
Congratulations! Employee
health gets its very own
Joint Commission standard
JCAHO focus is key as some see a weaker OSHA

The Joint Commission on Accreditation of
Healthcare Organizations in Oakbrook
Terrace, IL, has placed a sharper focus on

employee health by reorganizing existing require-
ments into a separate standard for 2001.

The new standard, which states simply, “The hos-
pital plans for worker safety,” isn’t the full-blown
set of standards many employee health profession-
als would like to see. Nonetheless, the change gives
employee health greater visibility in the Joint
Commission hospital accreditation manual. The
change is especially welcome at a time when some
worry that the Occupational Safety and Health
Administration’s (OSHA) enforcement mandate has
been weakened under the Bush administration.

“[OSHA]’s just in limbo,” says Kae Livsey, RN,
MPH, public policy and advocacy manager for the
American Association of Occupational Health
Nurses in Atlanta, who notes that as of mid-April,
OSHA still had no permanent administrator. “[The
agency’s] just hanging out there in the breeze with
no direction and an inability to do anything. It’s a
pretty frustrating time.”

Each OSHA regulation becomes a battleground.
Fresh from victory in killing the ergonomics stan-
dard, lawyers for the National Association of
Manufacturers filed suit against the agency’s
record-keeping standard. They assert the stan-
dard would unfairly inflate injury reports by
including nonwork-related injuries that may be
aggravated by work activities.
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Meanwhile, worker advocates vowed to renew
their push for an ergonomics standard. The Bureau
of Labor Statistics reported a total of more than
582,000 work-related musculoskeletal disorders
(MSDs) for 1999, which represented one in three 
of all workplace injuries requiring time away from
work. (See related article, p. 64.)

“One thing we’re good at is being tenacious,”
says Bill Borwegen, MPH, occupational health
and safety director of the Service Employees
International Union (SEIU) in Washington, DC.
“We’ve only been working on this [ergonomics
standard] for 10 years. I feel we’re just getting
started.”

Hospitals may no longer need to worry about
OSHA’s ergonomics standard, but they could face
questions, nonetheless, from Joint Commission
surveyors.

As part of a long-standing partnership with
OSHA, Joint Commission surveyors receive
training on that agency’s requirements, notes
John Fishbeck, associate director of the depart-
ment of standards for the Joint Commission.

Even without an ergonomics standard, a sur-
veyor might ask to look at injury data, notice a
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Clarification: Special training
not required on revised standard

Since the revised bloodborne pathogens stan-
dard involves mostly administrative changes,

staff training is required on the introduction of new
devices only, according to officials at the U.S.
Occupational Safety and Health Administration
(OSHA).

The May issue of Hospital Employee Health
erroneously stated that hospitals must provide
training to all employees on the provisions of the
new standard. In the 90 days after the effective
date of the standard (April 18), OSHA will lead an
education and outreach program. Employers must
simply make the new standard accessible. It could
be included with the hospital’s exposure control
plan, an OSHA compliance official stated.

OSHA will provide information about the revised
standard on its web site (www.osha.gov), including
examples of how frontline health care workers can
be involved in the selection process and a sample
sharps injury log. OSHA also expects to produce a
video, workshops, and other materials in conjunc-
tion with federal and private agency partners.

An updated compliance directive will be released
shortly, the OSHA official said.  ■



large number of patient handling injuries, and ask
what measures the hospital has taken, he says.

In the 2001 accreditation manual, a new
Environment of Care standard (EC.1.1.1) states
that “the hospital plans for worker safety.” The
standard is very brief; other employee-health-
related issues are still imbedded in other sections,
such an infection control.

The introduction to the Environment of Care
section in the Joint Commission manual mentions
visitor and staff safety as well as patient safety,
says Fishbeck. (See box, below right.)

“The requirements we highlighted for 2001
really were existing requirements, buried within
existing standards,” he says. “We identified the
ones relating to workers’ safety and put them in a
separate standard to give them more visibility.”

The new language is an important addition, says
Geoff Kelafant, MD, MSPH, FACOEM, medical
director of the occupational health department at
the Sarah Bush Lincoln Health System in Mattoon,
IL. Kelafant was a consultant to the Joint Commis-
sion Committee on Healthcare Safety and sup-
ported the creation of separate employee health
standards. “There is now explicit verbiage that says
you must do this,” he says. “It doesn’t say just TB
or bloodborne pathogens; it says worker safety.”

Kelafant, who is chairman of the Medical Center
Occupational Health Section of the American
College of Occupational and Environmental
Medicine in Arlington Heights, IL, and coordi-
nates an e-mail list on medical center occupational
health, notes that occupational health physicians
and nurses are reporting more requests for infor-
mation from Joint Commission surveyors.

This year, as environment of care provisions
are added to the new patient safety standards,
again there will be an eye toward overall safety,
says Fishbeck. “It’s important that this [focus on
patient safety] be integrated in how you maintain
safety for visitors and staff as well,” he says.

Meanwhile, several OSHA initiatives were
caught in the transition between the Clinton 
and Bush administrations. OSHA’s bloodborne
pathogen standard became effective April 18, as
expected. But the record-keeping rule remained
under review, along with other regulations that
had been issued in the last days of the Clinton
presidency. As a part of that review, OSHA pulled
back the paperwork reduction information sent
to the Office of Management and Budget as a part
of routine rulemaking.

