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Some people might think of measles as a disease of the past. That’s because 
measles was said to be “eliminated” in the U.S. as of 2000. Unfortunately, the 
disease hasn’t disappeared around the globe, and in today’s highly mobile 
world, outbreaks are more likely to spread. 

If an outbreak happens in a crowded environment where people disperse 
widely, it poses a problem. 

Measles and vaccinations have made the headlines often since an outbreak of 
measles was associated with travel at Disneyland, in California, in December 
2014. And while a widespread measles outbreak isn’t likely to be imminent, it 
doesn’t mean it isn’t possible. Education and improved vaccination rates are 
critical.  

Why are we so concerned about measles? 
“Measles is highly contagious — one of the most contagious diseases around,” 
said Dr. Kathryn Edwards, director of the Vanderbilt Vaccine Research Program 
at Vanderbilt University School of Medicine. A person could contract measles 
within two hours of exposure, Edwards said.

Measles also is extremely dangerous. It is associated with a high fever, 
pneumonia and encephalitis, swelling of the brain. “Of those who contract it, 
roughly one in a thousand develop encephalitis. And of those one thousand, 
15 percent die and 25 percent are left with neurologic damage,” said Dr. Frank 
Polyak, the medical director for infection prevention at Meriter Hospital in 
Madison, Wisconsin.

Why is measles in the news? 
Although there was a fairly high number of cases in 2014 — more than 600 
reported cases in the U.S, many of which could be traced to a large outbreak in 
the Philippines — it’s top of mind this year because of the Disneyland outbreak. 
As of late February, 133 cases in seven states had a link to Disneyland, although 
the CDC points out at least six U.S. states have reported measles cases, of the 
same virus type, that don’t have a link to Disneyland.1 

Why are we seeing so many cases? 
The short answer: declines in immunization rates, particularly in some 
areas of the country. The countrywide average is roughly 92 percent2 — a 
percentage too low to offer herd immunity — but there are pockets with 
even lower vaccination rates.

Know your measles 
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Resources: 
n For more information about measles, please visit the  

CDC website at: www.cdc.gov/measles/index.html or  
www.cdc.gov/measles/parent-infographic.html.

n Vaccination recommendations can be found at:  
www.cdc.gov/measles/vaccination.html.

Often, it’s a question of access and education and a matter 
of people choosing not to vaccinate their children — many 
cling to the now-discredited link between autism and 
vaccination.3 A recent study by USA Today found that nearly 
14 percent of schools analyzed had measles vaccination rates 
below 90 percent.4 

“Most people haven’t personally experienced a case of 
measles, so it’s easy to feel that it’s gone and OK to skip the 
vaccination,” Polyak said. “That’s far from the case. Plus, the 
average physician hasn’t seen this disease, and it’s easy to 
misdiagnose.”

Each state has its own requirements regarding exemptions 
for school-age children. All states grant exemptions for 
medical reasons, most grant religious exemptions and  
20 states allow philosophical exemptions.5 

How can people protect themselves? 
Anyone born before 1957 is considered to be immune 
through disease — most people alive at that time had 
measles disease. For those born in 1957 and after, the CDC 
recommends one dose for non-high-risk adults and two 
doses for children and high-risk adults (health care workers, 
international travelers and post-secondary students). 

One dose offers immunity to more than 95 percent of the 
people who receive it, according to the CDC. The second 
dose brings the protection level close to 100 percent. There 
have been people who have received two doses who have 
contracted measles, however, according to the CDC. 

The first dose is usually given to children who are  
12-15 months of age. Prior to that age, they have their 
mother’s immunity if she was vaccinated or had the disease 
as a child. The second dose typically is given at 4 or 5 years 
of age. 

“This virus hasn’t changed over time,” Polyak said. “Even 
decades after the vaccination, you’ll still maintain your 
immunity.”

What is herd immunity? 
This is when unimmunized people are protected because 
most of the population has been vaccinated and a disease 
can’t spread. In the case of measles, studies suggest that at 
least 95 percent of the population needs to be vaccinated 
to achieve this immunity.6 It’s critical to achieve this level 
because there are people who can’t receive the vaccine — 
including children too young to be immunized, the immuno-
compromised and pregnant women. 

How do we know it’s measles? 
In its early stages, measles could be any number of things. It 
typically presents with high fever and cold symptoms, like a 
runny nose, coughing and red eyes. There is an accompanying 
rash that starts on the head and moves down the body, but it 
doesn’t typically show up until the four-day mark. 

What should you do if there’s a case of 
measles at your school? 
Call the local health department. “We treat one case like an 
outbreak,” said Emily Banerjee, MPH, an epidemiologist with 
the Minnesota Department of Health. 

