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Hello everyone, it’s great to be here with you today. 
Every year since 2002 when I became Branch Chief, I’ve been invited to share an annual update on what the Occupational Health Branch has been doing, at the CIHC December conference.
But 2020 has been a year like none other – no in-person conferences and so here we are we are meeting virtually.
And again, I appreciate the invitation and the opportunity to speak with you.

Let me take a second to bring up my slides.



Deepest sympathy
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This is not a typical opening to an industrial hygiene presentation, but I first want to extend my condolences to every one of you who has lost a loved one or coworker, or had your life dramatically altered due to the 2020 coronavirus pandemic. 
This past year has demanded much of us – including applying our professional skills in new ways, as well as strength, compassion for each other, and resilience. 


Total cases in California

The toll of COVID-19 in 2020
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These numbers and graphs give you the overview of 2020, in terms of the number of positive COVID cases (2.2 million) and over 25,000 total deaths as posted on the state’s COVID dashboard on 12/31. 
Of course, with the surge currently affecting our state, these numbers have already increased dramatically.
There has been an immense response to try to affect the course of this illness that’s involved many agencies at the federal, state, and local level – including CDPH and Cal/OSHA.
What I’m going to talk about today is not COVID-19 in general, or the broader role of CDPH, but some of the things we’ve been doing in the Occupational Health Branch of CDPH over the past year to respond to and prevent COVID-19 in the workplace.



https://covid19.ca.gov/state-dashboard/

Emergency responses: Why involve OHB?

COVID-19

CORONAVIRUS DISEASE 2019
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Nearly the entire past year we’ve been working within an emergency response operation – the longest one I can ever recall. 
So you might wonder when and how the Occ Health Branch (or OHB) gets involved in CDPH emergency responses.
Shown here are images for 4 instances where CDPH activated a response operation and we played a role: In recent years we’ve worked on wildfires & smoke emergencies (top left), the South Napa earthquake (down below), vaping related lung injury (top right), and the latest – coronavirus.
Our branch gets involved because virtually all emergencies involve new threats to the H&S safety of workers of one type or another.
Although the investigation of vaping related lung disease wasn’t about a workplace hazard, some of my staff were tapped to lead or work on the response, because of their experience with chemical emergency response, or their knowledge of respiratory disease and toxicology.
But with COVID-19 I’ve been amazed at the number and range of different activities we’ve been called upon to participate in, some of which I’ll share today. 





Expertise within OHB
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I often start my CIHC talks with some basics about OHB – our main functions and established public health programs.
But during 2020 many of these activities have been suspended or cut back to bare bones, while our expertise, which is unique within CDPH programs, has been almost entirely redirected to the COVID-19 response. –click—
The disciplines within Occ Health have all played an important role. I think you’re all well aware that the skills of industrial hygienists have been critical as people asked what needed to be done to keep people safe from COVID and still be able to carry on the most essential work our society needs.
And, although CDPH has a lot of epidemiologists, physicians, and health educators, those in OHB have been called upon because of their specialized expertise in occupational health. –click--  
We’ve also been asked to help on things because our staff know about workplaces – everything from how to decipher Cal/OSHA regulations to how to anticipate exposure risks in different industries and occupations.
And, we’re used to interacting with employers and unions and other OH stakeholders.


Investigation of the earliest known occupational
transmissions of COVID-19 infection

Centers for Disease Control and Prevention

Morbidity and Mortality Weekly Report
Early Release /Vol. 69 April 14, 2020

Transmission of COVID-19 to Health Care Personnel During Exposures to a
Hospitalized Patient — Solano County, California, February 2020

Amy Heinzerling, MD'%; Matthew ]. Stuckey, PhD3; Tara Scheuer, MPH*; Kerui Xu, PhD?3; Kiran M. Perkins, MD3; Heather Resseger, MSN3;
Shelley Magill, MD, PhD3; Jennifer R. Verani, MD3; Seema Jain, MD'; Meileen Acosta, MPH¥; Erin Epson, MD!

On February 26, 2020, the first U.S. case of community- recognition and isolation of patients with possible COVID-19
acquired coronavirus disease 2019 (COVID-19) was confirmed and use of recommended PPE to minimize unprotected, high-
in a patient hospitalized in Solano County, California (/). The risk HCP exposures and protect the health care workforce.
patient was initially evaluated at hospital A on February 15; HCP with potential exposures to the index patient at
at that time, COVID-19 was not suspected, as the patient hospital A were identified through medical record review.
denied travel or contact with symptomatic persons. During a Hospital and health department staff members contacted HCP
4-day hospitalization, the patient was managed with standard for initial risk stratification and classified HCP into categories
precautions and underwent multiple aerosol-generating proce- of high, medium, low, and no identifiable risk, according to

https://www.cdc.gov/immwr/volumes/69/wr/mm6915e5.htm?s cid=mm6915e5 w
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For us, things started very early in 2020, with an investigation in Solano County at a time when community transmission of COVID-19 had not yet been identified.
On Feb 15, a patient was evaluated for a respiratory infection at Hospital A and admitted for 4 days. During that time, the patient needed multiple aerosol generating procedures including BiPAP airways ventilation, intubation, and bronchoscopy. The HC personnel used standard precautions which does not include respiratory protection.
Several days after the patient was transferred to Hospital B, a real-time PCR test for SARS-CoV-2, the virus that causes COVID-19, came back positive.
A team of CDPH and CDC employees, including a physician-epidemiologist from OHB, deployed to Solano County. 