OSHA’s record-keeping standard, which would
take effect in 2002, involves new streamlined forms

and incorporates the reporting of needlesticks. It
includes a privacy provision and clarifies what
injuries are work-related and the definition of first
aid. The standard redefines how employers should
count lost workdays.

The record-keeping rule also was designed to
facilitate the ergonomics standard with new
reporting requirements for MSDs, notes Baruch
Fellner, a Washington, DC, lawyer who repre-
sents the National Association of Manufacturers
and the National Coalition on Ergonomics.

“One of the things we have found is a continu-
ous decline of MSDs over the last 10 years,” he
says. “The effect of this new record-keeping stan-
dard would be to reverse that so proponents of
the ergonomics standard could say, ‘See what an
epidemic we have.’”

OSHA’s proposed tuberculosis standard seems
indefinitely stalled, and some observers wonder
if OSHA will shy away from further rulemaking.
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Joint Commission
Environment of Care Excerpt

The goal of this function is to provide a safe, func-
tional, supportive, and effective environment for
patients, staff members, and other individuals in
the hospital. This is crucial to providing quality
patient care and achieving good outcomes. . . .

Standard EC.1.1.1
The hospital plans for worker safety. 

Intent of EC.1.1.1
The hospital identifies activities to reduce the risk
of worker injuries. Worker safety planning includes
identifying processes for reporting and investigat-
ing all incidents of occupational illness, and per-
sonnel injury. 

In addition, worker safety planning establishes an
orientation and education program that addresses:
• general safety processes;
• area-specific safety;
• specific job-related hazards;
• provision of safety-related information through

new employee orientation and continuing 
education.

Examples of Evidence of Performance for
EC.1.1.1
• Staff interviews
• Incident reports of work-related injuries/illnesses
• Orientation and staff education plans



“For those of us concerned about the health
and safety of workers, it’s really frustrating to
just see [rules] sitting on hold,” says Livsey.

The president’s proposed budget cuts funds
for developing safety and health standards by
$1.2 million to $13.9 million for FY 2002. Training
grants also would decline by $3 million, while the
enforcement budget would rise by $3 million.

In a release explaining the proposed budget,
OSHA said it will “continue to base all standards
on clear and sensible priorities and review exist-
ing rules to revise or eliminate obsolete and con-
fusing standards or provisions of standards.”

Overall, the agency’s budget of $425.8 million
represents a slight increase of $400,000, and a
reduction of 94 full-time equivalent employees.

OSHA officials insist the agency’s commitment
to worker safety is as strong as ever. “The safety
and health of America’s workers is vital to our
nation’s overall well-being and is my first priority,”
Labor Secretary Elaine Chao said in a statement.

Ergonomics, a major battleground for both
unions and industry, promises to be a test of that
commitment. After Congress rescinded the
ergonomics standard, both Bush and Chao
expressed support for a new effort to reduce MSDs.

“This is a serious problem,” said Chao. “We are
addressing it head-on, and we intend to find a
solution that works.”

Sen. John Breaux (R-LA) introduced a bill call-
ing for OSHA to develop a new ergonomics stan-
dard within two years, but directing the agency to
exclude injuries that are pre-existing but aggra-
vated by work or that occur outside work. It
would also prohibit the agency from requiring an
expansion of existing state workers’ compensation
protection — a particularly contentious part of the
rescinded standard. Meanwhile, Sen. Arlen
Spector (R-PA) scheduled hearings in April on the
need for ergonomics standards.

The SEIU began shifting to a new strategy that
will target state and local legislation, a tactic it
has used effectively with other issues. A state-by-
state effort gained the passage of 17 state laws on
safer needle devices and ultimately led to federal
legislation.

“The bottom line is we were outgunned 10 to 1
by corporate money on the last go-round [with
ergonomics],” says Borwegen. “We didn’t mobilize
like industry mobilized. We’re going to keep trying.
The government cannot continue to ignore a hazard
that leads to one-third of all workplace injuries.”  ■
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Injuries put RNs in top 
10 of riskiest jobs
MSDs account for one of three injuries, BLS says

Hospitals have some of the nation’s riskiest
occupations, according to the latest injury

data from the Bureau of Labor Stastics (BLS). More
than 44,000 nurses’ aides, orderlies, and attendants
suffered from work-related musculoskeletal disor-
ders (MSDs) in 1999, the highest number of any
occupation. 

RNs had some 13,000 MSDs. Together, with
those other health care workers, they accounted
for one-tenth of the nation’s MSDs that led to lost
workdays. The rates for registered nurses rose

slightly, while they declined for industry as a
whole.

“Many [health care] systems have a long way
to go in terms of preventing injuries,” says Geoff
Kelafant, MD, MSPH, FACOEM, medical direc-
tor of the occupational health department at the
Sarah Bush Lincoln Health Center in Mattoon,
IL.

The BLS data showed (see chart, below):
• Strains, sprains, and tears accounted for

about 40% of all injuries resulting in time away
from work.

• Carpal tunnel cases with lost work time rose
by 6% after six years of steady decline.

