
IN THIS ISSUE

FOR OVER 30 YEARS

THE TRUSTED SOURCE FOR EMPLOYEE HEALTH PROFESSIONALS FOR MORE THAN 30 YEARS

Financial Disclosure: Editors Michele Marill 
and Melinda Young, Executive Editor Gary 
Evans, and Consulting Editors/Nurse Plan-
ners Kay Ball and MaryAnn Gruden report 
no consultant, stockholder, speaker’s bureau, 
research, or other financial relationships with 
companies having ties to this field of study. 

September 2014: Vol. 33, No. 9  
Pages 97-108

NOW AVAILABLE ONLINE! Go to www.ahcmedia.com. 
 Call (800) 688-2421 for details.

CDC anthrax, avian flu lapses point 
to broader problems in lab safety 
Hospitals must build a culture of lab safety

Hospitals often hear from the Centers for Disease Control and Pre-
vention about the importance of building a culture of safety. But the 
agency’s own recent lapses in the laboratory have provided a lesson 

in the serious consequences of lax safety.
Dozens of CDC lab workers were potentially exposed to anthrax when 

samples were inadequately inactivated before being sent to a less protective 
lab, and an avian influenza culture contaminated with a highly pathogenic 
H5N1 strain was sent to a U.S. Department of Agriculture lab.

CDC director Thomas Frieden, MD, temporarily shut down the Bioterrorism 
Rapid Response and Advanced Technology lab and placed a moratorium on 
sending biomaterials from high-level labs until safety issues could be addressed.

Frieden called the incidents “a symptom of a broader problem of laboratory 
safety,” as employees who routinely work with dangerous pathogens apparently 
became complacent. “The fact that something like this could happen in such a 
superb laboratory is unsettling because it tells me that we need to look at our cul-
ture of safety throughout all of our laboratories,” he said in a press conference.

The CDC incidents are a safety wake-up call for all labs, including hos-
pital diagnostic and research labs, says Dan Scungio, MT(ASCP), SLS, 
CQA(ASQ), laboratory safety officer at Sentara Healthcare in Norfolk, VA, 
and a lab safety consultant. “To me, the clear message is that it can happen 
to anybody,” he says. “If you’re being complacent about your lab safety pro-
gram, it’s going to happen to you. It doesn’t matter who you are.”

The average hospital doesn’t typically deal with the sort of agents found 
in CDC’s high level labs. But worldwide travel ensures that potentially lethal 
and even obscure infectious diseases can emerge almost anywhere.

“Any hospital can isolate one of these dangerous organisms at just about 
any time,” says Michael Miller, PhD, D(ABMM), former associate director 
for laboratory science at the CDC’s National Center for Emerging and Zoo-
notic Infectious Diseases and now a private clinical microbiology laboratory 
consultant based in Dunwoody, GA. “In fact, if you think about it, virtually 
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any infectious disease on the planet is only one to 
two days away from the United States, in today’s 
world of travel and rapid movement of people.”

Safety audits to reduce risk

In the anthrax case, scientists used a sterilization 
method for non-spore forming bacteria, although 
anthrax is spore-forming. And they failed to con-
firm that the anthrax was completely inactive 
before transferring the samples to other labs.

How did the errors happen? To find out, CDC 

immediately began an internal investigation into the 
events and established an external advisory group for 
laboratory safety. Frieden also named Michael Bell, 
MD, deputy director of CDC’s Division of Health-
care Quality Promotion, the new director of labora-
tory safety, reporting directly to the CDC director.

“Our first effort is to understand fully what hap-
pened and remediate it here at CDC, but we are 
definitely looking at the implications for labora-
tories around the country and around the world,” 
Frieden said.

An investigation concluded that CDC lacked 
adequate biosafety policies and procedures and that 
existing procedures were not always followed.1

Hospitals also have been advised not only to 
review their biosafety procedures, but to moni-
tor adherence. Safety audits should be routine in 
hospital laboratories, including observations of 
employees to ensure that they are using appropriate 
personal protective equipment, says Scungio.

A blue ribbon panel convened by CDC in 2008 
urged hospitals to conduct risk assessments, identi-
fying hazardous materials and activities and taking 
steps to reduce risk. Those measures have to be 
continually reinforced, says Miller, a member of 
the panel and lead author of CDC’s Guidelines for 
Safe Work Practices in Human and Animal Medical 
Diagnostic Laboratories.

In the CDC incidents, there was no failure in 
structural safety mechanisms, such as air handling, 
he notes. Rather, the problem stemmed from 
human error, including the failure to follow proper 
protocol to inactivate the anthrax and failure to 
promptly report the influenza contamination.

“I think it was just the failure of personnel to 
follow the rules very, very strictly,” says Miller. 
“When safety policies are developed and approved 
for this type of organism, it’s extremely imperative 
that all laboratory workers pay very close attention 
every single day.”

Training is a key component of any safety pro-
gram, and it will be a part of the review of the 
safety lapses, Frieden said.

In fact, continual training and safety awareness 
is critical to building a culture of safety, says Miller. 
“This concept of safety is very important and it 
needs to be drilled into people when they first 
choose health care as a career,” he says.

