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Risky business? Corporate sector gets 
H1N1 pandemic vaccine before hospitals
Hospitals wrestle with tight supply of H1N1 vaccine

When this pandemic influenza season eases and there is time to
ponder lessons learned, here’s one question on the top of the
list: Why did some corporations, such as Goldman Sachs and

Citigroup, obtain vaccine before hospitals?
Delays in production of H1N1 vaccine left many hospitals with few

doses, which were reserved for high-risk patients and their health care
workers. Other health care workers had to wait for vaccine to become
available. Yet some state and local health departments provided vaccine
to workplace-based vaccine clinics in the corporate world.

“Hospitals were highly prioritized by the majority of states,” Anne
Schuchat, MD, director of the Center for Disease Control and Prevention’s
National Center for Immunization and Respiratory Diseases, told reporters
at a briefing. But she defended the use of workplace-based clinics as a way
to reach an at-risk population, such as pregnant women and caregivers of
young children. “The key thing is to vaccinate as many people in the groups
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No N95? Consider elastomerics, OSHA says
Directive to guide H1N1-related inspections

You might receive a citation from the U.S. Occupational Safety and
Health Administration if you fail to assess respiratory hazards related to

2009 H1N1, don’t use various methods to reduce employee exposure or fail
to consider respirators other than N95s when there is a shortage.

Those are a few of the items included in OSHA’s compliance directive,
which guides inspectors as they consider potential violations. OSHA is
enforcing the Centers for Disease Control and Prevention H1N1 guidance

(See OSHA directive, continued on page 3)



as effectively as possible. Sometimes, focusing on
putting the vaccine in the path of where people will
be is the strategy,” she said.

CDC director Thomas Frieden, MD, sent a letter
to state and local health departments urging them
to target vaccine only to priority groups, including
pregnant women, health care workers, caregivers
of infants less than 6 months old, children and
adults with underlying health conditions such as
asthma and diabetes, and people under 25.

“While vaccine supplies are still limited, any
vaccine distribution decisions that appear to direct

vaccine to people outside the identified priority
groups have the potential to undermine the credi-
bility of the program,” he said in the letter. “. . . I
ask each of you to review your plans immediately
and work to ensure that the maximum number 
of doses is delivered to those at greatest risk as
rapidly as possible.”

As of mid-November, CDC estimated that 8
million children under the age of 18 had been ill
with novel H1N1 influenza, 36,000 hospitalized,
and 540 children had died in the first six months
of the pandemic. Among adults 18 to 64 years of
age, CDC estimated there were 12 million cases,
53,000 hospitalizations, and 2,900 deaths. Fewer
people 65 and older were affected; CDC estimated
about 2 million cases, 9,000 hospitalizations and
about 440 deaths.

Meanwhile, hospitals were forced into a tight
prioritization mode for novel H1N1 vaccine and
revealed weaknesses in the process of producing
flu vaccine.

By the end of October, despite pronouncements
from the Centers for Disease Control and Preven-
tion that about 27 million doses had been deliv-
ered to states, some hospitals still had no vaccine.
Others had only partial orders plus the FluMist
nasal spray, which is contraindicated for people 50
or older as well as pregnant women or those with
underlying medical conditions — the very people
who are at high risk for complications from the flu.

“It creates a nightmare because you are taking
care of ill patients with H1N1 in the hospital and
you can’t protect your staff,” says Chris Horan,
RN, FNP-C, COHN-S/CM, MSN, director of
employee health at Athens (GA) Regional Medi-
cal Center.

The Athens hospital finally received 1,000 doses
of injectable H1N1 vaccine on Oct. 29 and immedi-
ately began vaccinating in priority areas, including
the emergency department, urgent care clinics,
maternity and the special care nursery, and inten-
sive care units.

Meanwhile, the hospital had only received half
of its seasonal flu vaccine, with no word as to
when the remainder would arrive.

“We are working very closely with the manu-
facturers and the states and the private sector to
make vaccine available as quickly as it’s pro-
duced,” Schuchat said. The H1N1 vaccine was
not growing as well as had been hoped, leading
to slower production, she said.

Frieden cited unprecedented demand for
seasonal flu vaccine. “The projected total of 114
million doses may not be enough to meet the
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demand,” he said in a briefing. “This year looks
like it will be the highest ever uptake of seasonal
flu vaccine,” he said.

Slow-grow for flu vaccine

Influenza vaccines are notoriously problematic.
They must be grown in eggs, so slow growth
means slow production. Vaccine delays or short-
ages occurred in 2000, 2001, 2004 and 2005.

This fall, as vaccine manufacturers focused on
processing H1N1 vaccine, production of seasonal
vaccine became secondary. A new push for
mandatory vaccination of health care workers
lost steam in the midst of supply delays. New

York State Department of Health, for example,
suspended its emergency rule requiring the
state’s health care workers to receive both
influenza vaccines.

“These circumstances set up a dynamic where
health care personnel covered under the regula-
tion might compete for vaccine with persons 
with underlying risk factors for adverse outcome
of influenza infection,” Health Commissioner
Richard F. Daines, MD, said in a letter to hospital
administrators.

“In a situation where the choice to vaccinate is
between health care personnel and persons at
risk, I have always held that patients take prece-
dence,” he said. “Maintaining the health care
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related to protecting health care workers during
pandemic H1N1. (Editor’s note: The OSHA compli-
ance directive can be found at www.osha.gov/Osh
Doc/Directive_pdf/CPL _02_02-075.pdf.)

H1N1-related inspections will occur in response
to worker complaints, referrals or fatality or catastro-
phe investigations, OSHA said. Health care workers
are considered to have high exposure risk if they
are within 6 feet of patients with suspected or con-
firmed H1N1 (including being in a small patient
room with the patient) or if they are transporting
those patients in an enclosed vehicle. OSHA con-
siders workers to be at very high exposure risk if
they are performing an aerosol-producing procedure
— bronchoscopy, sputum induction, endotracheal
intubation and extubation, open suctioning of air-
ways, cardiopulmonary resuscitation, or autopsies.

