
Case management credential could
boost career options for nurses
Credential to be offered for first time this year

Anew case management credential is available for occupational
health nurses and could represent a significant career opportu-
nity. The credential will lend an official endorsement to some

of the skills and knowledge that occupational health nurses already
put to use in the workplace every day. It possibly could create a new
level of expertise that can be used to leverage better employment and
compensation.

The new credential could lend an official imprimatur to activities 
that already are a significant part of many occupational health nurses’
careers, says Bonnie Rogers, DrPH, COHN-S, FAAN, president of the
American Association of Occupational Health Nurses (AAOHN) in
Atlanta. Rogers and other AAOHN leaders were waiting to hear the
details about the qualifications and application process, but she tells
Occupational Health Management that she expects the credential to be a
career boost for many nurses.

“It seems that many of our members have not been able to get certi-
fied in case management through the case management group, so this
probably will fill some of that need,” she says. “I think it will be a bonus
in that regard.”

AAOHN was not involved in developing the case management 
credential and, at press time, was waiting to be briefed on the details.
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A new case management credential may lend support to occupational
health nurses who currently perform the function with little recognition.
• Applications may be available within a month or so.
• Nurses must have occupational health credentials and pass a test to

obtain the case management credential.
• The American Association of Occupational Health Nurses expects to

endorse the new credential after learning more details.
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Rogers says AAOHN has a good working rela-
tionship with the group offering the credential
and expects no problem with endorsing it for
AAOHN members. 

The new credential was approved on Nov. 4,
1998, when the American Board for Occupa-
tional Health Nurses (ABOHN) in Hinsdale, IL,
approved the plan. ABOHN already issues the
COHN and COHN-S certified occupational
health nurse credentials. 

The board appointed a special task force in
June to explore the creation of a case manage-
ment credential, and the task force conducted
surveys of existing case managers and employers
of case managers in occupational health, says
Sharon Kemerer, RN, MSN, COHN-S, executive
director of ABOHN. ABOHN’s research sug-
gested a strong need for an occupational health
case management credential. 

Strong response in favor of credential

“We sent a very pointed questionnaire to
more than 600 occupational health nurses who
have a major interest in case management, either
calling themselves case managers or belonging
to the case management section of our member-
ship organization,” Kemerer says. “Seventy-five
percent said they wanted a case management
credential.”

The group also surveyed 150 employers of
occupational health case managers and asked if
they would recognize a case management creden-
tial. A solid 88% said they would recognize the
credential and would be interested in their
employees seeking it.

“We’ve had a very positive response from
nurses so far,” Kemerer says. “Most people are
saying, ‘Good. It’s about time.’”

Case management is a strong component of
occupational health care, and it always has been,
she says. ABOHN has always considered case
management to be a base component of the other
occupational health credentials, but the new case

management credential will allow nurses to add
a visible indicator that they have mastery in that
area.

Rogers notes that case management has
become more of a concern in occupational health
in recent years, but many efforts to bill for the
service are refused in part because payers have a
hard time distinguishing between the fundamen-
tal parts of occupational health and “true” case
management. Having occupational health nurses
specially certified in case management could help
eliminate some of that confusion, she says. 

Applications available in early 1999

The specific requirements and application
process are being finalized, but Kemerer says
ABOHN hopes to have the details worked out
by the end of this month. This much is known
already: Nurses seeking the case management
credential will have to have a COHN or COHN-
S to be eligible, and then they will have to pass a
written test of their case management knowl-
edge and skills. 

“If we get all the details worked out in our
January meeting, then it’s just a matter of seeing
how quickly we can put it all on paper and make
it available,” Kemerer says. “We’re hoping we can
make the applications available in February.”  ■
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For more information on the case management
credential, contact:
• Sharon Kemerer , Executive Director, American

Board for Occupational Health Nurses, 201 E.
Ogden Ave., Suite 114, Hinsdale, IL 60521.
Telephone: (630) 789-5799.

• Bonnie Rogers , President, American Association
of Occupational Health Nurses, 2920 Brandywine
Road, Suite 100, Atlanta, GA 30341. Telephone:
(770) 455-7757. Web: http://www.aaohn.org/
index.htm.
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Form simplifies return to
work, duty instructions

Asingle form can be used for requesting an
employee examination and reporting modi-

fied duty restrictions and return-to-work plans,
which streamlines much of the paperwork neces-
sary in occupational approach. That’s a tip from
Ada Fisher, MD, MPH, chief of occupational
health services at the Veterans Administration
(VA) Medical Center in Salisbury, NC. 