• Among major disabling injuries and ill-
nesses, median days away from work were high-
est for carpal tunnel syndrome (27 days) and
fractures (20 days).  ■

Number of Occupational Injuries and Illnesses (in thousands) 
Involving Time Away from Work for Selected Occupations, 1993-1999

Occupation 1993 1994 1995 1996 1997 1998 1999 

Nursing aides, orderlies 103.9 101.8 100.6 93.6 91.3 84.1 75.7

Registered nurses 31.4 29.6 27.8 28.9 27.3 25 25.7

Source: Bureau of Labor Statistics, Washington, DC.



More controversy arises
over NHANES latex results
Flaws mar phase two; phase one shows no clear link

Asurvey that federal researchers hoped would
shed light on latex allergy among health care

workers has instead led to disclaimers and more
controversy.

The Centers for Disease Control and Prevention
in Atlanta tested blood serum collected in the
National Health and Nutrition Examination
Survey (NHANES III) for the presence of latex
specific IgE antibody. CDC researchers had hoped
to compare the prevalence of latex sensitivity in
health care workers and the general population.

But before it could analyze its first phase of data
collection, the CDC learned of serious quality
problems with the second phase, which had been
coordinated by the Food and Drug Administration
(FDA). The CDC now says it will not publish an
analysis using either phase one or phase two data,
but will wait for new NHANES data that will
become available in 2002.

However, using the phase one dataset that is in
the public domain, outside researchers published 
a report in the March 15, 2001, issue of American
Journal of Epidemiology asserting that the survey
showed no significant difference in latex sensitivity
among current health care workers using gloves
with those in other occupations. Both groups had
prevalence rates of about 18% to 20%.1

The researchers found a weak association
between latex sensitization and those who
reported their longest-held job was in health care,
and strong association between childhood atopy,
or allergy, and sensitivity. Certain information,
such as the type of glove used (i.e., powdered or
powder-free) was not available. 

Allegiance Healthcare Corp. of McGaw Park,
IL, a leading manufacturer of latex gloves, spon-
sored the analysis, and many of the conclusions
have previously appeared on the Allegiance web
site. That fact made it a lightning rod for criticism
by some researchers who study latex allergy in
health care workers and by advocates for the
latex allergic.

All scientific work has either governmental or
private sponsorship, and the sponsorship does
not affect the objectivity or reliability of the anal-
ysis, responds David Garabrant, MD, professor
of occupational medicine at the University of

Michigan School of Public Health in Ann Arbor,
and lead researcher on the latex study.

The NHANES analysis included 174 current
health care workers who reported on glove use,
37 of them with latex sensitivity. The comparison
group included 5,335 nonhealth care workers.
Only adults ages 17 to 60 were surveyed and
tested.

The findings are important because they offer a
rare opportunity to directly compare health care
worker sensitivity with the prevalence in the gen-
eral population, says Garabrant. “There’s no other
study published that makes any comparison of the
risk of sensitization among health care workers to
the risk of sensitization in other occupations.” 

Garabrant and his colleagues concluded that,
“Health care workers are not at clearly increased
risk of latex sensitization compared to other
workers in the United States.”

Differing rates raise questions

CDC researchers involved in the NHANES
study design were not asked to review the article
and didn’t even know of its existence until it was
published. But the journal’s editors published an
invited commentary that questioned the limita-
tions of the study and the high prevalence found
among both health care workers and those in
other occupations.2

Noting that previous reports indicated the
prevalence of latex sensitivity among nonhealth
care workers ranges from 0 to 12%, the commen-
tary questioned the higher rates found in the
NHANES data. “The way you learn from studies
is by explaining differences. I didn’t say it was
invalid. I’m saying, how do you explain that dif-
ference?” says Daniel Wartenberg, PhD, profes-
sor of environmental and community medicine at
the Robert Wood Johnson Medical School of the
University of Medicine and Dentistry of New
Jersey in Piscataway. Wartenberg co-authored the
commentary with his colleague, Gail Buckler.

“I think they should have given a more thor-
ough discussion of some of the limitations,”
Wartenberg tells Hospital Employee Health. “That
would have been beneficial both in terms of their
methodology and the confidence they could have
with their results regarding the issue of whether
exposure to latex caused the sensitivity.”

Garabrant countered that the NHANES preva-
lence rates are not out of line with some studies of
latex sensitivity among the general population.3

Moreover, researchers were able to control for
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atopy, age, sex, and other demographic factors in
the NHANES data. “That’s why the NHANES
data are far more important than most of those
other subjective comparisons because there’s a
direct comparison between health care workers
and other sectors of the population in which we
can control for differences in age, sex, race, and
atopy,” says Garabrant.

Quality problems plague phase one

Meanwhile, overshadowing the NHANES
analysis are questions about the testing methods
and the loss of phase two data.

NHANES III was designed as a six-year cycle,
spanning 1988 to 1994. CDC personnel tested the
first phase sera using a manual method of the
AlaSTAT assay, a test developed by Diagnostic
Products Corp. of Los Angeles.

The second phase used a newer version of 
the assay, with an automated method. CDC
researchers still expected the results to be com-
parable “since both were from the same manu-
facturer and used allergens in a liquid format,
with the newer assay using a microplate for-
mat,” according to a published CDC statement.