Annual training, risk assessment

The CDC guidelines recommend annual training 
that includes laboratory safety policies and precau-
tions, how to work in a biological safety cabinet, 
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OSHA:  I2P2  rule tabled, 
infectious reg remains
Agency enforcement very active

Political reality has put the brakes on a broad injury 
prevention rule favored by the Occupational Safety 

and Health Administration. But enforcement remains a 
priority for the agency, and health care employers can 
still expect increased scrutiny, safety experts say.

OSHA Administrator David Michaels, PhD, MPH, 
has repeatedly said his “top priority” was to implement 

emergency procedures, risk assessment and reporting 
of exposures, and personal protective equipment.

Researchers working with high-level contain-
ment need specific training on the pathogens they 
work with and continual professional development, 
said Sean Kaufman, president of Behavioral-Based 
Improvement Solutions, a biosafety training consult-
ing firm. In testimony at a recent Congressional over-
sight hearing, he urged CDC not to focus on punitive 
actions against the employees involved but to look at 
organizational factors, such as inadequate training.

“This is a systemic problem not only for this labo-
ratory at CDC, but for the majority of research labo-
ratories around the world,” he said.

Occ health response lacking

CDC’s occupational health response also was 
inadequate, according to a pre-hearing memo com-
piled by Congressional staff.2

Two potentially exposed laboratory scientists 
were treated in an emergency department with anti-
biotics. The agency’s Occupational Health Clinic 
quickly became overwhelmed with providing post-
exposure prophylaxis with antibiotics and vaccine to 
dozens of potentially exposed employees.

“Staff left the clinic without knowing the extent 
of their risk of exposure,” the memo said. “At 
least some of the lab workers who potentially were 
exposed in the most recent incident were not exam-
ined for five days following notification.”

“We’re very concerned about the health and 
well-being of our own staff,” Frieden said in a press 

conference. “And the fact that they had to deal with 
uncertainty, stress, potential risk and to take preventive 
medicines that can have adverse events as a result of this 
incident is something that I feel terrible about, and I wish 
had not happened.”

In the future, CDC will use its incident management 
system to improve communication and response, he said.
[Editor’s note: The CDC guidelines for safe work prac-
tices in labs are available at www.cdc.gov/mmwr/pdf/
other/su6101.pdf.] n
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Energy and Commerce, U.S. House of Rep. Memorandum: Hear-
ing on “Review of CDC Anthrax Lab Incident.” July 14, 2014. 

Will OSHA enforcement target hospital MSDs? 

Musculoskeletal disorders are the No. 1 injury 
in health care, but OSHA has never cited a 

hospital for the hazard of patient handling under the 
general duty clause. That may soon change, cautions 
Eric Conn, JD, chair of the OSHA Practice Group at 
Epstein Becker Green in Washington, DC.

In January, OSHA launched a website with 
extensive resources on health care worker safety. 
(www.osha.gov/dsg/hospitals/)It focuses primarily 
on safe patient handling. That helpful resource is 
likely to be followed by a new enforcement focus, 
Conn predicts.

“I fully expect on the heels of this very robust 
guidance on hospital safety that we’re going to see 

a national emphasis program or regional emphasis 
programs addressing the items raised in this guid-
ance,” he says. OSHA inspectors could point to the 
resource as evidence of known hazards and accepted 
safety practices, he adds.

Employees also could use the OSHA guidance as 
a basis for complaints about patient handling haz-
ards, he says. “The more you educate and publish 
OSHA’s expectations, the employees in those indus-
tries use those resources as a basis for more com-
plaints,” he says.

So what should an employer do? “These are good 
ways to improve safety at your hospital,” he says. 
“Look at them and see what makes sense for you.” n
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an injury and illness prevention program (I2P2) rule, 
which would require employers to look for hazards 
and take steps to prevent injuries.

But this spring, the agency bumped I2P2 to “long-
term action” on its regulatory agency, which means it 
is likely dead for the remainder of the Obama admin-
istration.

The long-term action category is “essentially a 
place holder for rules that they’re not going to work 
on,” says Kate McMahon, JD, a partner with the 
OSHA practice group of the Epstein, Becker and 
Green law firm in Washington, DC. “They’re not 
even on OSHA’s slow track, which is pretty slow.”

OSHA previously had stated that it would issue a 
notice of proposed rulemaking on I2P2 in September 
2014. But a variety of employers and industry groups 
vigorously opposed the concept, fearing OSHA 
would use the rule as a blank check to issue citations 
related to virtually any hazard.

With the fall elections approaching, hot-button 
issues become risky. “Right now, the White House 
has essentially told all of the agencies, ‘Don’t do any-
thing controversial,’” says Aaron Trippler, director 
of government affairs for the American Industrial 
Hygiene Association.

An OSHA spokesperson told HEH that after 
stakeholder meetings, “the agency determined that 
the process would benefit from having additional 
regulatory framework options for consideration.” 
OSHA is continuing with updated guidance docu-
ments on injury and illness prevention programs, she 
said.

Take an I2P2 approach

I2P2 was actually an opportunity to change the 
way occupational safety and health is regulated, says 
Dave Heidorn, JD, manager of government affairs 
and policy for the American Society of Safety Engi-
neers (ASSE) in Washington, DC.