Though each state may handle this situation differently, 
here’s what Minnesota does. First, the health department 
verifies the measles with a lab test. Once it establishes that, 
it works with the patient (or the patient’s parent, depending 
on the age of the patient) to conduct a 21-day history of the 
patient’s symptoms and where he or she has been during 
those 21 days.

High-risk contacts — household/close contacts, babies 
younger than 12 months, pregnant women and the immuno-
compromised — are alerted. 

“The day the rash appeared is ‘Day 0’ — the person was 
contagious four days before and four days after,” Banerjee 
said. “We determine exposure sites and ask permission 
to alert those places. Measles is so infectious it can move 
through vent systems. If possible, anyone who was in the 
same building should be notified.”

If a school was one of the exposure sites, the Minnesota 
health department works with the school to assess the 
immunization status of all staff members and students to 
identify those who haven’t been vaccinated. “If it’s within 
72 hours of the exposure, they can get the MMR vaccine; 
within six days, they can receive immunoglobulin, which is a 
blood product with antibodies that can mitigate symptoms,” 
Banerjee said. “Minnesota would then monitor these people 
for signs of disease.”

A special facility cleaning protocol isn’t usually needed. 
Banerjee said the two-hour period of infection is usually past 
by the time the school is aware of the case.

What should schools be doing now? 
Measles usually begins with a fever, and most schools 
already have a policy that those with a fever — staff or 
students — should stay home. Enforce it. “You’re infectious 
before the rash develops, and you don’t even know you have 
the measles,” Polyak said.  

It’s a good idea to revisit your school’s disaster plan with 
measles in mind. Your local health department is an excellent 
resource. “We are here to help you,” Banerjee said. 
“One thing that’s helpful is to be able to quickly pull the 
immunization records — time will be of the essence, and if 
you’ve already gathered that information, you’ll be one step 
further in addressing the problem.”
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Keep your eye on safety
Dust, debris, chemicals, falling objects and fumes — your staff faces a wide range 
of potential eye and head hazards as they clean, repair and maintain your school. 
It’s imperative to take the appropriate steps to ensure they understand the risks and 
the importance of proper protection and have access to the right protective gear.

Stay up to date on regulations. Make sure your school’s policies and protective 
gear meet OSHA safety standards.

Educate your employees. “Staff can become comfortable with their tasks, never 
have an incident and begin to think they don’t need protection,” said Wayne 
Johnson, director of maintenance and facilities for Muskogee Public Schools in 
Muskogee, Oklahoma. “Alert them to the hazards and hold them accountable for 
wearing their protective gear.”

Muskogee schools use videos and awareness training. “Many injuries happen 
because someone was in a hurry,” Johnson said. “Our key message is: ‘We want 
you to go home at the end of the day at 100 percent. Your health is priceless. 
Take the necessary time to protect it.’”

High-hazard tasks include mixing/using chemicals, yard work, welding and 
grinding. One area people often don’t associate with injuries: ceiling tile 
replacement. “People see a missing tile, grab a ladder and replace it,” Johnson 
said. “They don’t realize there’s a high level of debris and a high eye-injury risk.”

Limit who conducts respirator tasks. Tasks that need a respirator (as per OSHA 
requirements) should not be taken lightly. “You can’t just go to the store and buy 
something off the shelf — a lot of variables come into play, and respirator use 
requires oversight and training,” Johnson warned. “At our school, there are only 
two staff members, who have gone through in-depth respirator training, who 
perform these tasks.”

Enlist staff assistance to find the best protection. “Safety equipment only works 
if your employees use it,” Johnson said. “To them, clarity and fit are the key issues.”

Johnson brings in a selection of options that meet American National Standard 
Practice for Occupational and Educational Eye and Face Protection standards 
for staff members to try. They include safety glasses with built-in “readers” to 
accommodate employees with vision issues and tinted protection for outdoor 
work. Work with staff members to clean, protect and regularly inspect equipment 
for damage.

Demand compliance. Johnson has strict policies in place regarding eye protection 
and the consequences for not wearing it. “We have a counseling report, which 
goes into their personnel file,” Johnson said. “If there’s a violation, we talk it 
through and tell them corrective action. We’ve never had to go past this step.”

Sweep hazards out of kitchens 
Spring is a good time to conduct a thorough self-
inspection of your commercial kitchen operations 
to ensure equipment and appliances are properly 
installed and in good working condition. Finding 
and correcting potential hazards will help enhance 
the safety and security of your staff, students and 
guests.

You should inspect all commercial cooking and 
kitchen equipment at least once a month. Your 
checklist should include the following actions:

•	 Remove	grease	buildup	on	appliances,	walls	and	
floors to reduce the chance of fire and the risk for 
slips and falls.