By the fall of 1998, problems became apparent
at the FDA laboratory in Dallas. When phase one
samples were retested with the newer test, only
half showed similar results between the two labo-
ratories. Then quality control issues emerged at
the FDA lab. “There were times when the same
serum sample was tested again and the results
were not the same on duplicate runs,” explains
Lawrence D’Hoostelaere, PhD, senior scientific
coordinator in the Division of Field Science at the
FDA’s Office of Regulatory Affairs. “There was
indication that some of the samples had insuffi-
cient volume remaining to do the test. The com-
puter reported those out as no IgE or no antigen,”
he says. “It wasn’t tracked closely enough to dis-
tinguish those that had insufficient serum from
those that had no antigen or antibody.”

With changes in personnel and the closing of
the laboratory, some paperwork was discarded.
Other documentation was insufficient. Ultimately,
an FDA review concluded that the phase two data
are “not fit for scientific purposes.”

While the validity of the phase one data has
not been called into question, the CDC does issue
a caution: “Because the AlaStat assay has
changed to an automated microplate method
from the older manual tube method that was
used to produce the latex allergy data from the

first phase of NHANES III, analyses of these data
should take this into account when comparing
with results from other, more recent studies.”

CDC also notes that using the test to screen a
general population sample “is known to produce
more variable results than screening in high
prevalence populations.”

For those seeking answers about the risk of
latex allergy among health care workers, the
studies continue. Gordon Sussman, MD, associ-
ate professor of medicine at the University of
Toronto and a researcher of latex allergy, offers
his clinical perspective. While screening tests can
produce false positives, he says, “we know health
care workers have latex allergy because we see
them. You see much more latex allergy in health
care workers than in the general public. That’s
clinical, not just a lab test.”
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Hospitals discover secret
to lower injury rates
Program assumes every accident can be prevented

While hospitals nationwide log more than a
250,000 injuries a year, a small but growing

number are proving that injuries are not inevitable.
With a program of thorough accident review 
and prevention, they are experiencing dramatic
declines in reported injuries.

For example, St. Rose Hospital in Hayward,
CA, is moving toward a “zero accident culture.”
That may sound impossible, but consider this: In
the past year, the hospital reduced its injuries by
35%, including a decline of 38% in back strains
and sprains, the most common injury among hos-
pital workers. In the last two months of 2000, the
hospital had no reported needlestick injuries.

“We’ve taken the initial two steps of educating
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staff and adopting the process [of safety review]
to get there,” says Bryan Daylor, MHROD, vice
president of support services. “The next step will
be adopting that [zero accident concept] as our
culture and philosophy and looking at all acci-
dents as preventable.”

After an injury, Daylor asks the typical question:
How could this have been prevented? The differ-
ence is in the answer he is willing to accept. Too
often, harried supervisors simply fill out the form
by saying, “Counsel employee to be more careful.”
Or they may suggest more safety education.

Yet Daylor and his accident review team act
like sleuths on the trail of the “root cause” of the
accident, interviewing employees and supervi-
sors and visiting work sites to find out how it
could have been prevented.

“It’s changing the mindset about how you look
at injuries and the follow-up,” explains Janet
Abernathy, RN, senior consultant for accident
prevention at Royal & SunAlliance in Walnut
Creek, CA, who helped Daylor establish his pre-
vention program. “I think most people look at
accident investigation as a necessary piece of doc-
umentation. They don’t take it to the next step
and use it to prevent injury.”

Program began with letter from CEO

When St. Rose began its program of accident
review, the CEO sent a letter to all employees
encouraging them to participate. That was a way
of pointing out its importance, says Daylor.

An accident review team investigates every lost-
time injury, needlestick, or injury of an employee
who sustained a separate injury within the past
year. The hospital’s employee health nurse also
makes note of trends — such as more than one
similar accident in the same department.

This method of review relies more on the indi-
vidual circumstances of an injury than annual 
or even monthly trends. After all, behind one
injury may be a dozen or more near misses, notes
Abernathy. “If you’re looking at it from an injury
prevention standpoint, if you know you had seven
patient handling injuries last month, how do you
know where to target your interventions? The raw
data don’t tell you anything.”

The process begins with interviews of the
injured worker and the supervisor. Throughout,
the team must emphasize that the review is not
punitive, but fact-finding, Abernathy notes.

“When it first gets started, people are scared to
death,” she says. “You have to start out by letting
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How to Conduct an 
Accident Investigation

An injury review process allows hospitals to go
far beyond the traditional response to acci-

dents by seeking the root causes and developing
solutions. Here are some steps to take, as outlined
by Janet Abernathy, RN, senior consultant for
accident prevention at Royal & SunAlliance in
Walnut Creek, CA.

1. Convene a meeting of the injury review com-
mittee. The team will likely include representa-
tives from employee health and human
resources as well as the safety officer. The
committee asks the employee and supervisor
to discuss details of the accident and how they
believe it could be prevented.

2. Emphasize the positive. The purpose of acci-
dent review is to prevent future accidents. It is
not blame setting or faultfinding. Make this
clear at the outset and adjourn the meeting if
the tone becomes negative and punitive.