Instead of prescriptive rules that are difficult to 
update as hazards and technologies change, I2P2 
would allow employers flexibility to address their 
hazards, he says.

With Michaels, “we’ve had this great opportunity 
for a champion to change the paradigm of how we 
look at occupational health and safety regulation,” 
says Heidorn. “We continue to hope that isn’t lost.”

In fact, attorneys specializing in occupational 
safety and health advise their clients to adopt an 
injury and illness prevention program, in which they 
assess the workplace, reduce risks and document 
their progress.

“Clearly every employer, regardless of the indus-

try they’re in, should be assessing their workplace 
for hazards,” says Tressi Cordaro, JD, with Jackson 
Lewis in Washington, DC.

New programs and equipment should be accom-
panied by hazard evaluation, and employers should 
conduct regular safety audits, she says.

Audits conducted under the supervision of an 
attorney would be covered by the attorney-client 
privilege and would not need to be provided to 
OSHA during an inspection, says Eric Conn, JD, 
chair of the OSHA Practice Group at Epstein Becker 
Green. 

Meanwhile, OSHA says it intends to move for-
ward with two other rules that would impact health 
care employers: Infectious diseases and electronic 
recordkeeping. 

 Rule to protect HCW from infections

OSHA was scheduled to begin soliciting input 
through teleconferences from small businesses and 
organizations on an infectious disease rule. A report 
on that feedback, along with OSHA’s response, is 
expected in October.

It’s not clear yet what an infectious disease rule 
might encompass. But in a 2011 Federal Register 
notice, OSHA indicated that a rule might include 
requiring a written “worker infection control 
plan.” It also noted that rule might cover non-clin-
ical workers who could have exposures, including 
housekeeping, facility maintenance and lab workers.

That would make it broader than the nation’s only 
similar rule, California’s Aerosol Transmissible Dis-
eases Standard.

In its most recent regulatory agenda, OSHA cited 
the risks of diseases ranging from tuberculosis to 
MRSA and said: “OSHA is concerned about the abil-
ity of employees to continue to provide health care 
and other critical services without unreasonably jeop-
ardizing their health. OSHA is considering the need 
for a standard to ensure that employers establish a 
comprehensive infection control program and control 
measures to protect employees from infectious dis-
ease exposures to pathogens that can cause significant 
disease.”

OSHA also has said it plans to release its final 
recordkeeping rule change in March 2015, requiring 
employers to report information from their injury 
logs and incident reports electronically. That also has 
become controversial because OSHA said it will pub-
lish the information in a searchable, online format.

Employers are concerned about protecting the pri-
vacy of individuals – and about the presenting num-
bers without any opportunity for explanation, says 
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Africa.
Ebola is transmitted through contact with blood 

and body fluids but is not thought to be airborne. 
CDC recommends standard, contact and droplet 
precautions, which means health care workers must 
wear gloves, gowns, face masks and eye goggles or 
shields.

Yet because Ebola has a fatality rate as high as 
90%, health care workers often wear heavy-duty 
fluid-resistant suits. An American physician who 
became ill was working with Samaritan’s Purse, a 
North Carolina-based international relief agency, 
which provides boots, a surgical cap, a Tyvek suit, 
two sets of gloves, neck and chin covering, a face 
mask, goggles, and a waterproof apron.

Because they can become overheated, health care 
workers stay in the gear for only about 60 to 90 
minutes, then spend about 30 minutes in decontami-
nation, Samaritan’s Purse said in an informational 
post on its website (www.samaritanspurse.org/article/
ebola-virus-claims-more-lives-in-west-africa/).

If the health care workers took such intense pre-
cautions, why did they become infected? The route of 
infection was not clear, but Stephan Monroe, deputy 
director of CDC’s National Center for Emerging 
Zoonotic and Infectious Diseases, noted that clinics 
in Africa have “rudimentary” equipment. Exposure 
can occur through needlesticks or other exposures as 
health care workers collect specimens or dispose of 
bodily fluids, he said in a telephone press conference.

In recent years, the United States and the Nether-
lands each treated a patient who contracted Marburg 
hemorrhagic virus, which is similar to Ebola. No one 
else became infected, Monroe said.

“In both of those cases, the patients presented to 
the healthcare system before it was identified they 
had the virus infection, but they were treated with 
standard barrier nursing and infection control prac-
tices in the hospital,” he said. “In neither case was 
there any evidence of health care-associated transmis-
sion in those settings.”

The bottom line: The hospital environment is 
much safer in the United States than in Africa. “While 
it’s clear there is an increased risk for working with 
patients with Ebola, we’re confident that the standard 
of care in the U.S. would prevent much of the trans-
mission,” he said.

Nonetheless, there is always danger from an 
undiagnosed case. Health providers, particularly in 
emergency departments, need to be aware of global 
outbreaks and their potential to spread, Monroe 
said. “The point is to raise the level of awareness in 
emergency rooms and all of the front line places for 
primary care,” he said. n

Cordaro. “There are too many variables that are left 
out and not explained,” she says.

In any case, simply counting injuries is not the path 
to safety, says Heidorn of the ASSE. Companies that 
don’t want to look bad will be tempted to underre-
port, he says.