•	 Ensure	cooking	equipment	is	installed	on	a	
noncombustible floor surface with adequate 
clearances and away from combustible materials.

•	 Equip	exhaust	hoods	with	removable	filters	
if frequent cooking takes place and install 
explosion-proof lights above the cooking 
equipment. Hoods, filters and exhaust ducts 
should be cleaned regularly to remove excess 
grease residue, a common cause of fires.

•	 Maintain	fully	charged	automatic	extinguishing	
systems within exhaust hoods and have them 
inspected twice a year by a qualified servicing 
contractor.

•	 Ensure	electrical	outlets	near	sinks	are	equipped	
with ground-fault circuit interrupter-type — GFCI-
type — receptacles to help reduce the potential 
for an electrical shock.

•	 Ensure	flexible	gas	and	electrical	connections	are	
properly hooked up to equipment and protected 
from damage.

•	 Provide	appropriate	fire	extinguishers	for	cooking	
environments and make them readily available. 
Train staff on proper use of the extinguishers.

Edward A. Steele 
Risk Control Manager

Managing Your Risks
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“Party school.” For years, St. Cloud State University in 
St. Cloud, Minnesota, battled a reputation as a “party 
school,” a place where students would rather imbibe 
than study. In 2005, it decided to change that.

“There are effective, evidence-based strategies for 
changing your culture,” said Jennifer Sell Matzke, 
assistant dean of students at St. Cloud. Here’s what 
worked for St. Cloud:

Focus on data. “We had perceptions, but we needed 
to know the reality,” Sell Matzke said. 

The university gathered data internally and from the 
local police, emergency rooms and detox centers. 
The numbers showed that what the larger community 
perceived as a university problem was much more 
widespread. The school, however, had a definite 
problem with excessive drinking — 45 percent of 
alcohol-related citations were linked to university 
students. More than half (58 percent) of students 
admitted to binge drinking — drinking that brings 
blood alcohol concentration (BAC) levels to 0.08 
percent or higher.1

Community partnerships. “We wanted the city to 
know we were serious about addressing this,” Sell 
Matzke said. 

Instead of focusing on on-campus incidents only, the 
university now holds students accountable for off-
campus violations too. The school also worked with 
the city’s attorney to change the penalty for underage 
drinkers. “In the past, (students) paid a fine, and 
recidivism rates were high,” Sell Matzke said. “Now, 
they either participate in our diversion program or go 
to court.”

The university also worked with the city to change 
ordinances related to hosting parties, keg registration, 
provisional licensing and 18+ activities — events at 
venues that serve alcohol. 

Prevention and intervention programming. The 
university developed an intervention program, called 
U-Choose, to combat high drinking rates. These 
90-minute workshops are rooted in the BASICS, 
Brief Alcohol Screening and Intervention for College 
Students, model and help students assess their risk of 
substance abuse and identify changes to decrease it. 
“Students who go through this program cut their peak 

drinking in half,” Sell Matzke said. “We also share this 
program with the city.”

Alcohol-free events. “Keep your libraries and student 
centers open late,” Sell Matzke said. “We sponsor 
alcohol-free programs, especially on Thursdays — a 
problem night — and sober alternatives on high-risk 
holidays like St. Patrick’s Day.”

Recovery housing. The university has provided 
residential recovery housing for three years. Students 
in recovery live together and have a graduate student 
mentor, who also is in recovery. Traditionally, the school 
sponsors STARS, Students Taking Action in Recovery 
and Service, which provides recovery services for those 
living off campus. 

Although few colleges could claim a substance-free 
campus, St. Cloud has seen improvements, according 
to the university. It reports that binge drinking numbers 
are down 30 percent, and the school continues to 
work with the local community to uncover and address 
substance-related issues. “We call (the partnership) 
‘Having 1,000 cups of coffee,’” Sell Matzke said. “You’re 
continually trying to identify who is mutually affected, 
build relationships and work collaboratively.”

A fight against 
substance abuse
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It takes extensive training and a commitment to 
relationship building to properly and safely lift and 
transfer a special needs student from one device to 
another.

Debbie Culler, a physical therapist who evaluates and 
trains staff members at schools in Fayette County, 
Kentucky, recommends the following to avoid injury to 
students and staff members while lifting students.

Train in person. “For a refresher course, an online 
lifting class might be sufficient, but face-to-face training 
is better,” Culler said. “It’s hard to learn the principles 
on your own, and an expert should assess your lifting.”

Have staff members experience the lift they’ll deliver. 
“Go through it yourself, so you can empathize with a 
student who’s worried or scared,” Culler said.

Remind staff members of lifting basics: take your time; 
bring in your elbows; carry weight close to your body; 
bend your knees, not your back; keep a straight back; 
and don’t twist — turn your entire body instead. 