https://www.cdc.gov/mmwr/volumes/69/wr/mm6915e5.htm?s_cid=mm6915e5_w

Exposure identification & follow-up

121 Hospital A healthcare personnel (HCP) exposed
to patient

Low-risk self-monitored for symptoms for 14 days

Medium & high-risk furloughed and actively
monitored

43 developed symptoms & were tested for COVID-19

37/43 were interviewed by phone; responses
compared for those with & without infection
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The investigation determined that 121 HCP were exposed to the patient while at Hospital A. A risk assessment scheme was used to categorize these employees into low, medium & high-risk groups.
The low-risk group was allowed to keep working and asked to self-monitor for symptoms for 14 days.
The medium & high-risk groups were furloughed and actively monitored for symptoms.
During this time, 43 HC workers developed symptoms and were tested for COVID-19. 
The team attempted to interview these workers by phone about their specific exposures and completed 37 interviews. We compared the responses of those who tested positive versus those who did not.�



What would we have done differently today?

Exclude exposed workers & test regardless of symptomes.


Presenter
Presentation Notes
If you’re paying close attention, you may have noticed that we would not follow this approach if we were to do this investigation today. Think about what we would do differently. [pause]
At this point in time we didn’t know about asymptomatic and pre-symptomatic transmission, testing was very limited (in fact, these tests were analyzed at the CDPH lab), and we only tested symptomatic people. –click--
I hope all of you are familiar with the new Cal/OSHA COVID-19 emergency temporary standard and will know that we would NOT wait for symptoms to develop; we would exclude all exposed workers from the workplace for 10 days and make every possible effort to get them tested, regardless of symptoms.
This provides a great example of how we’ve had to adapt to the constantly evolving scientific knowledge about this virus as we made our way through 2020.



Findings

3 HCP tested positive for COVID-19

Performing physical exams and nebulizer treatments
more common among HCP who tested positive

All 3 had unprotected patient contact

No reported use of eye protection, gowns, N95

respirators, or powered air purifying respirators
(PAPRS)
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Of the tested HC personnel, 3 were found to be positive for COVID-19.
When COVID-positive workers were compared to those who tested negative, the job tasks associated with statistically significant differences were having performed physical exams and being present during nebulizer treatment, which is considered an aerosol generating procedure.
All of these workers had unprotected contact with the infected patient. One of the 3 reported close contact with the patient for a total of 2 hours but not during any aerosol generating procedure.
None of workers reported using eye protection, gowns, or respiratory protection. 
I’ll remind everyone here that the hospitalized patient was not recognized as possibly having COVID-19 during the 4 days spent at Hospital A. 
These occupational transmissions occurred at a time when we were concerned about COVID-19 exposed people coming back to the U.S. from China, but there was not yet any known community transmission in California.



Clear guidance from Cal/OSHA’s ATD standard

® SARS'COV‘Z iS a novel ' THE CALIFORNIA WORKPLACE GUI[N
pathogen AEROSOL

e Use airborne precautions 'IMNSMISSIBLE

» Airborne infection isolation DISEASES

» Respiratory protection for
confirmed/suspected cases

> PAPR for aerosol
generating procedures

https://www.dir.ca.gov/dosh/dosh publications/ATD-Guide.pdf
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California may have been of ahead the rest of the U.S. because we are still the only state with an occupational standard that covers infectious diseases and specifically the emergence of a novel pathogen.
The Cal/OSHA ATD standard takes a precautionary approach and has us assume that a novel virus may be transmitted through the airborne route, at least until proven otherwise.
This requires us to use airborne precautions for patients who are suspected or confirmed to be infected – we need to quickly isolate the patient in an airborne infection isolation room and use respiratory protection with the minimum level being an N95 respirator for patient care and a powered air purifying respirator for aerosol generating procedures such as intubation.

https://www.dir.ca.gov/dosh/dosh_publications/ATD-Guide.pdf

Was the U.S. ready for COVID-19?

Unfortunately, we were not as prepared
as we could have been.
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So, how ready were we for the emergence of a novel pathogen in California and the rest of the U.S.?  –click--
Unfortunately, we were not as prepared as we could have been – even though we had already dealt with H1N1 in 2009, the year in which the ATD standard was adopted and hospitals first learned how to implement widespread respiratory protection programs and other control measures to prevent aerosol transmissible diseases.


Shortage in supply of respirators and PPE
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Tragically, we very unprepared for an emergency that would require vast supplies of respirators, face shields, gloves, gowns, etc. 
Looking back, it’s kind of amazing that the terms PPE and N95 are now common terms for the general public, widely used in the media – even if people don’t fully understand the details as IHs know them.
At the very beginning of the emergency, our federal and state stockpiles were inadequate and international supply chains were out of commission, causing an extreme shortage of PPE needed to protect our healthcare workers, particularly respirators.
OHB’s industrial hygienists were tapped to set up and carry out a process for specifying what kinds of PPE were needed and screening 1000’s of potential vendors and donors to see what they could provide. This turned out to be a complex task involving a large team of redirected staff we had to train up.
And, we continue to respond to many questions about the technical details of PPE & what should be purchased for the state stockpile.