With or without an I2P2 rule, companies need 
to become proactive, he says. “So much of safety in 
companies is just meeting the standards, doing the 
bare necessities, instead of this higher professional 
level of managing risk,” he says.

And OSHA still can cite companies based on the 
general duty clause of the Occupational Safety and 
Health Act, which requires employers to keep their 
workplaces free of recognized serious hazards. Even 
without new rules or legislation, OSHA has found 
new teeth, including a broader scope for repeat viola-
tions and higher penalties, says Conn.

“We’re at enforcement levels we’ve never seen 
before,” he says. “The only thing that slowed them 
down was the government shutdown and sequestra-
tion. Other than that, every year of this administra-
tion has been a record year of enforcement.” n

CDC: Be alert for Ebola 
signs in African travelers
Two U.S. HCWs develop symptoms of virus

U.S. public health authorities urged health pro-
viders to raise their awareness about Ebola 

virus as two American health care workers became 
ill with the often fatal disease while caring for 
infected patients in Liberia. At about the same time, 
a Liberian man became ill with Ebola and traveled 
by plane to Lagos, Nigeria, where he died in a hos-
pital.

The Centers for Disease Control and Prevention 
issued a Health Advisory on July 28, asking U.S. 
health care providers to be alert for possible signs 
of Ebola and to isolate patients who have Ebola-
like symptoms and have traveled to a country with 
Ebola cases within the past 21 days. (http://emer-
gency.cdc.gov/han/han00363.asp) The initial symp-
toms of Ebola are flu-like, with fever and aches 
accompanied by vomiting and diarrhea. (See box on 
p.xx.)

At mid-summer, the largest Ebola outbreak in 
history had reached more than 1,200 cases and 
672 deaths in Guinea, Sierra Leone and Liberia. As 
of late July, it had not appeared outside of West 
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Quick facts on Ebola

According to the Centers for Disease Control 
and Prevention, Ebola symptoms, infectious 

fluids and transmission factors include the follow-
ing key points: 

Symptoms: Sudden onset of fever and malaise, 
with other nonspecific symptoms such as myalgia, 
headache, vomiting, and diarrhea. In later stages of 
the disease, patients may develop multi-organ dys-
function, including hepatic damage, renal failure, 
and central nervous system involvement, leading to 
shock and death.

Infectious fluids: In an infected person, the Ebola 
virus may be present in blood, urine, sweat, semen, 
and breast milk.

Transmission: Ebola is spread through direct 
contact with the bodily fluids of someone who is 
symptomatic. The incubation period is usually eight 
to 10 days, but has had a range of two to 21 days. 
Transmission can occur when a patient is febrile and 
throughout the course of the disease, including post-
mortem. n

Medical marijuana laws 
raise questions, concerns 
for employee health
Occ health groups trying to clear the smoke

Hospitals and other employers increasingly are 
concerned about the impact of medical mari-

juana laws on their staff. Nearly half of the coun-
try now allows use of medical marijuana, which is 
expected to soon force changes in the workplace. 

For example, since marijuana use continues to be 
illegal nationally at the federal level, hospitals and 
other employers in states with medical marijuana 
laws still are allowed to hire and fire based on their 
own drug policies.

But lawsuits filed by employees who were fired for 
medical marijuana use might change this, particularly 
if courts believe it’s an Americans with Disabilities 
Act issue.

Even without clear guidance legally, hospitals in 
states with medical marijuana laws need to consider 
the implications of testing for marijuana use and any 
related health issues, as well. Through mid-2014, 23 

states and Washington, DC have passed bills allowing 
medical marijuana. Florida, Ohio, and Pennsylvania 
have pending legislation or ballot measures. Colorado 
and Washington also permit recreational marijuana 
use. Occupational health nurses soon will receive guid-
ance from two associations that have formed a task 
force to study the issue.

It’s because of the fast growth of medical marijuana 
laws – 14 of which occurred in the last 10 years – 
that recommendations and guidance are needed for 
employee health programs, says Jennan Phillips, PhD, 
MSN, RN, chair of the legislative affairs committee 
at the American Association of Occupational Health 
Nurses (AAOHN).

“We’re grappling with trying to develop recommen-
dations for policies that employers can enact in their 
workplace,” Phillips says.

Health aspects of marijuana 

Some of the issues that concern AAOHN involve 
health aspects of cannabis use or misuse. For instance, 
the potency of current marijuana is five times greater 
than it was in 1960, and cannabis-related emergency 
department admissions rates are 23 times greater now 
than they were in 1991.1

Hospital employee health departments in medical 
marijuana states need to be concerned about the impact 
of worker marijuana use on the employees who use the 
substance and their co-workers, Phillips says.

However, employers will not know about medical 
marijuana use unless they subject workers to drug tests, 
she adds. “It’s protected medical information,” Phillips 
says.

