(a) Harm detection may not depend on employer-controlled systems.
(b) Any method that allows administrative override of harm classification is invalid.
(c) Workers must be protected from institutional retaliation when participating in methodological processes.

Explanation:
Institutions often distort methodology to minimize risk. These safeguards prevent such interference.

X9 - TRANSPARENCY, PUBLICATION, AND
OPEN METHODS

X9.1 Full Method Transparency

(a) All methods, definitions, algorithms, weighting criteria, assumptions, data dictionaries, and analytic
workflows must be made public.
(b) Redaction is prohibited except for legally protected personal identifiers.

Explanation:
Transparency enables reproducibility, scientific review, and public accountability.

X9.2 Public Audit Trails

(a) All methodological changes must be logged in a publicly accessible version-controlled audit trail.
(b) Audit trails must include dates, reasons for changes, evidence prompting revision, and responsible parties.

Explanation:
Audit trails prevent hidden methodological drift and manipulation.




X9.3 Publication Standards

(a) All COVE/F studies must conform to STROBE, CONSORT, PRISMA, SQUIRE, COREQ, or equivalent
standards depending on study type.

(b) Manuscripts must include detailed methods, limitations, ethical considerations, reproducibility plans, and
structural-bias analysis.

Explanation:
These standards ensure academic credibility and interoperability with federal science.

X9.4 Community Transparency Requirements

(a) Facilities must publicly disclose harm rates, methodological tools, bias audits, predictive model
performance, and validation outcomes.
(b) Public dashboards must be updated quarterly.

Explanation:
Public transparency ensures external accountability and pressures institutions to maintain safety.

X10 - CONTINUOUS IMPROVEMENT, REVISION,
AND WORKER-GOVERNED FEEDBACK

X10.1 Annual Methodological Review

(a) All methodologies must undergo annual comprehensive review for accuracy, new evidence, climate impact,
workforce trends, updated clinical guidance, and emerging harm categories.
(b) Reviews must include frontline workers and survivor representatives.

Explanation:
Continuous improvement ensures methodological integrity does not erode over time.

X10.2 Rapid Evidence Integration

(a) New evidence demonstrating harm or risk must trigger methodological revision within 90 days.
(b) Delayed incorporation constitutes regulatory failure.

Explanation:
Workforce safety requires responsiveness to evolving evidence.



X10.3 Worker Feedback Systems

(a) Workers must have direct, confidential access to a federal portal to report methodological errors, missing
harm categories, algorithmic biases, or structural failures.
(b) Worker feedback must be reviewed within 30 days.

Explanation:
Frontline knowledge is indispensable for refining methods and detecting institutional blind spots.

X10.4 Community Oversight in Methodology

(a) Community oversight boards must review methodology annually to ensure it aligns with public health,
disability rights, and equity principles.

Explanation:
Healthcare systems operate within communities; methodology must reflect community interests.

X10.5 Global Replication Standards

(a) Appendix X methods shall be adaptable for international replication.
(b) Global adaptation must preserve worker protections and core harm-detection capabilities.

Explanation:
COVE/F is designed to be a global standard for occupational safety science.
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Policy Brief Translation



Policy Brief Translation

(Policy-Maker—Ready Version of COVE)

Title:
The COVE Framework: A Policy Model for Reducing Occupational Harm, Strengthening Workforce
Stability, and Improving Patient Safety

Executive Summary

Workforce instability, burnout, staffing shortages, moral injury, and preventable patient harm are not isolated
problems within the healthcare system. They are predictable outcomes of interconnected structural forces. The
COVE Framework - Comprehensive Occupational Violence & Extraction - provides a unified model for
understanding how workplace conditions, economic pressures, and organizational structures converge to
produce both clinician harm and downstream patient injury.

COVE identifies not only the mechanisms of harm (violence and extraction) but also the conditions that enable
them, the structural drivers that reinforce them, and the cycles through which they perpetuate. Policymakers
can use COVE to target upstream system failures, reduce preventable harm, strengthen clinical retention, and
improve overall safety and quality outcomes.

Key Findings

1. Occupational harm is structurally produced, not incidental.

Violence, extraction, and overburdening of the workforce arise from systemic conditions such as chronic
understaffing, forced labor through unpaid work, unsafe workload design, inadequate safety infrastructure, and
incentive structures that disconnect leadership from frontline realities.

2. Economic extraction is a form of occupational violence.

Wage theft, uncompensated overtime, stolen breaks/meals, ineffective enforcement of labor protections, and
suppressed settlement payouts all contribute to physiologic and psychological harm. These practices are often
financially incentivized by organizational structures.

3. Clinician harm directly contributes to patient harm.

COVE identifies a predictable chain:
extraction and violence — physiologic & cognitive decline — reduced capacity & delays —
preventable complications — avoidable morbidity & mortality.

Failure-to-rescue, medication errors, sentinel events, and care delays correlate with COVE’s mechanisms.



4. Harm recirculates through reinforcement loops.

Workforce turnover, burnout, and attrition intensify staffing shortages, which then increase extraction pressure
on remaining clinicians, further harming workers and patients.

Policy Implications

A. Establish upstream structural protections

e Minimum staffing standards tied to acuity

Enforcement of break and meal protections

Limits on mandatory overtime

Transparent workload reporting

B. Create economic accountability mechanisms

e Penalties for wage theft with meaningful financial deterrence
e Requirements for timely, full compensation for all labor performed

e Restrictions on forced arbitration and settlement suppression

C. Protect workers from retaliation and coercive practices

e Strong whistleblower protections

e Anti-retaliation safeguards specific to scheduling, assignments, and documentation pressure

D. Integrate COVE into patient-safety and quality programs
e Occupational violence & extraction indicators included in CMS, Joint Commission, and state reporting

e Workforce harm as a leading metric for patient outcomes

Conclusion



The COVE Framework equips policymakers with a systems-level lens to understand and address the root
causes of workforce injury, burnout, and preventable patient harm. By targeting structural drivers rather than

individual behavior, COVE supports durable, upstream reforms that strengthen both workforce stability and
patient safety.