“Since there is a great need for more research 
on the 2009 H1N1 influenza transmission, workers
involved in tasks or activities which place them at
high to very high exposure risk must be offered pro-
tection from all possible routes of transmission (con-
tact, droplet and airborne) to assure their protection,”
OSHA stated.

In an inspection, OSHA compliance officers will
first look at written pandemic influenza plans and
information about worker training. They will conduct
a walk-around, interview employees, and review
employee medical and exposure records and injury
and illness records. If N95 respirators are in short
supply, health care workers may wear respirators in
extended use (with multiple patients) or may reuse
respirators as long as they remain intact and are not
visibly soiled, according to both CDC and OSHA.

Yet in a shortage, employers should consider
reusable elastomeric or powered air-purifying

respirators, OSHA said. OSHA also laid out its
expectations to avoid a citation if employees with
high-risk exposures aren’t wearing N95 respirators
or greater:

“[Compliance officers] shall issue a citation for
the failure to provide a respirator at least as effec-
tive as an N95 respirator to employees providing
care in close-contact (within 6 feet) of suspected or
confirmed 2009 H1N1 influenza patients, unless the
employer can establish all of the following: 

• There is a shortage of respirators that are at
least as effective as an N95 respirator or better; 

• The employer made a good faith effort to obtain
other alternative respirators such as N99, N100, or
reusable elastomeric respirators; 

• The employer made an effort to monitor their
supply of N95s and to prioritize their use according
to CDC guidance; 

• Surgical masks and eye protection devices
were provided as an interim measure to protect
against splashes and large droplets (Note: surgical
masks are NOT respirators and do not provide pro-
tection against aerosol-generating procedures); 

• Other measures were instituted to protect employ-
ees, for example, use of partitions or other engineering
controls that might reduce the need for PPE or reduc-
ing exposure through cohorting patients.”

According to the compliance directive, OSHA
inspectors will expect hospitals to use engineering
and administrative controls, such as airborne infec-
tion isolation rooms, sneeze guards to protect cleri-
cal intake workers, policies to limit exposure of
unprotected health care workers, and offering vacci-
nation offered free of charge.

OSHA inspectors also may cite employers for
failing to “ensure the use” of other personal protec-
tive equipment, such as goggles or face shields, or
for failing to fully implement a respiratory protection
program that includes training and fit-testing. ■

OSHA directive
(Continued from cover)



personnel vaccination requirement would delay
persons in need from being vaccinated. For these
reasons, I have determined that there will not be
sufficient supplies of either vaccine to meet the
intent of the regulation in the 2009-2010 influenza
season.”

New York state will pursue a mandatory rule
for future influenza seasons, he said.

Some health care systems or hospitals have
backed off the mandatory approach. Marshfield
(WI) Clinic had planned to require unvaccinated
health care workers to wear surgical masks dur-
ing the flu season, but then decided to allow
employees to decline the vaccine due to medical
or religious reasons or “personal conviction.”

Ironically, the concerns about H1N1 and the
tight supply helped boost demand for the shots.
By the end of October, the Marshfield Clinic vac-
cinated about 75% of its employees with seasonal
vaccine — then ran out. About 50% had received
H1N1, including priority areas such as urgent
care, the laboratory and radiology and at-risk
workers, such as pregnant employees, says Bruce
Cunha, RN, MS, COHN-S, manager of employee
health and safety.

In setting priorities, he considered the clinic’s
day-to-day needs: “What are the critical func-
tional areas? What areas do we absolutely need to
protect to keep functioning so we can take care of
patients?”

Hope for future in cell-based technology

The ultimate answer to influenza vaccine
shortages lies in new, cell-based technology.
“(W)e acknowledge the limitations of the old
manufacturing sites and technologies for
influenza vaccines to rapidly respond to the
needs of a pandemic,” Andrin Oswald, CEO of
Novartis Vaccines and Diagnostics of Cambridge,
MA, said in a statement.

Novartis initially had a yield of just 23% of that
seen with typical seasonal flu vaccines. A new
seed virus produced a higher yield, though still
63% of normal. Meanwhile, Novartis planned to
open the nation’s first cell-based flu vaccine man-
ufacturing facility in Holly Springs, NC, by the
end of November. It would be fully operational
by the end of 2010, the company said.

“Cell culture (and the related approach, pro-
duction of recombinant protein in insect cells),
offer some significant advantages in terms of ease
of production and scale-up,” says John Treanor,
MD, chief of the division of infectious disease at

the University of Rochester (NY) Medical Center
and professor of Medicine, and of Microbiology
and Immunology at the University of Rochester.

“These process changes don’t solve all of the
issues in getting from a new strain to a finished
product in less than six months, but they probably
will save some time and also be less susceptible to
disruptions related to the supply of embryonated
eggs,” he says.

However, Frieden cautioned not to expect the
new flu vaccine technology any time soon. “We
do hope and need to have better vaccine produc-
tion methods but they’re not ready yet,” Frieden
said. “This is an investment in the future.”  ■

EEOC: Pandemic rules 
based on ‘direct threat’
Employers still must consider ADA limits

By law, how far can you go in screening
employees or altering leave policies during a

pandemic? The Americans with Disabilities Act
(ADA), privacy and state leave laws still apply,
limiting what employers can do, advises Nina
Massen, JD, senior associate with the disability,
leave and health management practice group of
Jackson Lewis LLP in White Plains, NY.

“That’s what makes managing through a pan-
demic rather more challenging for hospitals,” she
says. “The burdens on them are greater but the
legal constraints are not fewer.”

The Equal Employment Opportunity Commis-
sion (EEOC) released guidance to clarify the
ADA-related constraints on employers during a
pandemic (Pandemic Preparedness in the Workplace
and the Americans with Disabilities Act, www.eeoc.
gov/facts/pandemic_flu.html).

According to the EEOC guidance, employers
may not engage in “disability-related inquiries or
medical examinations” unless the employee poses a
“direct threat due to a medical condition . . . that
cannot be eliminated or reduced by reasonable
accommodation.”