Fisher first developed the form with some col-
leagues in private industry in 1990 and adopted the
form for use in the VA center in 1997. With minor
modifications, she says the form could be used by
occupational health programs working with pri-
vate industry. (See sample of form, pp. 4-5.)

“The form is very simple, and all the informa-
tion you need is right there,” Fisher says. “It tells
us what the person can and can’t do, where to
bill, and it says that unless the person is dead,
send ‘em back to work.”

Before adopting the form, the VA center was
using a 3-by-5 slip to write a note to the supervisor
about restrictions. That usually resulted in brief
notes that didn’t tell the supervisor much. The new
form provides more information on one page.

The “occupational health report to supervisor”
is a four-copy form printed on front and back. The
front is a form that allows the employer to request
an examination. The occupational health provider
uses the same form to indicate the return-to-work
plans and any job restrictions. 

The employee’s supervisor fills out the top sec-
tion with the employee’s identification and section
A indicating what type of examination is requested.
(Or the form can originate in the occupational
health clinic, with the provider starting the form
once the exam is requested.) The back of the form
provides brief instructions for how to determine
what category the visit fits into. Section A also
includes the supervisor’s authorization of the exam. 

After the exam, the provider uses section B of

the same form to indicate that the employee is not
able to return to work, can return to work on a
certain date, and/or is able to return to work with
certain restrictions. The restrictions section offers
eight categories and refers the user to the back of
the form for explanations. For instance, the “phys-
ical” restriction category explains that “any limita-
tion of motion to a body part must be specified or
the activity which is limited must be described,
e.g., no bending, stooping, or ladder climbing
over 20 feet. Lifting, pushing, pulling, or torquing
should be specified in terms of pounds, etc.”

That section encourages the physician to be
very specific in describing restrictions, a benefit
that is especially useful if the employee is seeing
a non-occupational medicine specialist, Fisher
says. Section B also requires effective dates for the
restrictions, specifying that they must not exceed
90 days.

The bottom of the form also allows the provider
to note when the patient should be seen for follow-
up. A box in the upper right allows the user to
indicate where bills should be sent, dependent on
what type of injury or illness is being treated. It
also indicates that the employer provides modified
duty. The original is filed in the occupational
health department, one carbonless copy is given to
the employee, one is sent to the supervisor, and
the fourth copy can be sent to industrial hygiene,
human resources, or any other place that needs a
copy.

Some modifications may be needed before
using the form in your own program, but Fisher
says the basic format of the form should elimi-
nate redundant paperwork while encouraging
better documentation of examination results. 

Editor’s note: Because the VA is a federal institu-
tion, no copyright permission is needed to reproduce
and use the form in your own program. The February
issue of Occupational Health Management will
include another form used by Fisher: a medical evalua-
tion form that includes a list of applicable hazards in
the workplace.  ■
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A single form can be used for the occupational health
provider’s report to the employee’s supervisor.
• Modified duty restrictions are explained to the

layman.
• The form avoids confidential information.
• Some paperwork is eliminated with one form.
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For more information on the form, contact:
• Ada Fisher , Chief of Occupational Health

Services, VAMC Salisbury, 1601 Brenner Ave.,
Salisbury, NC 28144. Telephone: (704) 638-
9000.
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Don’t write off employees
who stop using your clinic

Question: What is the best way to approach
employers who used to be regular customers but
now don’t use our clinic anymore? In some cases,
I know that they just took their business to
another occupational health program. In other
cases, they have just stopped using some services
like ergonomic consulting. Is it worth our time to
pursue them again, or should we just forget them
and not waste our marketing time and money?

Answer: This is an exceptional opportunity to
determine how your program may be stumbling a
bit and to improve your relationship with this
client, says Georgia Casciato, a health care busi-
ness development consultant in Downers Grove,
IL. She says you should always pursue the client
who is walking away from your relationship, even
if, in some circumstances, you may ultimately have
to let that one go and not keep trying to win the
client back.

Ideally, it should never come as a surprise to
you that a client has stopped sending business
your way. Occupational health salespeople must
keep in touch with clients after they are brought
into the program, and a good relationship will let
you know when the client is dissatisfied or has
undergone a change that alters the need for some
services. 

“You should know long before clients get to
the point of ending your relationship or before
you look at the revenue sheet and see that they
didn’t send you any business last month,” she
says. “If you have a lot of people who just end up
there and it’s a surprise to you, you have sales-
people who are not doing their jobs.”