New kinds of NIOSH-approved N95 respirators

And what about KN95s
(not NIOSH-approved)?
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With the respirator models that healthcare facilities had experience with not available in adequate supply, we eventually saw new companies getting into the business of making respirators and applying for NIOSH approval.
These new models often only came in one size, making them unlikely to fit all or even most healthcare workers. 
Many industries not used to being required to use respirators, such as skilled nursing facilities, had no supply channels and limited to no knowledge about the basics, including what to purchase or how to establish a Cal/OSHA-compliant respiratory protection program. 
A very important point we needed to clarify with these users was that you had to obtain respirators in several models and sizes in order to successfully fit test your staff whose faces come in different sizes and shapes. Otherwise, they wouldn’t be protected. –click--
And then a new device emerged onto the landscape – the KN95 – an internationally made respirator claiming to provide 95% filtration but not NIOSH approved. 
They also came in models with ear loops rather than straps raising immediate concerns about how well they would do in fit testing.



NIOSH National Personal Protective
Technology Laboratory

Promoting productive workplaces / M'
through safety and health research

NPPTL Respirator Assessments to Support the COVID-
19 Response

Updated December 22, 2020

International Assessment Results — Not NIOSH-approved

NPPTL has completed International Assessments for the products listed below.

https://www.cdc.qgov/niosh/npptl/respirators/testing/NonNIOSHresults.html
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We had a lot of interaction with NIOSH NPPTL about respirator issues, and we appreciate that they stepped in to fill many widespread needs. 
They began a program to evaluate the filtration efficiency of international respirators, finding that many KN95s on the market did not meet the claimed level of 95% filter efficiency, and they posted test results on their website.
They also pointed out their assessment that ear loop designs would likely lead to difficulty in achieving an adequate fit. 

https://www.cdc.gov/niosh/npptl/respirators/testing/NonNIOSHresults.html

NIOSH National Personal Protective
Technology Laboratory

Counterfeit Respirators / Misrepresentation of NIOSH-
Approval

Updated December 21, 2020

Counterfeit respirators are products that are falsely marketed and sold as being NIOSH-approved and may not be

capable of providing appropriate respiratory protection to workers.
When NIOSH becomes aware of counterfeit respirators or those misrepresenting NIOSH approval on the market, we

will post them here to alert users, purchasers, and manufacturers.

https://www.cdc.gov/niosh/npptl/usernotices/counterfeitResp.html
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NPPTL also fielded a lot of complaints about counterfeit and mislabeled products and began posting information about this problem to help out purchasers. 

https://www.cdc.gov/niosh/npptl/usernotices/counterfeitResp.html

CDPH’s COVID-19 Response Structure

HHS & CDPH
Leadership

COVID-19 Science : COVID-19 Operations

| | |
: Medical &
: County data Modeling &
Surveillance monitoring analytics Health

Coordination

: Policy & Comms &

Vaccination -
planning mmmmn State Facilities

Investigations
Occupational
health

Contact tracing


Presenter
Presentation Notes
As the COVID-19 response expanded, eventually a huge operation was underway at CDPH, and to give you a sense of how we fit in, I’m sharing a very simplified org chart. CDPH, of course, is only one part of the overall state structure along with the Office of Emergency Services, many other agencies, and on up to the Governor’s Office.
Our response is under the leadership of Health & Human Services Agency and CDPH, and is organized into two main buckets which we call the Science Branch, on the left, and Operations, on the right. 
The orange/red box on the right, called our Medical Health & Coordination Center, is what you would think of as our emergency response center & is led by our Emergency Preparedness Office. This is where all the logistics and emergency needs are dealt with – finding extra ventilators or hospital beds, healthcare staffing, distribution of resources from the state stockpile, etc. 
Our staff who worked on PPE procurement to address the respirator supply issues were situated here, and they continue to consult on PPE issues.
The Science Branch, on the left, contains the Dept’s subject matter experts in infectious disease, epidemiology and surveillance, lab science, etc. – all of whom have been mobilized for the response. 
The structure grew into many different teams, and by mid-March the Occupational Health team was officially added.
It was important for us to be integrated into the response and communications structure so that everyone knew our role and the right questions could get directed to us.


Explaining and requiring face coverings

Your dlath face covering may pratect them Theirr dlath face covering may protect you
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With not enough respirators for healthcare workers, nevermind other essential workers or the public, we were tasked with promoting a whole new type of community protection device – the cloth face covering.
OHB helped to write CDPH’s first statewide recommendation on wearing cloth face coverings, released in early April. We’ve helped to explain how they’re intended to work and the scientific basis supporting the effectiveness of using face coverings to limit the spread of infectious disease.
Since that early beginning, the market has created a whole new industry--you now see commercials on TV with people wearing their face coverings, and this simple device has become the focus of cultural and political controversies.
Many people fairly quickly understood that it’s a tool we need to use, once we recognized the widespread hazard of people spreading disease when they don’t know they’re infected and the lack of a vaccine and limited treatment options. 
As disease rates continued to climb, we contributed to the June 18 CDPH guidance that mandated face coverings statewide for people when they go out in public.
This guidance was again modified on November 18, and the latest wording is incorporated into the Cal/OSHA COVID-19 emergency standard, applying to all workplaces not covered under the ATD standard.