Whether an influenza pandemic poses a “direct
threat” depends on its severity, the EEOC says: “If
the CDC or state or local public health authorities
determine that the illness is like seasonal influenza
or the 2009 spring/summer H1N1 influenza, it
would not pose a direct threat or justify disability-
related inquiries and medical examinations. By
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contrast, if the CDC or state or local health authori-
ties determine that pandemic influenza is signifi-
cantly more severe, it could pose a direct threat. The
assessment by the CDC or public health authorities
would provide the objective evidence needed for a
disability-related inquiry or medical examination.”

The “direct threat” analysis may be different
from community to community, as a wave of
influenza hits and produces a greater burden,
notes Massen. “A hospital would have to be able
to make the argument that screening people was
still job-related and consistent with business neces-
sity,” she says.

Unionized hospitals need to make sure they
have an open dialogue with union representa-
tives, Massen advises. Collective bargaining
agreements may limit what the hospital can do to
alter work shifts and hours or even whether man-
agers can work as frontline staff, she says.

Hospitals also need to make sure they don’t
inadvertently create barriers for ADA-covered
employees, Massen says. For example, if a sepa-
rate dining area is created for employees working
in an H1N1 unit, and there are steps leading to
the area, the hospital must be able to accommo-
date employees with disabilities, she says.

Here is an excerpt from the EEOC guidance:

During an influenza pandemic:
May an ADA-covered employer send employ-

ees home if they display influenza-like symptoms
during a pandemic?

Yes. The CDC states that employees who
become ill with symptoms of influenza-like ill-
ness at work during a pandemic should leave the
workplace. Advising such workers to go home is
not a disability-related action if the illness is akin
to seasonal influenza or the 2009 spring/summer
H1N1 virus. Additionally, the action would be
permitted under the ADA if the illness were seri-
ous enough to pose a direct threat.

During a pandemic, how much information
may an ADA-covered employer request from
employees who report feeling ill at work or who
call in sick?

ADA-covered employers may ask such employ-
ees if they are experiencing influenza-like symp-
toms, such as fever or chills and a cough or sore
throat. Employers must maintain all information
about employee illness as a confidential medical
record in compliance with the ADA. If pandemic
influenza is like seasonal influenza or spring/sum-
mer 2009 H1N1, these inquiries are not disability-
related. If pandemic influenza becomes severe, the

inquiries, even if disability-related, are justified by a
reasonable belief based on objective evidence that
the severe form of pandemic influenza poses a
direct threat.

During a pandemic, may an ADA-covered
employer take its employees’ temperatures to
determine whether they have a fever?

Generally, measuring an employee’s body tem-
perature is a medical examination. If pandemic
influenza symptoms become more severe than the
seasonal flu or the H1N1 virus in the spring/sum-
mer of 2009, or if pandemic influenza becomes
widespread in the community as assessed by state
or local health authorities or the CDC, then employ-
ers may measure employees’ body temperature.
However, employers should be aware that some
people with influenza, including the 2009 H1N1
virus, do not have a fever.

When an employee returns from travel during a
pandemic, must an employer wait until the
employee develops influenza symptoms to ask
questions about exposure to pandemic influenza
during the trip?

No. These would not be disability-related
inquiries. If the CDC or state or local public health
officials recommend that people who visit specified
locations remain at home for several days until it is
clear they do not have pandemic influenza symp-
toms, an employer may ask whether employees are
returning from these locations, even if the travel
was personal.

During a pandemic, may an ADA-covered
employer ask employees who do not have
influenza symptoms to disclose whether they
have a medical condition that the CDC says
could make them especially vulnerable to
influenza complications?

No. If pandemic influenza is like seasonal
influenza or the H1N1 virus in the spring/sum-
mer of 2009, making disability-related inquiries 
or requiring medical examinations of employees
without symptoms is prohibited by the ADA.
However, under these conditions, employers
should allow employees who experience flu-like
symptoms to stay at home, which will benefit all
employees, including those who may be at
increased risk of developing complications.

If an employee voluntarily discloses (without a
disability-related inquiry) that he has a specific
medical condition or disability that puts him or
her at increased risk of influenza complications,
the employer must keep this information confi-
dential. The employer may ask him to describe
the type of assistance he thinks will be needed
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(e.g., telework or leave for a medical appoint-
ment). Employers should not assume that all dis-
abilities increase the risk of influenza
complications. Many disabilities do not increase
this risk (e.g., vision or mobility disabilities).

If an influenza pandemic becomes more severe
or serious according to the assessment of local, state
or federal public health officials, ADA-covered
employers may have sufficient objective informa-
tion from public health advisories to reasonably
conclude that employees will face a direct threat 
if they contract pandemic influenza. Only in this
circumstance may ADA-covered employers make
disability-related inquiries or require medical exam-
inations of asymptomatic employees to identify
those at higher risk of influenza complications.

May an employer encourage employees to tele-
work (i.e., work from an alternative location
such as home) as an infection-control strategy
during a pandemic?

Yes. Telework is an effective infection control
strategy that is also familiar to ADA-covered
employers as a reasonable accommodation. In
addition, employees with disabilities that put

them at high risk for complications of pandemic
influenza may request telework as a reasonable
accommodation to reduce their chances of infec-
tion during a pandemic.

During a pandemic, may an employer require its
employees to adopt infection-control practices,
such as regular hand washing, at the workplace?

Yes. Requiring infection control practices, such
as regular hand washing, coughing and sneezing
etiquette, and proper tissue usage and disposal,
does not implicate the ADA.

During a pandemic, may an employer require
its employees to wear personal protective equip-
ment (e.g., face masks, gloves, or gowns) designed
to reduce the transmission of pandemic infection?

Yes. An employer may require employees to
wear personal protective equipment during a pan-
demic. However, where an employee with a dis-
ability needs a related reasonable accommodation
under the ADA (e.g., nonlatex gloves, or gowns
designed for individuals who use wheelchairs),
the employer should provide these, absent undue
hardship.