Casciato offers one word of caution: Don’t
always assume there is a grave problem just
because revenue has fallen off from a particular
client. It is possible that the client was in an
aggressive hiring mode when the company first
came to you, for instance, and now the preplace-
ment physicals are needed very rarely. Whatever
the reason, you need to ask and see if there is any
service that client may need now. The earlier you
can deal with a client’s dissatisfaction or new

workplace needs, the easier it will be to solve the
problem and bring the client back into a solid
relationship, she says. “This is the opportunity to
showcase the customer service part of what your
facility has to offer.”

If you wait and let the customer become so dis-
satisfied that he or she actually decides not to
work with you anymore, your job is more diffi-
cult. The client may call to “break up” with you,
or you may just find that he or she doesn’t return
your calls, and the client’s employees just stop
showing up at your door. Regardless of how you
find out about the problem, you have to act
quickly. It always is worth your time and effort to
pursue these clients, at least until you make a
good effort and find that the client just cannot be
satisfied. (See p. 7 for tips on how to approach
the client.) If the client was worth your effort to
bring into the program, the client is worth your
effort to try and keep.

However, there will be some cases in which
you have to agree to part ways after investigat-
ing. As long as the client has realistic expecta-
tions, you should not stop working until you
have satisfied the client. Remember that even if
the unhappy client is not responsible for a lot of
revenue, the dissatisfaction may be shared by
larger clients who have not spoken up yet. This is
your opportunity to improve your program.

But after that good faith effort, you may find
that some clients just cannot be made happy.
Every provider has a number of clients who
make unreasonable demands, and the effort to
satisfy them can drain resources away from other
clients. When you’re sure that is the case, it may
be wise to gently tell the client that your relation-
ship is not working out.

There also will be some cases in which you try
very hard to keep the client but are not success-
ful. In that case, keep the client on your list of
possibilities and check back once in a while to see
if you can be of any service.  ▼
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Always pursue clients who leave your program
because they are dissatisfied. This is a golden
opportunity to improve your program and solidify
your relationship with the client.
• Never argue about the client’s dissatisfaction.
• Let the client vent.
• After initially pursuing the unhappy client, you

may have to let the client go.
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Listen to complaints when
pursuing a fleeing client

You must act as the client’s advocate when try-
ing to bring him or her back into the occupa-

tional health program, says Georgia Casciato, a
health care business development consultant in
Downers Grove, IL. That means listening very
closely and doing whatever it takes to correct the
problems.

Casciato offers these tips for approaching the
client who seems unhappy with your occupa-
tional health program:

❒ Give the client permission to complain.
Once you sense there is a problem, call the

client and say something like, “It’s come to my
attention that you’re unsatisfied with our services
in some way. My role is to make sure our cus-
tomers are satisfied, so it’s important for me to
know how you are dissatisfied. I love hearing
good things about our service, but I really need to
hear the bad things even more so I can fix them.”

It is important to open the conversation in that
manner to let the client know that you want to hear
the complaints. Otherwise, some people will be
reluctant to voice their dissatisfaction and will just
avoid the subject. Soften the moment by saying
that it’s OK for them to hit you with both barrels. 

But then stop talking. Allow the client some
time to say what’s on his or her mind. Remember
that this part of the conversation will go a long
way toward making the client feel better about
your program. Even before you do anything to
correct the problems, the client will feel better
once you have listened.

If it seems that the discussion may be pro-
longed, you should offer to visit the client to dis-
cuss the matter in person.

❒ Listen; do not argue.
Listen carefully, take a lot of notes, and go to

painstaking lengths to make sure you understand
what the real problem is. When the client gives you
a statement, respond with several questions to
make sure you understand the statement. Avoid
arguing in any way. Do not be defensive, and do
not contradict the client even if his or her version of
events seems incorrect. A good response is to say,
“We’ll look into that.” 

“The client needs to see you as an advocate,
someone who’s going to come in and understand
the problem and then go get it fixed,” Casciato
says. If you need to involve someone else from

your program, make sure they also are not defen-
sive or argumentative. It is best to have you serve
as the direct contact with the client so that you
can be sure the message is delivered in the proper
way. Clinicians are naturally going to be a little
defensive about the quality of service they offer,
so they should not relay information directly to a
disgruntled client.

❒ Consider bringing someone else along.
If you are visiting the client, you may want to

bring along someone else from your program to
aid in the discussion. This person should be some-
one who can directly help with whatever is mak-
ing the client unhappy, and that probably is not
another salesperson. A better choice might be the
director of the program, a case manager, or a
senior administrator who oversees the occupa-
tional health services. “It can help to include some-
one who really has the authority to implement
changes,” she says. “This can signal to the client
that you’re serious about addressing the problem.”