Keeping deployed CDPH staff safe & healthy
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This graphic shows a typical incident command structure for an emergency.
As this pandemic progressed, there were situations where CDPH staff had to go out into the field to provide assistance, and OHB started getting calls for help fit testing staff for respirators, how to locate respirators and other PPE, and for advice on policies to protect our own CDPH staff.
We soon realized the Safety Officer function in the incident command structure was not addressing H&S for deployed CDPH staff.
OHB is not normally responsible for CDPH employee H&S but we were concerned and agreed to help support this area for the emergency response, including participating in an ongoing employee H&S workgroup that developed new policies related to COVID. –click--
Our chemical emergency preparedness staff took on the Safety Officer role & the creation of a new Deployment Safety Unit, as a pilot project with the hope of establishing it as a permanent process for future emergencies.



Emergency Responder Health Monitoring &
Surveillance (ERHMS)

Ensure only qualified, trained, and
properly equipped personnel are
selected for deployment

Ensure all receive sufficient health
and exposure monitoring and
surveillance

National Institute for

m Occupational Safeti and Health
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We designed our Deployment Safety Unit program after the Emergency Responder Health Monitoring and Surveillance, or ERHMS, framework developed by NIOSH based on their experience participating in major emergency response operations. 
ERHMS relies on the principles that:
Only qualified, trained, and properly equipped personnel should be selected for deployment.
And that all deployed staff should receive appropriate health and exposure monitoring and surveillance. 



Deployment Safety Unit responsibilities
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This schematic shows the 3 phases of deployment, as outlined in the ERHMS framework, and the associated activities of the Deployment Safety Unit.
During the pre-deployment phase, shown in blue, the safety unit rosters staff, and staff are screened for fitness to deploy by a self-administered questionnaire.
Deployers attend a virtual field safety briefing, and are given PPE guidance based on their deployment setting—for example, a healthcare facility with COVID-19 patients requires different PPE than a local health department office.
While deployed, staff complete online assessments about their exposures, symptoms, and safety issues, and the safety officer follows up on any identified issues and provides consultations as requested.
Deployed staff are tracked for symptoms 14-days post deployment, and given the opportunity to report on any safety concerns.



Legacy for future emergencies
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We eventually trained 22 staff for serving as safety officer or in the deployment safety unit, who serve on a 2-week rotating shifts.  
We’ve monitored over 400 staff deployments in a variety of settings, followed up on 31 safety inquiries raised by deployers, and we’ve had zero deployers develop COVID-19 illness. 
The feedback from staff has been very positive, as shown here by some of the comments.
What’s even more important is that we’ve set into place a process that enables CDPH to implement it with every future emergency activation.
We also used the COVID response as an opportunity to help CDPH establish a department-wide respiratory protection program with centralized coordination – rather than having each program that needs respirators doing it all on their own.



Grant writing, contracting, hiring, etc.
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When CDC COVID grant funding opportunities became available, our department recognized the need for more occupational health staffing, so we were given a chance to apply. 
This involved writing grant proposals to expand on what we were already doing, putting into place contracts, and hiring 9 new short-term staff.
I really appreciated my staff who did some heavy lifting with all of these administrative tasks.



OHB’s COVID-19 Response Teams
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As OHB’s COVID team expanded, we needed a new structure to say on top of all the activities.
Three of our physicians are in lead roles, rotating as COVID deputies to coordinate and communicate across OHB and field the incoming requests. One of them attends the daily briefing to stay in touch with all the other teams in the Science Branch.
We also established 5 OHB COVID teams and hold regular meetings with our team leads.
I’ve already described some of the activities done by our teams for industrial hygiene & CDPH employee H&S.
The other 3 teams cover the areas of guidance preparation & consultation on outbreaks, epidemiology & data analysis, and health education & outreach.


Meet OHB’s industrial hygienists

Justine Weinberg Jennifer McNary

Kyle Peerless
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I’d like to introduce you to our current IH team:
Justine Weinberg, Jennifer McNary, and Jackie Chan have worked in OHB for many years, and their particular areas of expertise have been well used during the pandemic.
And we are very fortunate to have recruited 2 new IHs to work on COVID – Elon Ullman who recently got his IH degree from the University of Michigan, and Kyle Peerless, who graduated from UC Berkeley.




Training on how to do qualitative fit testing
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Our IHs have continued to focus on PPE issues and industries needing assistance with establishing respirator programs, particularly skilled nursing and long-term care facilities and dental practices.
Here they are shown doing a physically distanced Training-Of-Fit testers session on qualitative fit testing.
We collaborated with the local health department in one of our Central Valley counties, and the participants came from individual long-term care facilities.


Webinars & resources on respirator programs
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Last week OHB IHs did a statewide webinar, in collaboration with the CDPH Healthcare Associated Infections Program and Cal/OSHA, on establishing effective respirator programs in long-term care facilities. There were nearly 400 attendees.
Numerous resources were shared on model programs and how to obtain medical clearance & fit testing.
Although this industry is now being prioritized for vaccination, there is still a great need to improve their understanding about OSHA-compliant respirator use; this would also help to ensure their preparedness during future emergencies.
If any of you are interested in doing some volunteer IH work, you might consider contacting skilled nursing and LTC facilities in your community to see if they need assistance with any aspect of their respirator program.

https://www.cdph.ca.gov/Programs/CCDPHP/DEODC/OHB/CDPH%20Document%20Library/HCResp-CARPPGuide.pdf

Face Shield

Frequently Asked Questions

What are face shields, and how are they used
for protection from covip-19?