May an employer covered by the ADA and
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OSHA offers H1N1 guidance 
to employers, HCWs

Don’t come to work sick. Perform hand hygiene
after all patient contacts —  or after shaking

someone’s hand. Report any flu-like symptoms.
That common — and common-sense — advice is

part of pandemic H1N1 guidance issued by the U.S.
Occupational Safety and Health Administration. Fol-
lowing the lead of the Centers for Disease Control and
Prevention, OSHA offers a list of ways health care
workers and their employers can reduce workplace
exposure to H1N1.

The OSHA site (www.osha.gov/h1n1/index.html)
includes a version geared toward employees. Among
the steps that can be taken to reduce workplace
exposures:

• Install sneeze guards or reception windows at
intake areas, partitions in triage areas, and other
barriers between workers and the general public.

• Where possible, rearrange or reorient service
areas and workspaces so that workers are sepa-
rated from co-workers, patients, visitors and the
general public by a distance of at least 6 feet.

• Place patients who have or may have 2009
H1N1 flu in individual rooms with the doors closed. 

• If single rooms are not available, patients who
are infected with the same organism can be cohorted
(share rooms).

• Allow only those staff who are essential for patient
care and support into patient isolation rooms.

• Use portable HEPA filtration units to help
reduce the concentration of contaminants in patient
isolation room air.

• Use patient isolation rooms with a hand wash-
ing sink, toilet, and bath facilities. 

• Where possible, use airborne infection isolation
rooms when performing aerosol-generating such as: 

— bronchoscopy, sputum induction, endotra-
cheal intubation and extubation, open suctioning of
airways; 

— cardiopulmonary resuscitation, autopsies (dur-
ing certain procedures).

• Perform aerosol-generating procedures on
patients who have or may have 2009 H1N1 flu only
if medically necessary. 

• Exclude unprotected workers from rooms where
aerosol-generating procedure have been conducted
until sufficient time has passed to remove potentially
infectious particles through air changes and normal
air mixing.

• Provide dedicated patient care equipment for
2009 H1N1 flu patients.

• Use the appropriate Biosafety Level 2 in labora-
tory facilities that handle specimens from 2009
H1N1 flu patients.

• If available, use closed suctioning systems 
and high-quality filters on the expiratory ports of
ventilators. ■



Title VII of the Civil Rights Act of 1964 compel
all of its employees to take the influenza vaccine
regardless of their medical conditions or their
religious beliefs during a pandemic?

No. An employee may be entitled to an exemp-
tion from a mandatory vaccination requirement
based on an ADA disability that prevents him
from taking the influenza vaccine. This would be
a reasonable accommodation barring undue
hardship (significant difficulty or expense). Simi-
larly, under Title VII of the Civil Rights Act of
1964, once an employer receives notice that an
employee’s sincerely held religious belief, prac-
tice, or observance prevents him from taking the
influenza vaccine, the employer must provide a
reasonable accommodation unless it would pose
an undue hardship as defined by Title VII (“more
than de minimis cost” to the operation of the
employer’s business, which is a lower standard
than under the ADA). Generally, ADA-covered
employers should consider simply encouraging
employees to get the influenza vaccine rather
than requiring them to take it.

During a pandemic, must an employer con-
tinue to provide reasonable accommodations for
employees with known disabilities that are unre-
lated to the pandemic, barring undue hardship?

Yes. An employer’s ADA responsibilities to
individuals with disabilities continue during an
influenza pandemic. Only when an employer can
demonstrate that a person with a disability poses
a direct threat, even after reasonable accommoda-
tion, can it lawfully exclude him from employ-
ment or employment-related activities.

If an employee with a disability needs the same
reasonable accommodation at a telework site that
he had at the workplace, the employer should pro-
vide that accommodation, absent undue hardship.
In the event of undue hardship, the employer and
employee should cooperate to identify an alterna-
tive reasonable accommodation.

During a pandemic, may an employer ask an
employee why he or she has been absent from
work if the employer suspects it is for a medical
reason?

Yes. Asking why an individual did not report
to work is not a disability-related inquiry. An
employer is always entitled to know why an
employee has not reported for work.

After a pandemic:
May an ADA-covered employer require employ-

ees who have been away from the workplace during
a pandemic to provide a doctor’s note certifying

fitness to return to work? 
Yes. Such inquiries are permitted under the

ADA either because they would not be disability-
related or, if the pandemic influenza were truly
severe, they would be justified under the ADA
standards for disability-related inquiries of
employees. As a practical matter, however, doctors
and other health care professionals may be too
busy during and immediately after a pandemic
outbreak to provide fitness-for-duty documenta-
tion. Therefore, new approaches may be necessary,
such as reliance on local clinics to provide a form,
a stamp, or an e-mail to certify that an individual
does not have the pandemic virus.  ■

NIOSH: N95s must 
fit most faces
Proposed rule would ease fit-tests

Finally, there’s some relief in sight from the frus-
trations of fit-testing N95 respirators. Manufac-

turers will be required to make respirators that fit
most people well under a rule proposed by the
National Institute for Occupational Safety and
Health.

No, this doesn’t mean freedom from fit-testing.
But it does put more of the burden for fit on the
producers of respirators and it should mean
fewer failures in fit-testing from the brands you
select, explains Roland Berry Ann, deputy direc-
tor of the NIOSH National Personal Protective
Technology Laboratory in Pittsburgh.

“When the respirator goes into the workplace,
it’ll have a greater chance of fitting a larger por-
tion of the work force,” he says. “[N95 respira-
tors] are still going to require fit-testing to make
sure they fit you as an individual. It’s more likely
that respirator [certified under the proposed rule]
will fit you than one that hasn’t demonstrated the
high percentage of passes across a range of facial
sizes.”

With the proposed “Total Inward Leakage”
rule, NIOSH would create a significant new
requirement for respirators certified by the
agency. Only NIOSH-certified respirators 
can be used in workplace respiratory protection
programs. NIOSH was accepting comments
through Dec. 29. (See editor’s note for more informa-
tion.) Respirator manufacturers will have three
years after the rule goes into effect to comply
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with the new requirements.
To pass a fit-test, respirators must have only 1%

of leakage through the face seal and filter — or a “fit
factor” of 100. “The assigned protection factor, or
the level of protection you’d expect to receive in a
work site, is 10,” which means the actual leakage
during use could be as high as 10%, Berry Ann says.