One action employee health offices can take even 
before there is a clear legal answer regarding medical 
marijuana use is to educate workers about the health 
problems when they smoke or ingest marijuana. These 
include cardiovascular and lung problems. Also, there 
are potential cognitive, neurological, and psychological 
impairments, including apathy, paranoia, confusion, 
delusions, hallucinations, amnesia, anxiety, agitation, 
and a decline in psychomotor functioning. Health care 
workers who have a drug use problem also might dem-
onstrate inconsistent work quality, poor concentration, 
lowered productivity, increased absenteeism, careless-
ness, and disregard for safety, leading to accidents. 

AAOHN and the American College of Occupational 
and Environmental Medicine (ACOEM) have formed 
a task force to study workplace health and safety issues 
involving marijuana use.

“What we want to do is explain all of the options 
that employers have,” says Kathryn L. Mueller, MD, 
MPH, FACOEM, president of ACOEM and a profes-
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ing in medical marijuana legislation passed within 
each state, she adds.

• Write policies based on local context as much as 
is possible. “When they put their policy together they 
need to make sure they talk to legal counsel,” Mueller 
says.

The task force has been reviewing studies related to 
performance issues and marijuana use, as well as poli-
cies that are in place, Phillips says.

What about the feds? 

There is some indication that the federal response 
to medical marijuana might change. In May 2014, 
a bipartisan coalition of House members voted to 
restrict the purse strings of the Drug Enforcement 
Administration (DEA) when it targets marijuana 
patients and growers in states where medical mari-
juana is legal. In recent years, the DEA has raided 
marijuana dispensaries that complied with state laws, 
and the DEA still classifies marijuana as a Schedule I 
substance, denying it has any accepted medical use. 
The bill had not received a Senate vote as of July 2014.

 “It seems very simplistic when a state passes a med-
ical marijuana bill — you think people with serious 
health problems can have the medication they need to 
ease their suffering,” Phillips adds. “But people like 
that usually are not in the workplace because they are 
in the last stages of life.”

The dilemma involves dealing with employees who 
have less severe illness or disability, but who also 
believe marijuana is their best treatment.

“What’s happening is many people who are get-
ting prescriptions for medical marijuana are using it 
to control chronic pain,” Phillips explains. “They are 
coming to work with a prescription to smoke mari-
juana, and we don’t know how that will affect their 
performance.”

Another big issue emerging in Colorado and Wash-
ington, where recreational marijuana use was legal-
ized, is how to handle marijuana in edible form, such 
as marijuana candy, she adds.

“From what I understand, users who smoke 
marijuana can self-regulate the amount of high they 
receive, where when you eat it you may have reached 
an extremely high level before you realize it,” she says.

Even worse, in Colorado, more than a dozen chil-
dren have been treated in hospital emergency rooms 
after unintentionally ingesting candy or other sweets 
with marijuana.

One recommendation that the task force will likely 
make is to improve workplace education and training 
programs about medical marijuana and drug testing, 
Phillips says.

sor in the school of public health at the University of 
Colorado in Denver, CO.

“A lot of our members email me and say they are 
being asked questions about medical marijuana, and 
they want a formal paper on it so they can tell their 
employers of all the choices,” Mueller explains. “We 
would like to say, ‘Here are your options and here’s 
what you should understand.’”

Hospital employee health can lead the way in edu-
cating hospital supervisors how to recognize the signs 
of workers who are impaired on the job due to mari-
juana use, she adds.

The task force will not provide legal guidance as 
each state and employer’s situation is different, Muel-
ler notes.

“We don’t know what will happen legally,” she 
says. “We can’t say there’s one national solution for 
you.”

In Colorado there is a landmark lawsuit involving 
a quadriplegic man who was fired from a customer 
service job after testing positive for marijuana use. This 
case could change the legal landscape if it ultimately 
succeeds. In the case of Brandon Coats vs. Dish Net-
work, Coats claims that he has been a registered medi-
cal marijuana user in Colorado since 2009 and that he 
needs the substance to alleviate spasms and pain. He 
claims to use the substance only when he’s off work, 
and he had informed his employer of his medical mari-
juana use when he was asked to submit to a drug test, 
according to Coats’ lawsuit filed with the Colorado 
Court of Appeals, which ruled against him in 2013. 
Coats has taken the lawsuit to the Colorado Supreme 
Court, after two lower court rulings that sided with 
Dish Network.

Task force attacking issue on several fronts

The task force will address the issue on several 
fronts, Mueller says.

These include:
• Show employers their various choices for handling 

medical marijuana use among safety-sensitive and non-
safety sensitive workers.

• Ask employers to think about marijuana use in a 
similar way to other substances, including alcohol and 
medical drugs.

“If a drug is used for medical reasons, it’s a differ-
ent question,” Mueller says. “One type of use requires 
accommodation and the other does not.”

No one has the complete answer yet to the question 
of whether medical marijuana is a treatment that is 
legally protected under the ADA, Phillips says.

Whether or not medical marijuana use requires 
accommodation will be up to the courts and the word-
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“You need a sound drug awareness program; 
supervisors need to know how to recognize whether 
an individual is impaired and what steps to take in 
reporting or acting on that information,” she adds.

Hospitals might advocate a drug-free workplace, 
but no one knows how that might work from a legal 
point of view, Mueller notes.

“It’s clearly somewhat of a conundrum,” she adds. 
“Knowing what employers are expected to do will 
depend on various state laws.”