Aface shield is a transparent barrier that covers the face and is typically open at
the sides and bottom. A face shield is a form of personal protective equipment
(pPE) primarily used by health care workers to protect their face (eyes, nose,
and mouth) from splashes and sprays of body fluids. Face shields are not
commonly used alone, but are often worn with other protective equipment,
such as respirators or surgical masks, to protect the wearer from covip-1s.
Examples include a nurse caring for a hospitalized covip-19 patient or a health
professional collecting a nasal sample from a person being tested for covip-1s.

In contrast, face coverings (cloth or surgical masks) that fit
snugly over the nose and mouth are used to prevent the
spread of covip-19 to other people in the event that the
wearer of the mask is infected with covip-19 and doesn’t
know it, as well as to provide some protection for the
wearer.

Can a face shield be used alone as a substitute for a face covering
to prevent the spread of covip-19?

No, a face shield alone cannot be substituted for a face
covering under guidance of the California Department
of Public Health (cppH). Studies have found that sars-
cov-2 can spread through small, airborne particles
known as “aerosols” that are emitted when people talk,
cough, or sneeze. These aerosols have been shown to
remain suspended in the air for varying periods of time, g
depending on their size and air flow in the area. We expect, based on what is
known about how aerosols behave, that the aerosols exhaled through the
nose and mouth of someone wearing a face shield can easily travel around ele
the open sides of a face shield. ~ \\-/
o)(JB_PH

PublicHealth

Source: MIT Medical
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The IH team also produced this guidance about face shields 
It highlights the fact that they are NOT an acceptable alternative to face coverings since potentially infectious exhaled aerosols can easily escape around the edges and into the room air where they can be inhaled by others.


STATE OF CALIFDANIA

=7V OSHA

DEPARTMENT gF iNpUSTRIAL RELATIONS
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One day in April, we were asked to designate someone in OHB to work with a group in the Gov’s Office of Bus & Ec Dev (known as GOBiz) to develop industry guidance documents for workplaces that needed to keep operating or would be reopening when it was considered safe enough.
This has been one of my roles, working with colleagues in Cal/OSHA & GoBiz. 
It’s really important during emergencies, to stay coordinated across state agencies and avoid putting out different messages, and this collaboration has been working pretty well during this fast-paced pandemic.



®
Industry guidance

See guidance in other languages

Y Agriculture and livestock

7 Amusement parks and theme parks — New

& Auto dealerships

M Ccardrooms and racetracks — updated September 10

< Childcare

https://covid19.ca.gov/industry-quidance/
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To date we’ve produced over 40 industry-specific guidance documents advising on how to use face coverings, physical distancing, ventilation, cleaning & disinfection, etc. to keep workers and customers as safe as possible.
They cover all kinds of industries, from food processing to retail to hair salons to campgrounds to museums. Each was developed with input from affected industries and labor representatives.
Especially in the beginning, the guidance documents put out on the AIHA’s www.backtoworksafely.org website were valuable to refer to, as were guidance from CDC, NIOSH, federal OSHA, and other states.
As our knowledge evolved, CDC guidance changed, and new mandates including the Cal/OSHA emergency standard went into effect, we’ve been in a continual process to keep these documents updated.


https://covid19.ca.gov/industry-guidance/

B
Helping local health departments address outbreaks

REDUCED GRO 20253000000
REDUCED GRO 20253
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3t DA 011

TO OUR VALUED PATRONS

For your safety and protection,
effective 10 April, all individuals
must wear a face covering when
entering, working or shopping
in any DeCA Commissaries or
facilities.

WE ARE IN THIS
TOGETHER! &

Because of the COVID-19

pandemic, please consider using
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Fairly early on, we began getting questions about outbreaks of illness in different kinds of workplaces.
OHB was designated to be the group that would support LHDs who needed help for outbreaks in workplaces that were not health care or correctional facilities, as we have other teams for those types.
Some of the first outbreaks we assisted with involved a large grocery warehouse, then a small grocery store, then large meatpacking and other food processing facilities.


: CALIFORMNILA o
\‘. I . A LL STATE OF FDRMIA
9(*BPH " AL

OEPART RELATIONS
PublicHealth ENT OF INDUSTRIAL

Responding to COVID-19 in the Workplace
for Employers

September 18, 2020

Released June 16, 2020
e Revised on September 18, 2020 to:

(1) require all employers to notify local health departments when they meet
the reporting threshold of three or more cases of COVID-19 in their
workplace within a two-week period.

(2) align return to work criteria with updated guidance from CDC on release
from isolation, issued on July 17, 2020.

(3) provide employers information on how COVID-1%9 exposure or infection in
the workplace may impact operations.