How many respirators currently on the market
would flunk the new requirements? NIOSH
tested 101 models and 30 failed.

That does not mean that respirator supply will
drop by 30%, says Berry Ann. While they repre-
sent almost a third of the available brands, few 
of them may be produced and sold. “We don’t
know how many of those there are in the market-
place,” he says.

The proposed rule also may influence changes
in the respirator market. “Some manufacturers
may see the potential of [their] products not being
able to be certified and may come up with new
products to fill the void,” he says.

Rule may not hurt supply

Respirators that pass the proposed Total
Inward Leakage test will fit a wide variety of
faces. To create the new certification criteria,
NIOSH first conducted “anthropometric”
research — a search for a panel of 35 people who
represented the diversity of the United States.

To receive certification, a respirator model
(available in several sizes) must be capable of fit-
ting at least 26 of the panel of 35 using a quantita-
tive test with a TSI Portacount. That level creates
the greatest fit-test reliability, says Berry Ann. “It
maximizes good fits not failing erroneously and
bad fits not being accepted erroneously,” he says.

Manufacturers also may demonstrate that a
model fits at least 12 of 15 people in a defined sub-
group. For example, most health care workers are
women, and respirators might be designed that
fits the facial structure of women better than that
of men.

Meanwhile, the demand for well-fitting respira-
tors in health care has inspired new products. For
example, Safe Life Corp. of San Diego has intro-
duced an N95 respirator that resembles a surgical
mask. The company touts it as being more com-
fortable than traditional cone shape or duck bill.

The FaceSeal respirator, which attaches with
adhesive rather than straps, represents a break-
through in design as it relates to fit, Berry Ann
says. The FaceSeal passed the Total Inward Leak-
age test. The user must make sure that the adhesive

is properly attached around the facepiece, he says.
“Whether or not it will catch on or whether peo-

ple will find it more comfortable or less comfort-
able, we’ll find out from user demand,” he says.

[Editor’s note: The proposed rule was published in 
the Federal Register on Oct. 30, 2009, and can be found
at www.cdc.gov/niosh/docket/pdfs/NIOSH-137/0137-
103009-FederalRegister.pdf. Until Dec. 30, 2009, com-
ments can be submitted to www.regulations.gov for RIN
0920:AA33 or to niocindocket@cdc.gov (include RIN
number and 42 CFR part 84 in the subject line.)] ■

ICPs to Obama: Stop OSHA
enforcement of N95s
‘Flawed’ policy hurts patient care, they say

Three infection control organizations — the
Society for Healthcare Epidemiology of

America, the Infectious Diseases Society of Amer-
ica, and the Association for Professionals in Infec-
tion Control and Epidemiology — have written
President Barack Obama, requesting an immedi-
ate moratorium on OSHA enforcement of the use
of N95 respirators in relation to novel H1N1.

The organizations warned that the current pol-
icy “will force health care facilities to waste time
and resources working to comply with a flawed
requirement when they instead should be work-
ing to enact measures that will have a beneficial
impact on patient care and worker safety during
this national emergency.”

The organizations cited two recent studies that
the associations say “reinforce our viewpoint on the
use of surgical masks vs. respirators.” The National
Institute for Occupational Safety and Health,
however, said in a statement that the Institute of
Medicine report and Centers for Disease Control
Guidance were based on other considerations.

“The current recommendation is based on the
unique conditions associated with the current
pandemic, including low levels of population
immunity to 2009 H1N1 influenza, availability 
of vaccination programs well after the start of the
pandemic, susceptibility to infection of those in
the age range of health care personnel, increased
risk for complications of influenza in some health
care personnel (e.g., pregnant women), and the
potential for health care personnel to be exposed
to 2009 H1N1 influenza patients because of their
occupation,” NIOSH stated.
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The infection control organizations assert that
using N95 respirators could adversely affect
patient care: “[B]ecause the respirators are cum-
bersome and make it more difficult to breathe
and talk, health care workers may avoid their 
use or limit the time they spend with influenza
patients.”  ■

GAO: Pressure on occ 
health to underreport
Report urges changes to improve injury logs

One-third of occupational health practitioners
have faced pressure from employers or

workers to undertreat and underreport work-
related injuries, according to a report by the U.S.
Government Accountability Office (GAO), an
investigative arm of Congress.

Such pressures, as well as other weaknesses in
worksite record keeping and the audits of employer
records, have led to an undercount of the nation’s
work-related injuries, the GAO concluded. (See
related article in Hospital Employee Health,
November 2009, p. 128.)

The U.S. Occupational Safety and Health
Administration responded that it “welcomes” 
the report and will adopt the GAO recommenda-
tions, which include having OSHA inspectors
interview workers about work-related injuries
and illnesses.

“Many of the problems identified in the report
are quite alarming, and OSHA will be taking
strong enforcement action where we find under-
reporting,” Secretary of Labor Hilda L. Solis said
in a statement.

The Department of Labor has long been criti-
cized for failing to adequately track workplace
injuries and illnesses, either through OSHA logs
or the Bureau of Labor Statistics. Each year, the
Labor Secretary (whomever was in office) has
touted a decline in the injury rate as evidence of
safer workplaces.

But in an analysis based on other data sources
of occupational injuries, Lee Friedman, PhD,
research assistant professor at the University of
Illinois at Chicago (UIC) School of Public Health,
and his colleague Linda Forst, MD, MPH, MOS, 
a professor of environmental and occupational
health at UIC, estimated that injuries in high-risk
industries have declined in total by about 4%

since 1992.1

Friedman called the anticipated changes, 
based on the GAO recommendations, “a good
beginning.”

“They made several points that I’m glad they
addressed,” he says. “The key one is the overre-
liance on employer reporting and the need to
interview employees.”

Timely interviews of workers

OSHA already had heightened its focus on
record-keeping compliance through its National
Emphasis Program, which targets workplaces in
high-risk industries that report low injury rates.
The GAO recommendations call for OSHA inspec-
tors to interview workers during records audits.