3. Ask the employee about the incident. While
you may ask about the employee’s recovery,
avoid discussion of the workers’ compensation
claim and benefits. Ask for details about what
happened, how the worker believes it could
have been prevented, and what he or she
believes caused or contributed to the accident.

4. Ask the supervisor to add information. The
supervisor may provide more details about the
circumstances surrounding the accident, what
may have led to the accident, and any correc-
tive action that may have been taken immedi-
ately afterward.

5. Brainstorm about primary and contributing
causes. After the supervisor and employee
leave the meeting, the team members begin to
dissect their information. Were there issues
involving equipment, leadership, procedures,
or training? The team may seek additional
information, including a visit to the work site or
discussions with co-workers. For example, if
safety equipment was available but not used,
why wasn’t it?

6. Determine solutions and take action. The team
identifies steps that could be taken to prevent
future occurrences. This includes assigning
responsibility for implementing the corrective
measures and setting target dates for comple-
tion. The team should follow up to make sure
appropriate steps have been taken.  ■



them know this is absolutely not a fault-finding
mission.”

Instead of just accepting a simple statement of
what happened, the review team asks questions
as they seek to discover the primary cause and
contributing causes. (Abernathy uses an analysis
with codes for possible causes, but notes that the
process can be more informal. To obtain more
information on causation trend analysis, see
editor’s note at the end of this article.)

For example, at St. Rose Hospital, a nurse who
“floated” from the intensive care unit to the fourth
floor suffered a shoulder injury when transferring
a patient for surgery. The simple reason: She failed
to use a mechanical lift.

But when Daylor’s team investigated, they
found the unit didn’t have enough lifts readily
available, “floating” staff weren’t always aware

of where the equipment was located, and the
policies on using lifts weren’t enforced strongly
enough.

As part of the solution, the hospital is buying
more lifts. Orientation of floating nurses also will
emphasize the location of safety equipment, he
says.

Prevention can be simple or complex

Solutions to safety problems can be stunningly
simple — or too complex to fix immediately.

At Radiological Associates of Sacramento (CA)
Medical Group, which has almost 700 employees
at 23 sites, an employee was walking down the
hall when someone opened a door and bashed
her. “You would think it was just something that
occurred, that she was in the wrong place at the
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wrong time,” says Judee Zimmerman, senior
human resources analyst.

Instead, the medical group looked for preven-
tive action. “We changed the way the door swung
so the door went the other way, so it couldn’t
have happened,” she says.

However, they found it more difficult to pre-
vent needlesticks after needle biopsies of breast
cysts. The fluid within the needle is sent to a lab,
and nurses have been recapping needles after the
procedure.

“We did some retraining on needle recapping
[while] we’re continuing to search for an alterna-
tive,” she says.

The accident review process alerted safety offi-
cials of the recapping problem, says Zimmerman.
“We had no clue prior to that [review],” she says.
“None of that was documented in the injury
reporting process. We would have just treated
her, counseled her to be more careful, and moved
on.”

The accident review process alerted St. Rose
Hospital to safety devices that actually con-
tributed to a temporary increase in needlesticks.
The hospital implemented new training and
sought alternatives to some devices, Daylor says.

Keep asking the question, ‘Why?’

The most important aspect of accident investi-
gation is incessantly asking the question, “Why?”
says Abernathy.

She recalls one instance of a hospital employee
who slipped on the stairs and suffered a head
injury:

“Why did she slip?” asked Abernathy. Her
shoes were slippery. “Why were her shoes slip-
pery?” she followed up. The employee had just
stepped in a puddle.

After continually asking questions, Abernathy
discovered that a kitchen employee had used the
wrong container to dispose of used oil, and had
carried it, sloshing, across the floor. No one had
bothered to clean the oil.

Sometimes, accident review involves role-
playing — asking the employee to simulate the
conditions of the accident. That led Daylor and
his colleagues to discover that the handles on
the linen carts created awkward body mechan-
ics for someone shorter than average. Since the
handles couldn’t be adjusted, the team decided
to instruct employees to empty the carts before
they were completely filled, thus creating a
lighter load.

“It’s a matter of tolerance and acceptance,”
says Daylor. “If you just want to accept what’s
written on a report and base your [prevention]
decision on that, you’re going to miss something.
When you walk [employees] through it, some-
times you get a different picture.”

The ultimate goal is to review near misses as
well as accidents, so accidents can be prevented
before they happen.

“The only way [safety] stays a priority is being
consistent and persistent in responding,” says
Daylor. “It’s really a matter of valuing your
employees. It may sound cliché, but they are your
most valuable resource.”

(Editor’s note: For more information on causation
trend analysis, contact Janet Abernathy at Janet_
Abernathy@rsausa.com.)  ■

Are you holding staff
accountable for safety?
Positive feedback helps build safety culture

If you asked your employees whose job it is to
create a safe workplace, how would they

answer? Would they point to you? Or would they
recognize their own responsibility?

Creating accountability for safety begins with
job descriptions, performance evaluations, and
training. But it also involves a more pervasive
culture change that emphasizes safety, employee
health experts say.

Safety should be part of core competencies

“There are some folks who think of safety as
something separate from the job,” says Charlene
M. Gliniecki, RN, MS, COHN-S, vice president,
human resources, at El Camino Hospital in
Mountainview, CA. “Safe performance is actu-
ally a part of every activity, every function in a
job performance or activity.”