Responding to COVID-19 in the Workplace

This checklist is intended for use by employers identifying cases of COVID-172 in their
workplace. In non-healthcare or non-residential congregate setting workplaces, CDPH
requires employers to report cases of COVID-19 to the local health department (LHD) in
the jurisdiction in which they are located and the LHD where the infected workers

https://files.covid19.ca.qov/pdf/responding-to-covid19-workplace--en.pdf
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We then created 2 guidance documents – one for LHDs and one for employers – on what to do in the event of an outbreak, which is defined for non-healthcare jobsites as 3 or more COVID cases in the workplace within a 14-day period. 
We hoped these documents would be helpful because the number of outbreaks that could occur among California’s 1.5 million workplaces could quickly outstrap our available resources for consultation.
We’re currently in the process of revising these documents to be consistent with the Cal/OSHA emergency temporary standard and a new law that became effective January 1, AB 685.


https://files.covid19.ca.gov/pdf/responding-to-covid19-workplace--en.pdf

Racetrack outbreak investigation

e OHB staff supporting local health department
e Of ~550 workers, >300 infected, 1 death

e “Backstretch” workers care for horses

e Many live onsite

Photo credit: Ellen Lee Jackson
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Since November we’ve been assisting a LHD on a very interesting workplace outbreak investigation at a racetrack. Cal/OSHA is also involved.
Out of about 550 workers, over 300 have tested positive for COVID-19, we know of 4 who were hospitalized, and there has been 1 death.
Many of the workers care for horses in the part of the facility called the “backstretch” where the horses live in barns.
Some workers live onsite in housing adjacent to the barns; this arrangement complicates the picture because they can be exposed to each other both during and off work time.


Racetrack outbreak investigation

e After initial November cases, testing 1-2x/week of all
negative workers

» PCR and antigen test comparison
» Whole genome sequencing

e Site visit

e Worker phone survey to assess risk factors
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After the initial cases were identified in early November, the racetrack began conducting testing once or twice a week of all workers who remained negative.
We’ve used this as an opportunity to do simultaneous testing with PCR and antigen tests, which allows us to compare the results by each method and learn more about their utility.
Our lab is also doing whole genome sequencing on a portion of tests to evaluate the specific strains involved.
Our staff have conducted a site visit and designed a survey to assess risk factors that’s being administered by phone in English or Spanish to all the workers we can reach.
Stay tuned for the results of this investigation.


Implementing AB 685
effective January 1, 2021

Employers CDPH displays
report LHDs report data by

outbreaks to data to CDPH industry on
LHDs website

Under
construction

Employer Questions About AB 685:
https://www.cdph.ca.gov/Programs/CID/DCDC/Pages/COVID-19/
Employer-Questions-about-AB-685.aspx
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Assembly Bill 685, signed into law this fall, created new mandates and authorities for Cal/OSHA and CDPH. Here I’ll focus on what CDPH is required to do. The law requires non-healthcare employers to report workplace outbreaks to the local health department, along with other required information. 
This is important, because the LHD has the expertise to help the employer understand how to respond appropriately, including how to identify which employees would be considered “close contacts” of the COVID positive person, how to identify local resources for testing, and other details like when it’s ok for exposed or COVID positive people to return to work.
A link is provided here for our employer guidance document on what they need to know about reporting outbreaks & we’ve also been adapting our data systems to be able to capture the new information.
LHDs will then report outbreaks to CDPH for inclusion in the statewide COVID-19 data system.
CDPH’s new responsibility under AB 685 is to post outbreak data by industry on our website. –click—
This data display is now under construction as the January outbreaks begin to accumulate. We plan to start out with posting basic outbreak numbers by industry on our open data portal and then will be working on a more visual graphic display soon after.

https://www.cdph.ca.gov/Programs/CID/DCDC/Pages/COVID-19/Employer-Questions-about-AB-685.aspx

Cal/OSHA emergency COVID-19 standard

N
4
Department of
Industrial Relations

STATE OF CALIFORNIA

NEWS RELEASE

Release Mumber: 2020-98 Movember 20, 2020

Standards Board Unanimously Adopts Emergency Temporary Standards to
Protect Workers from COVID-19

The new Cal/OSHA standards are expected to go into effect by the end of the
month

Sacramento — The Department of Industrial Relations’ (DIR) Occupational Safety and Health Standards Board
unanimously adopted emergency temporary standards to protect workers from hazards related to COVID-19.
The emergency standards will be in effect immediately if approved by the Office of Administrative Law in the
next 10 calendar days.

Effective November 30, 2020 https://www.dir.ca.gov/dosh/coronavirus/ETS.html



Presenter
Presentation Notes
Besides AB 685, the fall of 2020 brought us the drafting and adoption of Cal/OSHA’s new emergency temporary standards for COVID-19 prevention, in response to a petition filed by worker advocates.
Achieving this within the short timeframe dictated by the Standards Board was remarkable, and there is more work to be done by Cal/OSHA to obtain stakeholder input and potentially make adjustments in the coming months.
I’m mentioning this in my presentation because I want to emphasize the collaboration that has been happening between CDPH and Cal/OSHA consistently throughout the pandemic, including during the development of the standard.
CDPH reviewed earlier drafts and there was a concerted effort to ensure consistency between the language of the standard and public health guidance. 
We expect to continue participating in the advisory committee process to provide input and to make our department’s expertise available as needed.

https://www.dir.ca.gov/dosh/coronavirus/ETS.html

Which workers are impacted by COVID-19?
Getting & analyzing the data
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So what do the data tell us about the impact of COVID-19 on workers?
OHB’s epidemiology team has been working hard to address this question.