❒ Never bad-mouth your own staff.
Even though you need to be supportive and

avoid arguing, do not go overboard and say neg-
ative things about your program’s staff. You owe
them that much respect, and bad-mouthing them
is just not professional, Casciato says.

❒ Solve the problem and report back.
Once you have listened to the client, that is half

the battle. But you still need to go back to your pro-
gram and address the shortcomings in your ser-
vice. Once you have done so, you should report
back to the client and explain briefly why the prob-
lem occurred in the past and what you have done
to correct it. Avoid making excuses. If you failed to
deliver on your promises in the past, admit to that
and explain why it won’t happen again.

❒ Provide a safety net for future problems.
To show that you really care about the client’s

satisfaction, you should provide a way for him or
her to contact you directly if there is a recurrence of
the problem or any other dissatisfaction. The best
way is with a pager or cell-phone number. Every
salesperson should carry a pager or cell phone and
encourage clients to call with any concerns.  ▼
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For more information on handling clients whose
business has fallen off, contact:
• Georgia Casciato , 3624 Woodland Lane,

Downers Grove, IL 60515. Telephone: (630)
969-1530. E-mail: gcasciato@worldnet.att.net.
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Hold respirator fit testing
annually, OSHA says

Question: I’m confused about the require-
ments for fit testing for respirators. Once you 
do the initial fit testing for a worker, is that suffi-
cient until circumstances change, or do you have
to repeat the fit testing annually? What if the
worker is fit tested but very rarely, if ever, actu-
ally wears the respirator because it is only for
emergencies?

Answer: Fit testing is required annually, but
of course, the answer is not quite that simple.
Occupational Health Management consulted with
the federal Occupational Safety and Health
Administration (OSHA), which provided this
guidance from a memorandum sent to field
investigators in August 1998:

The OSHA respirator standard, 42 CFR Part 84,
requires that all tight-fitting respirators be fit
tested on the employee. This applies to both posi-
tive and negative pressure tight-fitting respira-
tors. Self-contained breathing apparatus (SCBA)
also must be fit tested. But the employer does not
have to conduct fit tests for any respirators that
are worn voluntarily by the worker or for any
type of loose-fitting respirator, even if it is
required by OSHA or the employer.

The employee must pass a fit test before being
initially cleared for respirator use, and “an
annual fit test is required after the initial fit test.”
Additional fit tests also are required whenever
there are changes in the employee’s physical con-
dition that could affect respirator fit. New fit
tests also are necessary if the employee changes
to a different respirator with a face mask that fits
differently.

OSHA points out that a “user seal check” does
not qualify as a fit test. A user seal check is the
procedure the employee follows each time he or
she dons the face mask to ensure that it is seated
properly on the face. The respirator standard
makes no allowances for seldom-used respirators.
Even if the employee in question never uses the
respirator because it is intended only for emer-
gency use by a fire brigade member, for instance,
OSHA requires that the employee undergo fit test-
ing on the same schedule and with the same
requirements as one used on a daily basis.

However, the rules are different for “escape-only
respirators,” says Craig Moulton, an industrial

hygienist with OSHA’s Office of Health Compli-
ance Assistance in Washington, DC. He explains
that OSHA does not require fit testing, not even ini-
tial fit testing, for escape-only respirators. If you
choose to, you’re free to conduct fit testing on
employees who might need to use an escape-only
respirator, but it is not required.

Be careful. Moulton points out that escape-
only respirators are not necessarily the same as
seldom-used respirators. An escape-only respira-
tor is provided only for exiting a hazardous envi-
ronment in an emergency — a small, easily used
respirator that provides only short-term protec-
tion. A SCBA does not count as an escape-only
respirator.  ■

OSHA cites employer
$106,650 after inspection

Federal safety officials have fined a New York
employer $106,650 for alleged safety and

health violations after an inspection prompted by
the company’s above-average injury rates. The
penalties may be a warning of things to come for
employers whose high injury rates could put
them in the sights of safety inspectors. 

The federal Occupational Safety and Health
Administration (OSHA) cited Fedco Automotive
Components Company of Buffalo, NY, and pro-
posed penalties of $106,650 for one alleged willful,
19 alleged serious, and four alleged other-than-
serious violations of OSHA standards. The com-
pany can contest the citations.

The penalties resulted from an investigation
begun in May 1998 at the company’s plant, which
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Employees using respirators must undergo fit test-
ing annually.
• The fit testing rule does not apply to respirators

worn voluntarily.
• Testing is required any time the worker’s fitness

may have changed in a way that affects respira-
tor use.