If workers that were initially selected are not
available, the OSHA inspectors are to substitute
other workers. The GAO also advised OSHA to
shorten the time between the date injuries and ill-
nesses are recorded by employers and the date
they are audited, to make the audits more useful.

When OSHA fails to interview workers during
a record-keeping audit, they “may miss opportu-
nities to obtain information from workers about
injuries and illnesses that may not have been
properly recorded by employers on their injury
and illness logs,” the GAO said.

Meanwhile, a lag time of about two years
between the audit and the injury or illness report-
ing makes it difficult to learn about underreport-
ing, the GAO said. “Because of this lag, inspectors
told us many workers are no longer employed at
the worksite and those who remain may be unable
to remember the injury or illness,” the GAO said.

Yet the GAO stopped short of recommending
fundamental changes in the way OSHA tracks
the nation’s workplace injuries and illnesses. In
research in Michigan, Kenneth D. Rosenman,
MD, chief of the Division of Occupational and
Environmental Medicine at Michigan State Uni-
versity in East Lansing, found that the reporting
system missed about two-thirds of injuries and
illnesses. To be more accurate, surveillance needs
to include other data sources, such as hospital
emergency departments, he says.

The GAO recommendations are “directed at
improving the existing employer-based system,”
says Rosenman. “Certainly, that needs to be
improved. I like the current recommendations
and I’m glad OSHA is going to adopt them, but
there’s still going to be lots of underreporting.”

One troubling finding: Occupational health
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practitioners reported pressure by both employ-
ers and workers to understate or undertreat
work-related injuries. Rosenman noted that this
highlights the flaws in a reporting system based
entirely on employer and worker reports.

According to the GAO: “One practitioner said
that an injured worker’s manager took the
worker to multiple providers until the manager
found one who would certify that treatment of
the injury required only first aid, which is not a
recordable injury. Fifty-three percent of the health
practitioners reported that they experienced pres-
sure from company officials to downplay injuries
or illnesses, and 47% reported that they experi-
enced this pressure from workers. Further, 44% of
health practitioners stated that this pressure had
at least a minor impact on whether injuries and
illnesses were accurately recorded, and 15%
reported it had a major impact.”

“To me, it speaks to the insufficiency or danger
of an employer-based system where the person
doing the counting has incentive . . . to minimize
that number,” he says.

Rosenman notes that the National Institute for
Occupational Safety and Health is developing a
supplement to the National Health Interview
Survey that will address occupational injury and
illness. However, it’s not clear how often that
supplement would be used. It would need to be
repeated on a regular basis to be useful in surveil-
lance, Rosenman says.

OSHA will assist employers

Few worksites are likely to undergo an audit
related to record keeping. While nursing homes
are among the high-risk industries covered by the
National Emphasis Program, hospitals are not.

But employers are likely to see greater resources
available to comply with record-keeping rules. 
The GAO recommended additional assistance to
employers.

Misunderstandings result in a miscount, the
GAO said: “[S]ome individuals charged with
maintaining employers’ OSHA logs erroneously
think that the criteria for recording injuries and
illnesses are the same as the eligibility criteria for
filing workers’ compensation claims. Therefore,
they may be less likely to record injuries and ill-
nesses that are not compensable through the
workers’ compensation system.”

That additional assistance is needed, says
Friedman. “I think everybody across the board
could use training,” he says. “It is complicated.”

10 HOSPITAL EMPLOYEE HEALTH ® / January 2010

CNE questions
1. According to Anne Schuchat, MD, delays in availabil-

ity of pandemic H1N1 vaccine occurred because:
A. orders needed to be filled first for key corporate

employers.
B. doses were being stockpiled for a later pandemic

wave.
C. there was slow growth in the egg-based production.
D. a manufacturer suffered from quality control

problems.

2. According to the Equal Employment Opportunity
Commission, what is required for employers to
have legal authority to conduct “disability-related
inquiries or medical examinations” of employees?

A. The employee’s condition must present a “direct
threat” to others.

B. The hospital is not unionized.
C. The CDC has declared an influenza pandemic.
D. The employee is returning to work after illness.

3. Respirators that meet the proposed Total Inward
Leakage rule of the National Institute for Occupa-
tional Safety and Health still can allow how much
leakage in normal, workplace use?

A. They cannot allow any leakage.
B. 5%
C. 10%
D. 20%

4. In response to a Government Accountability Office
report, what will OSHA inspectors do when they
audit record keeping at a workplace?

A. Compare current injuries and illness reports to
prior years.

B. Compare the employer to other employers in the
area.

C. Review workers’ compensation claims.
D. Interview employees about injuries and illnesses.

Answer Key: 1. C; 2. A; 3. C; 4. D

CNE instructions 

Nurses participate in this continuing nursing edu-
cation program by reading the issue, using the

provided references for further research, and
studying the questions at the end of the issue. Par-
ticipants should select what they believe to be the
correct answers, then refer to the list of correct
answers to test their knowledge. To clarify confu-
sion surrounding any questions answered incor-
rectly, please consult the source material. After
completing this semester’s activity with the June
issue, you must complete the evaluation form pro-
vided in that issue and return it in the reply enve-
lope provided to receive a credit letter. ■



Reference

1. Friedman LS, Forst L. The impact of OSHA record-
keeping regulation changes on occupational injury and ill-
ness trends in the U.S.: A time series analysis. Occup Environ
Med 2007; 64:454-460. ■

Why flooring should be 
on occ-health agenda
Consider materials, cleaning to prevent falls

Floor covering and floor cleaners may seem
like subjects for a facilities manager and not

occupational health professionals. But flooring 
is a critical aspect of one of the most common
injuries in hospitals.

“Slips, trips, and falls are always one of the top
loss drivers [for workers’ compensation],” says
Joseph Sanna Jr., CSP, MS, risk control specialist
with the PMA Companies, an insurance and risk
management consulting firm based in Bluebell, PA.

A common culprit is the flooring. Dry or wet,
it’s often a contributing factor in an injury that, at
first blush, seems like a “simple” accident. “Think
about the number of steps people are having on
your campus and how much exposure there is to
a fall,” says Sanna. “[About] 143 million steps a
year are taken in a building. That’s a lot of steps.
We’re bound to have missteps. Everybody falls at
some point in their life.”