Disease reporting in California

Healthcare March 2020: COVID-19 added

glgc\)”rgfg?igs to list of reportable diseases

Local Health
Departments

Al CalREDIE

/ California Reportable Disease

Information Exchange
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But first let me tell you a little about how our disease surveillance system works.
In March 2020, COVID-19 was added to CA’s list of diseases that healthcare providers and laboratories are required to report. 
This is how the system works for all reportable diseases, which are mostly infectious diseases:
Providers & labs report identified cases to LHDs who then are required to report them to CDPH where they are captured in the CA Reportable Disease Information Exchange, or CalREDIE. 
There is also a module in CalREDIE by which outbreaks can be reported.
So our OH epidemiology team initially began by reaching out to our infectious disease colleagues to understand the data elements collected in CalREDIE.
Of course we were most interested in what information could help us understand job risks.



NIOSH Science Blog

Collecting Occupation and Industry Data in Public
Health Surveillance Systems for COVID-19

Posted on June 11, 2020 by Sara Luckhaupt, MD; Sherry Burrer, DVM; Marie de Perio, MD; and Marie Haring Sweeney, PhD
This is the first blog in the series “COVID-19 Surveillance among Workers: What we know and what are we doing to learn more”.

What we know

Though the COVID-19 pandemic continues, critical infrastructure industries are operating and other types of businesses are
beginning to reopen. Recent studies have reported outbreaks of COVID-19 in several types of workplaces, including long-term
care facilities, meatpacking plants, correctional facilities, and homeless shelters. The media have also reported outbreaks in
law enforcement agencies, airport screening agencies, construction sites, manufacturing plants, and other workplaces.

Without good surwveillance data on the jobs of all workers with COVID-19, it's hard to tell what groups are at higher risk because
of their jobs.

Ideally, occupation and industry data should be collected
on all workers with COVID-19.

https://blogs.cdc.gov/niosh-science-blog/2020/06/11/covid-surveillance/



Presenter
Presentation Notes
NIOSH and state OH programs have been working for years to highlight the importance of including information about work in all public health surveillance systems. Some progress has been made, but we are definitely not there yet.
In June 2020, NIOSH published this Science Blog article which noted that an import aspect of controlling the spread of COVID-19 is understanding which workers are at higher risk because of their jobs. –click—
The take-home message was that, ideally, occupation and industry data should be collected on all workers with COVID-19.
Our CalREDIE system did not collect these data fields in a systematic way when the pandemic started – although there was a check box that captured whether the patient was a healthcare worker.
But, perhaps more importantly, if data reporters – from physicians to labs to LHDs – don’t reliably and consistently collect and report information about work, then the data system cannot provide accurate data to tell us about the risk of work on disease outcomes.


https://blogs.cdc.gov/niosh-science-blog/2020/06/11/covid-surveillance/

Approach to analyzing COVID-19 deaths of
working-age people by industry and occupation

Assigned standardized
industry and
occupation codes

Summarized COVID-19
fatality counts by

Matched CalREDIE
COVID-19 deaths

amgg%g"*ozlgetgs to using death certificate

free text

industry and
occupation

*EDRS = California Electronic Death Registration System
maintained by CDPH Center for Health Statistics & Informatics


Presenter
Presentation Notes
Our epidemiologists’ first effort was to try to develop information on COVID-19 deaths of working age people, by industry and occupation, with the goal of looking for patterns that could help us describe the risks.
This schematic shows the necessary steps.
We start with COVID-19 deaths in CalREDIE in the 18 to 65 age range, excluding incarcerated, retired, or unemployed people.
We obtain information about the person’s “usual industry and occupation” from the death certificates – which are stored in CA’s Electronic Death Registration System, maintained by CDPH’s Center for Health Statistics.
Then we code the free text descriptions of industry and occupation from the death certificates intto standardized industry and occupation codes using a NIOSH developed software that performs most of the coding electronically.
This process has allowed us to summarize the number of COVID-19 fatalities by industry and occupation. 
We are currently working on methods to accurately calculate illness rates by industry during this year when employment numbers have been so affected by the shutdowns.
I’m sorry, I can’t yet share these data publicly but we are working toward that goal.


Additional data sources under investigation

e Workers’ Compensation Information System

e Doctor’s First Reports of Occupational Injury or
llIness

e Workplace outbreak data — to be enhanced by
reporting requirements under AB 685 & Cal/OSHA
Emergency Temporary Standard
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Our team is also exploring the use of other data sources to describe COVID’s impact on California workers.
The first 2 data sources on this list come from the Department of Industrial Relations, and OHB routinely has access to them for our surveillance projects.
The Workers’ Compensation Information System is the state’s electronic administrative database of all workers’ compensation claims.
And Doctor’s First Reports of Occupational Injury or Illness are reports that all healthcare providers are supposed to file if they see an injury or illness they think is related to workplace exposures.
And finally, we’ve been working with data from the outbreak module in CalREDIE and coding industry and occupation as I described earlier. 
We expect that, as the January 1st employer reporting requirements have gone into effect and LHDs begin to forward us reports that include industry and occupation, this data source will become a more complete and reliable way to track and display information about affected workplaces.
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Our health education staff have been evaluating what kind of information workers out there need to better understand the risks and protect themselves and their families, as much of the available guidance is generally employer-focused.
We initially conducted a needs assessment, interviewing potential partners to work with who have access to high-risk worker groups and want to collaborate with us.



OHB’s COVID-19 website topic page

OCCUPATIONAL HEALTH BRANCH

Stay informed!