“You also need space,” Culler said. “Some equipment 
needs a large base for stability, and even without 
equipment, you need room to move.”

Do regular physical therapy assessments. Each 
student’s lifting needs are unique, and it’s important for 
a skilled physical therapist to assess the student and 
develop a lifting protocol. The physical therapist should 
go through this process at the beginning of the school 
year, when a new student enters a school or if a student 
has extensive health/size changes, Culler said. 

“Your therapist should evaluate the student’s medical 
condition and the best way to lift them safely — 
performing the lift to determine this — and then teach 
this technique to any staff who lifts them,” Culler said. 
“Be aware of oxygen tanks, feeding tubes and other 
equipment.”

Culler creates a written protocol for each student  
and suggests documenting the process in pictures or  
video — smartphones are a great tool — for reference. 

Determine when to use two-person and/or 
equipment lifts. The student’s weight, height and 
medical condition will drive the number of people 
managing the lift and equipment use.

“We recommend two-person lifts more than 90 percent 
of the time — at minimum, you should have a second 
person as a spotter,” Culler said. “The rule of thumb 
is to use two people if the student’s body weight is 
greater than 25 percent of the person who’s lifting 
them, or the person being lifted is significantly taller 
than the lifter.”

Students who have to remain completely vertical or 
horizontal, are in a significant amount of pain, have 
brittle bones or no muscle tone are typically lifted with 
a device.

Train staff on equipment use and maintain it 
properly. The physical therapist should be familiar with 
all devices available to the school, recommend new 
ones based on students’ needs and train staff members 
to use them. Have the manufacturer’s representative 
do a complete maintenance check of the equipment at 
least annually or any time there is a problem with the 
unit. Culler recommends having two batteries for each 
device: start the day with a fully charged battery as you 
charge the other one and switch it at the end of the day. 

Build relationships. “When you’re lifting, explain 
the process to the student, ask if anything hurts or is 
uncomfortable,” Culler said. “If they’re nonverbal, look 
at body language — a smile or a grimace tells you 
so much. Make an effort to be calm and confident: a 
student’s panic attack can be dangerous. Ask them 
to help you if they’re able. Never assume someone 
can’t understand you, regardless of their abilities. Treat 
students like the precious cargo they are.”

Give special needs 
students a lift — 
the right way
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When an employee is injured at work, it 

often is hard to know what to do. Should 

you take the employee to the hospital for 

care? Or will an ice pack and rest be a 

better treatment? You can 

take away the guesswork 

with the Church Mutual 

Nurse Hotline, powered by 

Medcor®. Risk Reporter 

spoke with Patrick 

Clohessy, broker claim service coordinator 

at Church Mutual, to learn more about 

the Nurse Hotline program, a value-

added service Church Mutual provides 

to our workers’ compensation insurance 

policyholders. For more information, visit 

www.churchmutual.com/nursehotline,  

send an email to  

nursehotline@churchmutual.com or  

call (715) 539-5212.
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Risk Reporter: How does the Church Mutual Nurse Hotline work? 
Patrick Clohessy: If an employee experiences a non-life-threatening injury on 
the job, the injured employee and ideally a supervisor or manager call the 
hotline at (844) 322-4662. After just a minute or two, the supervisor drops off, 
and the call continues between the nurse and the employee. They discuss 
the event, symptoms and pain level — all while the nurse uses sophisticated 
software to help reach the best possible recommendation for care. Next, they 
determine the level of care, if needed. We have found that the employee and 
nurse agree on the type of treatment 98 percent of the time. On average, the 
entire call takes just 15 minutes. 

Risk Reporter: If someone gets injured, shouldn’t he or she be taken to the 
doctor? 
Clohessy: That often is the instinctual response, but it’s not always the right one. 
Most employers have the best of intentions when confronted with an injury — 
they want to show they care, and they want to do the right thing. But for many 
of us, it’s hard to know what the right thing is. There is a tendency to err on the 
side of caution, which can lead to unnecessary and costly care.

Risk Reporter: How can the Nurse Hotline benefit an employee?
Clohessy: An employee gets his or her concerns addressed quickly and expertly 
during a moment of need. The nurse covers a lot of ground in the brief call and 
ensures the employee knows he or 
she can call back at any time. The 
feedback has shown consistently 
that an employee views this 
service as a benefit and likes the 
dialogue that almost always leads 
to consensus on next steps.

Risk Reporter: How can 
organizations enroll in the program, 
and how much does it cost?
Clohessy: There is no additional 
cost to Church Mutual 
policyholders or enrollment 
process for the service. There also 
is no limit of the maximum number 
of injuries an employer can have 
or a maximum number of times a 
specific injured employee can call 
for help.