El Camino Hospital emphasizes that fact 
by including safety in the core competencies
expected of all employees. For example, perfor-
mance objectives include consistently using 
personal protective equipment in appropriate
situations.

But managers also can provide a myriad of
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more subtle incentives or disincentives to act
safely. For example, if an employee is praised for
acting without delay in transferring a patient,
even though she cut corners by failing to use lift
equipment, she gets the message that safety is of
secondary importance, says Dean Veremakis,
CSP, MEd, MA, product manager in the perfor-
mance technology department at Liberty Mutual
Insurance Group in Atlanta.

“People will do what they have been rein-
forced to do,” states Veremakis, who offers con-
sulting in behavior-based safety.

Managers need to understand their role in
ensuring safe practices, agrees Gliniecki.

“We have a duty as an employer when someone
does not follow safe work practice that we coach,
counsel, and support people to do the right thing,
and that could include discipline,” she says. “[The
Occupational Safety and Health Administration]
will look to see if we have that process.

“How is it that your clinical staff give the right
medication and hang the right IV? It’s considered
essential to their function in their job,” she says.
“We would want to look at the same thing in
safety.”

Unfortunately, discussions about safety often
turn into a blame session. The issue shouldn’t be
who is at fault, but how future events can be
avoided.

Observation and feedback

That’s why Veremakis has developed a pro-
gram based on peer observation and positive
feedback. “I might observe 25 people over an
hour period using a very specific piece of equip-
ment,” he says. “I’ve observed it 100 times, and
80 times they used it the way they were supposed
to. Twenty times they didn’t use it properly.

“They’re 80% safe. Do we want to get it up to a
high of 90% safe? We’ve got to reinforce every
time they do it right, rather than chewing them
out when they do it wrong,” he says.

Such behavioral methods only work once the
employer has provided other necessary compo-
nents of a safety program: good training, protocols,
necessary equipment, and accident investigation.
(See related article, p. 66.)

“If we’re assured it isn’t something that can be
fixed from a physical aspect, we look at how we
can get people to do what they [the employers]
want them to do,” he says. “I do an analysis of
the things that trigger or influence the behavior. I
look at the consequences of the behavior.”

Veremakis selects “very specific, critical”
behaviors and develops a checklist that can be
used by co-workers to continually monitor safety.

“The observation sheet is strictly for that,” he
says. “It’s designed as a nonpunitive, peer-to-
peer helpful tool.”

Employees should be involved in the design of
the checklists, just as they are the ones who carry
out the observations. They don’t put co-workers
names on the sheets; they’re observing the unit
and looking for overall information on how often
safe procedures and safety equipment is used.

“You have to get it to the point where observa-
tions become a way of life,” he says. “At any day,
any time — they have to be done on a random,
regular basis.”

Injury and accident information is not an
appropriate way to evaluate the performance of
individuals or even of departments, cautions
Veremakis. “[You may think because one] depart-
ment has had no accidents, therefore the depart-
ment is safe. That’s not necessarily true,” he says.
“They may have beaten the odds.”

Leadership commitment is essential

While every employee should be responsible
for safety, accountability ultimately lies with the
leadership of the top administrators, stresses
Gabor Lantos, MD, PEng, MBA, president of
Occupational Health Management Services in
Toronto.

On the organizational hierarchy, employee
health should report to a high-level administrator
— a vice president or higher, says Lantos. Health
and safety issues should be communicated to
senior management, he says. For example, when
senior managers look at quality indicators for the
hospital, safety data such as needlesticks and
immunization rates should be included, he says.

“If the organization has certain expectations of
safety standards, people will live up to them,”
Lantos says. “People live up to the culture. If
everybody wears a hard hat, you don’t make a
fuss about it. You wear a hard hat.”

In fact, ensuring that employees follow safe
practices is a part of the leadership function
reviewed by the Joint Commission on Accredita-
tion of Healthcare Organizations, notes Gliniecki.

For example, El Camino Hospital focused on
reducing blood exposures, such as those from
splashes, among labor and delivery staff. The
staff, including nurses, nursing assistants, obstet-
rical technicians, and anesthesiologists, received
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feedback on blood exposures each quarter. They
discussed the exposures and what barriers may
exist to using safety equipment or safe practices.

While the managers guided the process,
employee health provides the framework, says
Gliniecki. “We are supporting the managers in
their role, and we have a shared interest and we
are a resource to them,” she says.  ■

U.S. Supreme Court 
to consider ADA case

In a case with broad implications, the U.S.
Supreme Court has agreed to hear a case that

would define “disability” as it relates to the
American Disabilities Act (ADA). The case raises
the question: When does an injury become a dis-
ability that requires accommodations?

In Toyota Motor Manufacturing, Kentucky v.
Williams, Ella Williams developed carpal tunnel
syndrome from using vibrating pneumatic tools.
She transferred to a quality-control job that
involved visual inspection. When that job was
changed to include sponging and wiping the
cars, activities that caused her pain, she sued.