The risk increases as the work force ages as
older people are more prone to falls, he notes.
Slick flooring creates a hazard. Cleaning methods
can exacerbate the situation, notes Sanna.

For example, when an environmental services
worker continually rinses a mop in a bucket of
dirty water, he or she is actually adding a con-
taminant to the floor, he says. Certain products
can leave a slippery sheen. And responding to a
spill with wet floor signs but without prompt
cleanup can result in complacency. Employees 
get used to ignoring the signs.

Additives to cleaning products can increase the

friction coefficient and decrease the risk of falling.
Sanna advises employee health professionals

to investigate slips, trips, and falls to uncover
measures to prevent future injuries. For example,
one hospital extended its doormat from 4 feet to
12 feet to capture more moisture as employees
entered the building on icy days. A heated entry-
way also can melt icy patches, and providing
umbrella covers can reduce the wet puddles on
tile floors on a rainy day.

Slip-resistant shoes also can have a major impact
on falls, Sanna says. If you decide to implement a
program that includes slip-resistant shoes, then
they should be a required part of the uniform, he
says. Define what qualifies as a slip-resistant shoe
and how often the shoes must be replaced, Sanna
advises.  ■

Avoid contaminating N95 
respirator while in use
A clinical tip from the front lines

With federal officials requiring the use of N95
respirators for H1N1 pandemic influenza A

patients, an emergency services nurse provides a
clinical tip to properly use the masks without
contaminating them. 

Avoid repositioning or touching your N-95
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respirator before completing tasks that require its
use, says Helen Sandkuhl, RN, MSN, CEN,
FAEN, director of nursing for emergency services
at Saint Louis University Hospital.

“If repositioning of the respirator is unavoidable,
this should be done in a way that avoids touching
unprotected portions of the face or margins of the
respirator,” she says. “Gloves should be removed
and hand hygiene should be performed before and
after touching the respirator. If removal must be
performed, the respirator should be considered to
be contaminated.”  ■

Sign up for free infection control
weekly e-mail alert today

Subscribers to Hospital Employee Health can join
the Hospital Infection Control & Prevention Weekly

Alert e-mail list now. This alert is designed to update
you weekly on current infection control issues that you
may deal with on a daily basis. To sign up for the free
weekly update, go to www.ahcmedia.com and click on
“Free Newsletters” for information and a sample. Then
click on “Join,” send the e-mail that appears, and your
e-mail address will be added to the list. If you have
any questions, please contact customer service at
(800) 688-2421.  ■
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No one can escape the reverberations of this
economic downturn. Yet while employee

health professionals weather the realities of try-
ing to do more with less, they also are more vital
than ever to their hospital’s operations.

After all, who is responsible for not one, but
two influenza vaccination campaigns this fall? For
screening employees who may become ill with
H1N1? For responding to a growing range of reg-
ulatory requirements, including record-keeping

rules and respiratory protection programs
required by the U.S. Occupational Safety and
Health Administration?

Add to that the link between employee safety
and patient safety. Many hospitals now see the
usefulness of safe patient handling as part of a
strategy to reduce patient falls and pressure
ulcers, which are quality issues monitored by the
Joint Commission and Centers for Medicare &
Medicaid Services.

There’s no time like now to prove your worth
No raise in bad economy for 1 in 4 EHPs 

2009 SALARY SURVEY RESULTS
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“It takes work and energy, but I think the time
is right [to enhance] the visibility of employee
health and to show the value we have to organiza-
tions,” says Sandra Domeracki Prickitt, RN, FNP,
COHN-S, executive president of the Association of
Occupational Health Professionals in Healthcare
(AOHP) and coordinator of Employee Health
Services at Marin General Hospital/Novato
Community hospitals in California.

According to the 2009 Hospital Employee Health
salary survey, employee health professionals have
been significantly affected by the recession. About
one in four (25.4% of 189 respondents) reported
receiving no raise and 4% reported taking a salary
decrease. In 2008, only 11.5% of 218 respondents
said they received no raise and about 1% (just two
respondents) reported a salary decrease. The most
commonly reported pay range was $50,000 to

2 2009 Salary Survey / Supplement to HOSPITAL EMPLOYEE HEALTH ®

4.28%

21.39%

39.57%

22.46%

12.3%

0%

10%

20%

30%

40%

50%

LPN ADN (2 year) diploma (3 year) bachelor's master's

What is Your Highest Degree?

2.19%

8.74%

21.31%

13.66%

9.84%

7.65%

4.92%

2.19%

7.1%

22.4%

0%

10%

20%

30%

Less than

$30,000

$30,000-

$39,999

$40,000-

$49,999

$50,000-

$59,999

$60,000-

$69,999

$70,000-

$79,999

$80,000-

$89,999

$90,000-

$99,999

$100,000-

$129,999

$130,000 or

more

What is Your Annual Gross Income 
from Your Primary Health Care Position?



$69,999 (43%), which is similar to 2008; another 
14% of respondents said they earn from $70,000 to
$79,999. (See related charts on pp. 1, 4.)

Although new people moved into the occupa-
tional health specialty (28% of respondents had
worked in employee health for three or fewer
years), it remains a field for seasoned health pro-
fessionals. Two-thirds of respondents have
worked in health care for 25 or more years.

Admittedly, this is a time of diminished resources.
Some hospitals have held the line on compensation
or reduced paid time off. “There are hospitals in 
the area that aren’t giving any merit raises. You just
get to keep your job,” says Carolyn Amrich, RN,
COHN, manager of Occupational Health & Wellness
at Children’s Medical Center Dallas and a regional
director for AOHP.

“Frills,” such as educational expenses, have
been trimmed or even eliminated by some hospi-
tals. AOHP saw the impact with lower attendance
at its fall conference, says Prickitt, whose own
hospital is no longer providing paid time off for
education or professional development. “You
either have to take [the time] unpaid or use your
own personal time,” she says.

“Every hospital is different in how they’re being
affected by bad debt [from uninsured patients],” she
says. “California is being hit hard and every facility
is making choices about what they’re [spending].”