In states where even recreational use of marijuana 
is legal, employers could institute policies for identify-
ing impaired workers, much as they do for alcohol 
use. The chief difference is that under standard drug 
tests marijuana can be detected up to 30 days from 
its use, while alcohol use cannot be detected even 24 
hours later. The National Institute on Drug Abuse 
(NIDA) published a study last year that suggests a 
possible breath test for marijuana that would detect 
only marijuana use within the past 30 minutes to 2.5 
hours.2

Another issue involves employers with workers in 
several states, particularly when federal contracts are 
involved. If a hospital system enacts one policy, bas-
ing the policy on one state’s law, it may have to form 
a separate policy for workers in another state or if 
one hospital has federal contracts and another does 
not, Phillips says.

“Medical marijuana is a huge concern across the 
nation,” Phillips says. “Many in the community do 
not understand the impact on employers when states 
pass these medical marijuana laws and legalize mari-
juana.” n
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especially among middle-aged women. 
This is an important area for occupational and 

employee health programs to prioritize because of 
the disease’s impact on both workers and resources. 
Data suggest workers with diabetes are costing 
employers and the public health system $245 billion 
each year.

“Diabetes is the seventh leading cause of death in 
the United States,” says Sherry Bumpus, PhD, FNP-
BC, a visiting professor at the University of Michigan 
Cardiovascular Outcomes Re-search and Report-
ing Program in Ann Arbor, MI. Bumpus also is an 
assistant professor of nursing at Eastern Michigan 
University.

Among U.S. adults, 29.1 million — 12.3% — 
have diabetes, and nearly 28% of those with the 
disease have not been diagnosed, according to the 
National Diabetes Statistics Report, 2014.1 

Statistics related to prediabetes are even more 
startling: an estimated 86 million Americans, age 20 
or older, have prediabetes, based on their fasting glu-
cose or A1C level. 

Identifying employees with prediabetes is a crucial 
step toward preventing diabetes, research suggests. 
(See related story, p. 105.)

For more than a decade, research has shown that 
prediabetic patients who lose a little weight and 
increase their physical activity sharply reduce their 
chances of developing diabetes. Bumpus offers these 
strategies for how employee health programs can 
develop a successful diabetes screening and preven-
tion program:

 Screen for both prediabetes and diabetes: Hospi-
tal wellness programs should include screening for 
prediabetes and diabetes prevention in their goals, 
Bumpus suggests.

One very effective way to do this is to offer onsite, 
free diabetes screening. Employee health nurses and 
staff can provide diabetes educational material, but 
it’s even more effective if they follow-up on screening 
with behavior change strategies, Bumpus says.

A first screening decision involves which numbers 
to collect. One blood test, the hemoglobin A1C, 
measures a three-month average of a person’s blood 
glucose levels.

“This gives us an idea of how well a person’s 
blood sugar is despite highs and lows,” Bumpus says. 
“A person who is normal will have less than 5.7; a 
diabetic will have an A1C greater than 6.5, but in 
between 5.7 and 6.5 is the prediabetic.”

Another option is the fasting blood glucose level 
from a finger prick or blood draw. According to the 
American Diabetes Association, for a fasting glucose 
test, a nondiabetic will be less than 100 mg/dL. A 

Diabetes prevention
and employee health 
Epidemic becomes 7th leading cause of death

Diabetes and prediabetes are huge problems in 
the United States, with national data showing 

marked increases in the disease in all groups, but 
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diabetic’s level will be 126 mg/dL, and the gap between 
100 mg/dL and 126 mg/dL is prediabetic, Bumpus says.

The third test is a glucose stress test, which is what 
typically is done with pregnant women at risk for ges-
tational diabetes. 

“You have them drink a sugary solution and mea-
sure their blood sugar levels two hours after that,” she 
explains. “A level of 140 or less is normal; over 200 is 
diabetic, and 140 to 200 is pre-diabetic.”

Until recently, public health officials paid little atten-
tion to the prediabetic gap between normal blood glu-
cose results and diabetes results, Bumpus notes.

“It’s only a recent event that we’ve labeled these 
gaps as prediabetes,” she says. “Previously we’d say 
that over 126 is diabetic and below it is not. So we’ve 
gotten a lot more concerned about these numbers and 
have a stronger desire to lower these numbers.”

Focus on what it takes to get employees to become 
healthier: “You have to expect behavioral change in 
those things that help prevent diabetes, and the two 
biggest are weight loss and physical activity,” she says.

The best proven method is to have a work site pro-
gram that encourages and reinforces healthy lifestyle 
behavior through education and making it easy to 
make lasting changes, Bumpus says.

Employers have learned that simply giving employ-
ees gym passes or paying for weight loss programs is 
not enough incentive for change. They need a more 
active program, she says.

“One statistic I’ve read is that most workers in 
health care work 50 hours a week in a health care set-
ting,” she says. “During their awake hours they’re at 
work more than they’re at home, so they need access to 
healthy food while at work.”

Some hospitals have fast food chain restaurants 

and bakeries on their campuses. Instead, health care 
systems should promote healthy food throughout 
their facilities, and have all food labeled with calorie 
content, fat, carbohydrates, and other information so 
employees can make healthier choices, she adds.