Toyota maintains that her impairment didn’t
meet the definition of disability in the ADA,
which describes “a physical or mental impair-
ment that substantially limits one or more of the
major life activities . . . functions such as caring
for oneself, performing manual tasks, walking,
seeing, hearing, speaking, breathing, learning,
and working.”  ▼

WA senate seeks delay 
on ergonomics rule

The Washington state senate voted to delay a
new ergonomics rule until 2005. The rule,

adopted in May 2000 by the state Department of
Labor and Industries, phases in ergonomics
requirements. 

Hospitals fall in the second tier of hazardous
industries, which means they must begin identi-
fying hazards and educating employees by July
2003, and must be in full compliance by July
2004. (See Hospital Employee Health, August
2000, p. 94.)

The Washington rule focuses on prevention by
requiring employers to identify and fix potential
hazards. In contrast, the OSHA rule that was
recently rescinded by Congress was triggered by
musculoskeletal injuries.

Washington business organizations have
argued that the state rule is too expensive, too
vague, and not medically based. 

Democratic Gov. Gary Locke has expressed
opposition to the delay in enforcement and could
veto the bill if it passes the state House.  ■
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CE objectives

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

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

• describe how those issues affect health care work-
ers, hospitals, or the health care industry in general;

• cite practical solutions to problems associated
with the issue, based on overall expert guidelines
from the Centers for Disease Control and Prevention,
the National Institute for Occupational Safety and
Health, the U.S. Occupational Safety and Health
Administration, or other authorities, or based on
independent recommendations from clinicians at
individual institutions.  ■
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THE NEW JCAHO PROCESS:
Is Your Infection Control Department Ready?

Tuesday, May 22, 2001 at 2:30 p.m. EST
Presented by JCAHO experts:

Ona G. Baker Montgomery, RN, BSN, MSHA, CIC 
and Patrice Spath, RHIT

How will recent, critical changes from the Joint
Commission on Accreditation of Healthcare

Organizations (JCAHO) affect infection control 
programs? Find out about important developments —
tailored specifically to the infection control profession-
al — that are occurring in the areas of core measure-
ments, competency statements, utility systems manage-
ment, and patient safety. In addition, you'll hear 
incisive advice on how to prepare for a JCAHO survey
— including the "hot spots" that accreditation
surveyors will be looking for in 2001. Don't miss this
detailed update on Joint Commission survey readiness,
including key changes in infection control programs
that are a must-learn for ICPs.

EXPERT FACULTY

EDUCATE YOUR ENTIRE STAFF AT ONE LOW COST!
$199 for AHC subscribers

You may invite as many participants as you wish to listen
to the teleconference and each listener will have the oppor-
tunity to earn 1 nursing contact hour.  CE is absolutely
FREE for the first 20 participants at each facility.  A pro-
cessing fee of $5 will be charged for each participant after
the first 20 receiving CE.  There is no additional fee for
participants who do not receive continuing education.

The Infection Control Toolbox is a compilation of the best
sample forms, charts, algorithms, policies, and procedures
being used by your peers. This valuable reference is yours,
FREE, with your paid registration.

ACCREDITATION STATEMENT
American Health Consultants is accredited as a provider of
continuing education in nursing by the American Nurses
Credentialing Center's Commission on Accreditation.
Provider approved by the California Board of Registered
Nursing, Provider Number CEP 10864, for approximately 1
contact hour.
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hepatitis C program coordi-
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a health information man-
agement professional with
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improvement activities.
During the past 20 years,
she has presented more than
350 educational programs
and has authored more than
150 books. She is the con-
sulting editor of Hospital
Peer Review newsletter.

BE AMONG THE FIRST 50 TO REGISTER AND RECIEVE
THE VALUABLE INFECTION CONTROL TOOLBOX—

ABSOLUTELY FREE! (a $69 value)

CALL (800) 688-2421 or (404) 262-5476
TO REGISTER TODAY!
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Confidential Salary Survey

This confidential salary survey is being conducted to gather information for a special report later in the year. Watch in coming
months for your issue detailing the results of this salary survey and the overall state of employment in your field.

Instructions: Circle the appropriate answer directly on this form. Please answer each question as accurately as possible. If you
are unsure of how to answer any question, use your best judgment. Your responses will be held strictly confidential. Do not put
your name or any other identifying information on this survey form.

1. What is your current title? 
A. employee health nurse D. employee health coordinator G. occupational health medical director
B. employee health manager E. infection control practitioner H. other _______________
C. employee health director F. occupational health director

2. Please indicate your highest degree.
A. LPN C. diploma (3 yr) E. MSN G. master’s/other I. MD
B. ADN (2 yr) D. BSN F. MS H. PhD J. other _____________

3. Please indicate which of your certifications best represents your current position. (Choose only one.)
A. RN C. NP E. FACOEM G. CCM
B. COHN-S D. CIC F. LVN H. other _____________

4 Including your past and present employers, how long have you worked in positions with the same or similar responsibilities as
your current position(s)?
A. less than 1 year C. 4 to 6 years E. 10 to 12 years G. 16 to 18 years I. 22 to 24 years
B. 1 to 3 years D. 7 to 9 years F. 13 to 15 years H. 19 to 21 years J. 25 or more years

5. Including your present and past employers, how long have you worked in the health care field?
A. less than 1 year C. 4 to 6 years E. 10 to 12 years G. 16 to 18 years I. 22 to 24 years
B. 1 to 3 years D. 7 to 9 years F. 13 to 15 years H. 19 to 21 years J. 25 or more years

6. What is your age?
A. 20 to 25 C. 31 to 35 E. 41 to 45 G. 51 to 55 I. 61 to 65
B. 26 to 30 D. 36 to 40 F. 46 to 50 H. 56 to 60 J. 66 or older

7. What is your sex? A. male B. female

8. What is your annual gross income from your primary health care position. Please exclude additional income from teaching,
consulting, bonuses, etc. To answer this question, circle the correct salary.