Clearly, this is not a favorable time to ask for
more support staff or to expand the department.
But employee health professionals are finding
administrators are receptive to requests for help in
responding to the H1N1 pandemic.

Amrich, for example,
received help from PRN
nurses when H1N1 flu
vaccine arrived and she
needed to administer it
to employees as swiftly
as possible. At the peak
of a pandemic wave, 700-
800 children a day were
coming to the hospital
with flu-like symptoms,
and employees came to
the occupational health
department with symp-
toms that needed evalua-
tion. Hospital leadership
responded to the surge.
“They just asked me
what help I needed and
they found it for me,”

she says.
Amrich received kudos from senior manage-

ment for her part in responding to the pandemic.
But some employee health professionals may
need to be proactive to make sure hospital leader-
ship is aware of their role.

“Really think about how you communicate the
value you bring,” says Charlene M. Gliniecki,
RN, MS, vice president, human resources, at El
Camino Hospital in Mountainview, CA, and a for-
mer employee health nurse. “Communication is
important in terms of creating a sense of who you
are, that you’re part of the team.”

Your role in vaccinating and screening employ-
ees may be apparent. Your efforts to reduce work-
ers’ compensation costs, reduce injuries and med-
ical costs, and help employees be more productive
may be less obvious to hospital leaders. But it’s 
up to you to create partnerships and make it clear
that you are supporting the hospital’s work force
— their “human capital.”

“Any time you can align what you’re doing with
patient safety and quality initiatives and goals, you
are demonstrating your relevance to the core work
your organization does,” advises Gliniecki.

It may be intimidating to approach senior man-
agement, but you need to overcome any hesitance,
says Prickitt. “You have to keep clear on the ulti-
mate focus — it’s the patients you are treating 
in employee health and also the patients in the
hospital.”

State and federal regulations also have bolstered
the role of employee health professionals. And in
its National Occupational Research Agenda, the
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National Institute for Occupational Safety and
Health laid out the issues facing health care work-
ers: “[E]liminating hazards such as unassisted lift-
ing and transfer of patients, contaminated equip-
ment and surfaces, and even the mundane but still
treacherous slippery floors protects both workers
and patients. A safer, healthier, and focused care-
giver will make better decisions and do a better job
providing competent, compassionate care.”

In the context of an aging work force and nurs-
ing shortage, keeping hospital workers healthy is
more important than ever. “Facilities are seeing the

value of having that [employee health] specialist 
in the work force,” says MaryAnn Gruden, MSN,
CRNP, NP-C, COHN-S/CM, employee health
coordinator at Western Pennsylvania Hospital 
in Pittsburgh and AOHP community liaison.

As employee health professionals look beyond
this current crisis mode, they need to maintain an
interdisciplinary approach, says Barbara Burgel,
RN, PhD, FAAN, ANP, COHN-S, clinical professor
at the University of California San Francisco’s
Occupational and Environmental Health Nursing
program.  ■
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Dear HOSPITAL EMPLOYEE HEALTH Subscriber:

This issue of your newsletter marks the start of a new continuing nursing education (CNE) semester
and provides us with an opportunity to review the procedures. 

HOSPITAL EMPLOYEE HEALTH, sponsored by AHC Media LLC, provides you with evidence-based
information and best practices that help you make informed decisions concerning treatment options and
physician office practices. Our intent is the same as yours — the best possible patient care.  

The objectives of HOSPITAL EMPLOYEE HEALTH are to:
• identify particular clinical, administrative, or regulatory issues related to the care of hospital

employees
• describe how the clinical, administrative and regulatory issues particular to the care of hospital

employees affect health care workers, hospitals, or the health care industry at large
• cite solutions to the problems faced in the care of hospital employees based on expert guidelines

from relevant regulatory bodies, or the independent recommendations of other employee health
professionals.

Each issue of your newsletter contains questions relating to the information provided in that issue.
After reading the issue, answer the questions at the end of the issue to the best of your ability. You
can then compare your answers against the correct answers provided in an answer key in the
newsletter. If any of your answers were incorrect, please refer back to the source material to clarify
any misunderstanding. 

At the end of each semester, you will receive an evaluation form to complete and return in an enve-
lope we will provide. Please make sure you sign the attestation verifying that you have completed
the activity as designed. Once we have received your completed evaluation form we will mail you a
letter of credit. This activity is valid 36 months from the date of publication. The target audience for
this activity is nurses.

If you have any questions about the process, please call us at (800) 688-2421, or outside the United
States at (404) 262-5476. You also can fax us at (800) 284-3291, or outside the United States at
(404) 262-5560. You also can e-mail us at: customerservice@ahcmedia.com.

On behalf of AHC Media, we thank you for your trust and look forward to a continuing education
partnership.

Sincerely,

Cynthia Molnar
Director, Continuing Education
AHC Media LLC



 
 

AHC Media’s Message to Subscribers  
about Copyright Law 

 
Your newsletter is a copyrighted publication.  It is protected under federal copyright 
law. 
 
It is against the law to reproduce your newsletter in any form without the written 
consent of AHC Media’s publisher. Prohibited under copyright law is: 
 

� making “extra” copies of our publication for distribution in your office; 
� posting newsletter articles on your facility or practice web site; 
� downloading material to an electronic network; 
� photocopying, e-mailing, or faxing newsletter articles. 
 

Site licenses, which allow you to e-mail, fax, photocopy, or post electronic versions of 
your newsletter and allow additional users to access the newsletter online, are available 
for facilities or companies seeking wider distribution of your newsletter. 
 
High-quality reprints of articles also are available at reasonable prices. 
 
To get information about site license or multiple copy arrangements, contact Tria 
Kreutzer at (800) 688-2421, ext. 5482 (tria.kreutzer@ahcmedia.com); or for reprints, 
contact Steve Vance at (800) 688-2421, ext. 5511 (stephen.vance@ahcmedia.com). 
 
 
Thank you for your cooperation, 
 

 
 
Donald R. Johnston    
Senior Vice President/Group Publisher   
AHC Media LLC 
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