Choose programs that are efficient and have 
proven track records: A company that’s known for its 
successful healthy employee program is Safeway Gro-
cery, which has even put exercise facilities within the 
employment area, Bumpus notes.

But even that strategy will not work well if it’s not 
coupled with employers giving workers time to exer-
cise, she says.

“If you go back a couple of decades you see that 
employers partnered with fitness centers but employ-
ees wouldn’t use them because the hours weren’t con-
venient or there weren’t shower facilities available,” 
Bumpus says. “A lot of time and money were spent 
on facilities that employees didn’t use.”

In more recent years, wellness programs have 
returned in popularity because of data showing that 
every dollar spent on wellness has a three dollar 
return in reduced and fewer absentee days and work-
er’s compensation claims, she adds.

But data suggest wellness programs work best 
when employers understand their worker population. 
For instance, some wellness programs have done a 
fine job at encouraging behavior change among their 
professional and more affluent workers, but have not 
done as well with their under-served populations, 
including low income and people of color, Bumpus 
says.

One strategy that will address this disparity is to 
give employees a 30-minute break to exercise in an 
onsite facility, she adds.

Risk factors related to prediabetes and diabetes
Obtaining history isn’t enough

The American Diabetes Association advises health 
care providers to recommend testing for diabetes 

or prediabetes to individuals who have symptoms for 
the disease and/or these risk factors:

• Overweight or obese;
• Physically inactive;
• Age 45 or older;
• Having parent, brother, or sister with diabetes;
• Having a family background that is African 

American, Alaska Native, American Indian, Asian 
American, Hispanic/Latino, or Pacific Islander;

• Diagnosed with gestational diabetes or giving 
birth to a baby weighing more than nine pounds;

• Having high blood pressure of 140/90 mmHg;
• Having HDL cholesterol below 35 mg/dL or a 

triglyceride level above 250 mg/dL;
• Having polycystic ovary syndrome (PCOS);
• Having impaired fasting glucose (IFG) or 

impaired glucose tolerance (IGT) on previous testing;
• Having a history of cardiovascular disease, and
• Having insulin resistance conditions, such as 

morbid obesity, acanthosis nigricans.
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Educate about diabetes complications: “The big-
gest complication we worry about is cardiovascular 
disease, which is a vascular component of diabetes 
that is often fatal,” Bumpus says.

The American Heart Association’s research shows 
that heart disease is the leading cause of death in the 
United States for women, she adds.

“Heart disease still kills more people than every 
form of cancer,” Bumpus says.

Other complications of the disease include hypo-
glycemia that results in emergency room visits, high 
blood pressure, high blood LDL cholesterol, blindness 
and eye problems, kidney disease, amputations, nerve 
disease, hearing loss, and depression.

About half of people with diabetes have nerve 
damage, called diabetic neuropathy, according to the 
American Diabetes Association.

The ADA also notes the prevalence of skin compli-
cations. These include bacterial and fungal infections, 
localized itching caused by a yeast infection, dry skin, or 
poor circulation. Diabetes also can lead to diabetic der-
mopathy, which looks like light brown, scaly patches 
on the skin — typically on the front of the legs. n
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Hurricanes, fires, earthquakes, and tornadoes are 
the high profile disasters that can impact hospitals. 
There are many others that require some imagination 
to anticipate, says Mary Gene Ryan, MPH, COHN-S/
SM, CSP, executive director of MGRyan & Co., Inc. 
(MACI) of Ventura, CA.

Some overlooked potential disasters could involve 
long power outages, bad storms that damage roofs, 
broken elevators, ice storms, heat waves, airborne dis-
ease epidemics, and flooding in non-coastal regions.

“The first thing hospitals should do to prepare for a 
disaster is conduct a vulnerability analysis, listing out 
the types of scenarios that could happen in their facili-
ties,” Ryan says.

“You will need to list even simple things like a stuck 
elevator or what happens if the utilities go out, which 
is a big one for a hospital,” she says. “We don’t think 
about things like big heat waves causing the utilities to 
get overloaded and the power going out.”

Vulnerability analysis

Ryan offers these suggestions for how hospital 
employee health departments can plan for disasters:

Follow FEMA’s vulnerability analysis algorithm: 
The Federal Emergency Management Administration 
(FEMA) has created a risk index table that lists such 
hazards as an aviation incident, bombing/terrorism, 
building collapse, civil disorder, dam failure, disease 
outbreak, drought, and others.

Each hazard is rated according to these factors:
- the frequency, from rare to moderate; 
- duration from short to long;
- the area impacted from limited to widespread;
- speed of onset from slow to fast;
- spatial dispersion from diffuse to concentrated;
- temporal spacing from random to seasonal; and
- risk from low to high.
“You want to list the type of scenarios that can hap-

pen in your facility,” Ryan says.
Start with the most likely disasters, including storms and 

branch out to the rare but still possible events, she adds.
Use the vulnerability analysis to create a contingency 

plan. From a hospital employee health perspective, 
the contingency plan should include staff safety and 
communication measures. For instance, if the hospital 
is located in a rural area one type of disaster might 
involve pesticide contamination that impacts staff or 
patients. In another scenario, an emerging disease could 
require the hospital to enact emergency safety mea-
sures. Occupational health nurses could contribute to 
contingency plans for these scenarios, Ryan suggests. 