A. less than $20,000 H. $50,000 to $54,999 O. $85,000 to $89,999 V. $120,000 to $124,999
B. $20,000 to $24,999 I. $55,000 to $59,999 P. $90,000 to $94,999 W. $125,000 to $129,999
C. $25,000 to $29,999 J. $60,000 to $64,999 Q. $95,000 to $99,999 X. $130,000 or more
D. $30,000 to $34,999 K. $65,000 to $69,999 R. $100,000 to $104,999
E. $35,000 to $39,999 L. $70,000 to $74,999 S. $105,000 to $109,999
F. $40,000 to $44,999 M. $75,000 to $79,999 T. $110,000 to $114,999
G. $45,000 to $49,999 N. $80,000 to $84,999 U. $115,000 to $119,999

9. If you or your company charges clients by the hour, please indicate the hourly amount. If you do not charge by the hour, please
mark answer I.
A. less than $30 C. $51 to $70 E. $91 to $110 G. $131 to $150 I. do not charge by the hour
B. $31 to $50 D. $71 to $90 F. $111 to $130 H. $151 or more
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10. On average, how many hours a week do you actually work? (Regular hours plus overtime, regardless of whether you’re paid extra.)
A. less than 20 hrs/week C. 31 to 40 E. 46 to 50 G. 56 to 60 I. more than 65 hrs/week
B. 20 to 30 D. 41 to 45 F. 51 to 55 H. 61 to 65

11. In the past 12 months, how has your salary or income increased or decreased?
A. salary decreased C. 1% to 3% increase E. 7% to 10 % increase G. 16% to 20% increase
B. no change D. 4% to 6% increase F. 11% to 15% increase H. 21% or more increase

12. In the past 12 months, how has the number of employees in your company or department changed?
A. increased B. decreased C. no change

Please rate the following benefits according to how important they are in determining your job satisfaction. Use the following scale,
and be sure to mark the benefit’s importance only if your employer currently provides that benefit to you. If your employer does not
currently provide that benefit, or if your company has no benefits, mark 5.

Extremely Somewhat Benefit not Extremely Somewhat Benefit not 
important important provided important important provided 

13. medical coverage 1 2 3 4 5 20. pension plan 1 2 3 4 5
14. dental coverage 1 2 3 4 5 21. profit-sharing plan 1 2 3 4 5
15. eyecare coverage 1 2 3 4 5 22. annual or semi-annual bonus 1 2 3 4 5
16. life insurance 1 2 3 4 5 23. elder care 1 2 3 4 5
17. 401k or other plan 1 2 3 4 5 24. maternal/paternal leave 1 2 3 4 5
18. child care 1 2 3 4 5 25. some freedom to 1 2 3 4 5
19. tuition reimbursement 1 2 3 4 5 choose work schedule

(including CE credits) 26. exercise facilities or 1 2 3 4 5
health club membership

27. Over the last 12 months, has your contribution to the cost of your medical benefits increased, decreased, or stayed the same?
(Don’t include deductibles or copayments. If you don’t contribute to your medical plan or don’t receive medical benefits through
your job, please mark either D. or E.)
A. increased C. no change E. I don’t contribute to my plan
B. decreased D. I don’t receive medical benefits

28. Using the map provided here, please indicate where your employer is located.
A. region 1 C. region 3 E. region 5 G. other
B. region 2 D. region 4 F. Canada

29. Which of the following best describes the location of your work?
A. urban (within a large city) C. medium-sized community
B. suburban (in a community within a D. rural

metropolitan area dominated by large city) 

30. Which best describes the ownership or control of your employer?
A. college or university D. nonprofit (church-operated, 
B. federal government (VA, military, volunteer, etc.)

and federal agencies) E. for profit (individual, private practice,
C. state, county, or city government or corporation, etc.)

31. Which of the following best categorizes the work environment of your employer? Choose only one answer.
A. academic C. city or county health department E. college health service G. hospital
B. agency D. clinic F. consulting H. private practice

32. If you work in a hospital, what is its size? (If you don’t work in a hospital, please mark J.)
A. < 100 beds D. 301 to 400 beds G. 601 to 800 beds J. I don’t work in a hospital
B. 101 to 200 beds E. 401 to 500 beds H. 801 to 1,000 beds
C. 201 to 300 beds F. 501 to 600 beds I. > 1,000 beds

Deadline for responses: July 15, 2001

Thank you very much for your time. The results of the survey will be reported in an upcoming issue of the newsletter, along with
an analysis of the economic state of your field. Please return this form in the enclosed, postage-paid envelope as soon as possible.
If the envelope is not available, mail the form to: Salary Survey, American Health Consultants, P.O. Box 740058, Atlanta, GA
30374.
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