CDPH COVID-19 Updates

OHB Home

What We Do »
Publications & Videos
Contact OHB

A-Z Index of Workplace
Health Topics

Newsletter

Workplace Health & Safety’
Resources

Protecting Workers from COVID-19 on the Job

This webpage provides information for workers and employers about the evolving coronavirus pandemic. It
includes links to the websites of major workplace health and safety agencies and organizations where you can

find guidance and other resources for preventing work-related COVID-19.

The Occupational Health Branch is working with our
colleagues in CDPH and our partners in the health and safety
community to provide information and guidance for

protecting workers from COVID-19.

If your organization would like to work with us to help protect
workers from COVID-19, or if you need help, email us at

occhealth@cdph.ca.gov.

What ALL employers should do

To prevent the spread of COVID-19 at your workplace: t
TO TOP

https://www.cdph.ca.gov/ohb
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We created a website topic page on COVID-19, initially to share links to resources we reviewed and felt would be helpful for employers or workers coming to our website.
This is a supplement to the main CDPH COVID-19 website, accessible from the CDPH home page, and the state’s COVID19.gov website. 
As OHB continues to produce new materials we are planning to reorganize the content here to make it easier for users to navigate and find what they need.

https://www.cdph.ca.gov/ohb

Worker communication toolkit

e Working with media/
design/animation firm

e Partnering on
dissemination channels

e “Creative deliverables”
» Social media cards
» Digital banners
» Scrollable scenario
» Educational comic
» Motion graphic video

4390 DE LAS
MUERTES POR
COVID-19 EN
GALIFORNIA
0N DE
LATINOS

*+Datos actualizados el 12 de octubre de
2020 y sujetos a cambios

TUS ACCIONES
SALVAN VIDAS

O4e
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With CDC COVID grant funding, we’re now working with a media firm on some multilingual worker communications materials.
Partnering with other agencies such as Labor Agency and worker focused organizations is a critical part of the dissemination plan.
Here is a list of the “creative deliverables” under development, primarily designed for viewing on cell phones.
These materials will supplement tools available through CDPH’s Office of Communications, such as the graphic shown here, as well as products that Labor Agency is creating with new funding from the Legislature.


Collaborating across CDPH and beyond
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One of the “up” sides of being involved in the state’s massive response to COVID-19 has been having the opportunity to work with so many others across our own Dept., in other state agencies especially Cal/OSHA, in LHDs, and other organizations.
It’s been a great way to meet more of our colleagues in public health, even though our interactions mostly can’t be in person. 
These new relationships and connections I am sure will be valuable for collaboration in future work responding to emergencies.


What's the latest? Vaccinating workers
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So as I wind down this presentation, you may be wondering what are the newest things on our plate?
Getting vaccinations out to CA’s essential workforce, and eventually to all workers and the general public, is a major focus right now.
We’ve been contributing to vaccination planning by helping to develop data on the numbers of workers in all the different industries who will get vaccinated according to a tiered structure of priorities.
I hope you’ll all be involved in getting out the message about the benefits of the vaccine – we really need to encourage our workers to agree to be vaccinated.
We also to explain why we will need to continue the public health protection measures – the masks, physical distancing, etc. -- during the coming months, even as some people are being vaccinated.



What's the latest? Reopening schools
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The 2nd big priority is to prepare schools to reopen safely as soon as possible. 
For this effort, Cal/OSHA and OHB have been asked to stand up technical assistance teams to respond to schools’ inquiries about all aspects of health & safety for students and teachers.
Requests from individual districts and schools will be submitted into a new web portal that’s going online shortly.
Check the news for more information about the Governor’s Safe Schools for All plan that is rolling out now.




In conclusion

[artwork removed]
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So in conclusion, I think it’s fair to say that this pandemic has raised the profile of occupational health and highlighted the need for the expertise those of us who work in this field have. 
In our lifetimes we have never seen a pandemic of this scale, or a pathogen that could spread across the world so quickly.
I think we’ve been humbled by this experience and have been shown where we will need to do more to be better prepared for responding to future emergencies. 
Also, I’ve seen a new appreciation for the work done by what we now call “essential workers” as shown here in this artwork published just after the first stay-at-home order went into effect. Many of these workers are in low-paying or precarious jobs that, until now, weren’t highly valued or thought about. Now they are risking their lives so that some of the services and goods we need to carry on are still available to everyone.
I want to thank you for all of your contributions as essential public health workers during this unprecedented experience; and there is still much to be done.
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Finally, I’d like to acknowledge the many staff working on our COVID teams whose work I’ve described today, and also OHB staff who have been redirected to work on parts of the response outside of occupational health, as well as our remaining staff who are keeping our non-COVID programs going during this time.


Stay in touch

e Email occhealth@cdph.ca.gov to subscribe to OHB’s
mOnthly eleCtrOniC September 2020

newsletter Occupational

Health Watch

Protecting Workers from COVID-19 on the
Job

The Occupational Health Branch is working with colleagues in CDPH and our

partners in the occupational health community to provide information and

e OHB website www.cdph.ca.gov/OHB

e Barbara Materna, PhD, CIH, Chief, Occupational

Health Branch; barbara.materna@cdph.ca.gov;
510-620-5730
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Please stay in touch by emailing us to receive OHB’s monthly electronic newsletter, and visit our website to hear about these projects as they get completed.
Thank you, and I look forward to hearing your questions or comments.

mailto:occhealth@cdph.ca.gov
http://www.cdph.ca.gov/OHB
mailto:barbara.materna@cdph.ca.gov
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