“Typically hospitals have infectious disease proce-

Hospitals have been
hit hard by disasters 
Protecting employees and dealing with chaos 

Hospitals have been at the frontlines of dealing 
with some of the worst and most costly disasters 

in recent years, including Hurricane Sandy in 2012 
and a Oklahoma tornado in 2013.

In the latter case, a 46-bed Moore, OK hospital was 
destroyed by 200-mile per hour winds unleashed by 
an F-5 tornado. Hospital workers survived the disas-
ter, and later they ended up treating hurricane victims 
in a makeshift triage center located in a neighboring 
theater, according to local news reports.

After Hurricane Sandy struck New York City some 
hospitals were closed, and others — even a month 
later — used their lobbies to create more emergency 
room space. These stories highlight the unexpected 
ways hospitals and their staff can be impacted by 
disasters.
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COMING IN FUTURE MONTHS

CNE OBJECTIVES

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

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

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

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

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

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

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

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

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

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

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

dures, but when it comes to a community-based issue, 
they should have an additional contingency plan in 
how they’re dealing with it,” she adds.

The contingency plan also should address what hap-
pens if the power is out for longer than the hospital’s 
generator can supply power, Ryan says.

“We tell everyone to have supplies and manage their 
facility for two or three days, but what happens when 
it goes out for a week or longer? How will you get 
resupplies?” she says. Break the contingency plan into 
segments, such as three days, one week, two weeks, 
and longer, she adds.

Other items to add are where patients and staff will 
be moved in the event of a disaster that wreaks the 
kind of havoc that demolished the Moore hospital.

“How do you rotate staff and manage the situa-
tion?” Ryan says. “One thing I find is that minor stuff 
can become major stuff if we don’t have a good contin-
gency policy.”

Prepare for that the possibility that community mem-
bers may come to the hospital for shelter and safety even 
if they are not injured or sick, Ryan says. The contin-
gency plan should detail how to refer these people for 
shelter elsewhere so hospitals can focus on those with 
medical needs. Be proactive by meeting with community 
emergency services to have a plan in place, she adds.  

For hospital staff who during a disaster might be 
asked to work for days without time to head home and 
check on their families, it’s very important that they 
know their loved ones are safe, Ryan notes.

“If the hospital can’t physically handle employees’ 
families, then they need to make sure community 
resources are known to staff so when a fire or earth-
quake or another disaster happens, they can make 
sure their families are safe,” she explains. 

If facing a possible epidemic of an infectious agent,  
employee health should work hand-in-hand with 
infection preventionists to create a communicable dis-
ease emergency policy, Ryan says. This policy should 
include a screening process for everyone who enters 
the hospital, respirators for healthcare staff as needed, 
and rapid administration of a vaccine once it’s avail-
able, she says. 

“Sometimes — like in the case of H1N1 flu — we 
didn’t have a vaccine at first, so we would reinforce 
hand hygiene and basic respiratory precautions,” she 
says.  “Put up signs to let people know what is hap-
pening. It gets back to communication.”  

Employee health can play a big role in staff com-
munication during a disaster, Ryan notes.

“They can help identify staff who have less critical 
patient care roles and [can help with] communication 
links,” she says. n  
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1. An investigation into potential exposures to an-
thrax in a lab at the Centers for Disease Control 
and Prevention found that:

 A. Air handling systems failed.
 B. Unauthorized individuals entered the lab.
 C. Biosafety policies and procedures were not 

adequate.
 D. Exposures were related to intentional acts of 

sabotage.

2. According to Dave Heidorn, JD, manager of 
government affairs and policy for the American 
Society of Safety Engineers (ASSE) in Washing-
ton, DC, an OSHA Injury and Illness Prevention 
Program rule would:

 A. Require massive new safety spending by em-
ployers.

 B. Give employers flexibility as they identify haz-
ards and seek to correct them.

 C. Not include fines for a three-year phase in 
period

 D. Have little effect on health care employers.

3. Which of the following fasting blood glucose 
results suggest a prediabetes condition?

 A. 93 mg/dL
 B. 124 mg/dLc
 C. 132 mg/dL
 D. 199 mg/dL

4. Which of the following is a risk factor for predia-
betes and diabetes?

 A. Physically inactive and obesity 
 B. Age 45 or older
 C. Having HDL cholesterol below 35 mg/dL or a 

triglyceride level above 250 mg/dL
 D. All of the above

HIC wins 1st as best healthcare newsletter

We are proud to announce that our sister publication, Hospi-

tal Infection Control & Prevention, recently won First Place 

for Best Healthcare Newsletter at the annual awards of the Special-

ized Information Publishers Association (SIPA) in Washington, DC. 

Written by long-time HIC editor Gary Evans, the 2013 cover-

age included “Have virus will travel,” which anticipated the arrival 

of the first MERS cases in the U.S.

The trusted source for the infection preventionist for over four 

decades, HIC has won numerous editorial honors that include five 

prestigious awards from the National Press Club for analytical 

reporting. n