• Emergency respirators are included in the fit
testing requirement.
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manufactures copper, brass, and aluminum auto-
motive heater cores. OSHA began the investigation
as part of a program that targets companies whose
injury and illness rates are at least two times the
national average. The program replaces the
Cooperative Compliance Program, which is now
under a court stay. The Cooperative Compliance
Program would have offered these companies an
opportunity to work closely with OSHA to correct
deficiencies, but its legality has been questioned.

In the meantime, OSHA is sending inspectors to
some employers who are known to put workers at
above-average risk. When inspectors visited the
Fedco plant, they found that workers were at risk
of amputation, a hazard that has been targeted for
reduction in OSHA’s strategic plan. Of the $106,500
penalty, $49,500 comes from what OSHA says was
the company’s willful violation of the noise protec-
tion standard by failing to ensure employee protec-
tion in a noise-training program. The company was
cited for a number of violations, including:

❒ failing to carry out a lockout/tagout program;
❒ failing to have a magnetic restart on radial

arm saw and power presses;
❒ failing to establish safe die-setting processes;
❒ failing to reduce the pressure at compressed

air nozzles to safe levels;
❒ failing to conduct proper lead exposure

monitoring.
OSHA cited another employer with $112,500 in

penalties for violating the general duty clause.
Unlike the Fedco investigation, this one was
prompted by an employee complaint about safety
hazards. OSHA began investigating Manhattan
Beer Distributors on May 19, 1998, and found that
the company failed to provide a safe workplace,
as required by the all-encompassing general duty
clause. The company was cited for four repeat
violations, one willful violation, and four serious
violations of OSHA standards.

OSHA alleges that the company exposed work-
ers to fall hazards by routinely lifting employees
with a forklift truck by having the employee
stand on a wooden pallet on the forklift tines or
directly on the tines. The company also was cited
for several other violations, including:

❒ failure to have aisles and passageways
appropriately marked;

❒ failure to have a written hazard communica-
tion program;

❒ failure to have a place of employment that
was clean and orderly;

❒ failure to provide training for forklift 
operators.  ▼

Small drop reported 
in fatal injuries

Overall fatal injuries in the United States are
falling slightly, but the rate of workplace

injuries and deaths remains about the same as it
has been in recent years, according to a new report
from the National Safety Council In Itasca, IL.

Preventable injuries, those related to car crashes,
fires, falls, poisonings, and other unintentional
causes, were the fifth leading cause of death in the
country in 1997, the report says. The Council says
93,800 people died of fatal injuries in 1997, down
from 100,000 in 1996. There were 5,150 occupa-
tional fatalities due to unintentional injuries in the
workplace in 1997. About 1,068 additional work-
place deaths were due to homicide or suicide. The
number of deaths increased 2% over the previous
year. The four leading fatal events in the workplace
in 1997 were highway traffic incidents, homicide,
falls to a lower level, and being struck by an object.

Motor vehicle crashes were the leading cause
of workplace deaths in 1997 overall, but homicide
was the leading cause of workplace deaths for
women.

The council says the figures are encouraging
because fatalities and injuries have not increased
despite millions of more jobs and a 30% growth
in the economy. On the other hand, on-the-job
traffic crashes have increased nearly 20% in the
past five years. Fatal injuries to women and
workers aged 45 and older have increased.

For a copy of the report, Accident Facts, contact
the National Safety Council, 1121 Spring Lake
Drive, Itasca, IL 60143-3201. Telephone: (630) 775-
2307. Fax: (630) 775-2310. The cost is $37.95.  ■

Wright SW, Lawrence LM, Wrenn KD, et al.
Randomized clinical trial of melatonin after
night-shift work: Efficacy and neuropsychologic
effects. Ann Emerg Med 1998; 32:334-339.

Melatonin apparently has no beneficial effect
on the sleep cycles of shift workers, according 
to research from Vanderbilt University Medical
Center in Nashville, TN. 
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Melatonin has received considerable attention
as a home remedy for sleeping difficulties, but
there has been little research so far to substantiate
any effect. These researchers studied the effects of
melatonin by trying to measure any effects on
emergency physicians using melatonin and
working intermittent night shifts.

They conducted a randomized, placebo-con-
trolled, double-blind, crossover trial in the hospi-
tal’s emergency department. Fifteen emergency
physicians were administered 5 mg of melatonin
or a placebo for three consecutive nights after
night-shift duty with crossover to the opposite
agent after a subsequent block of night shifts. In
measuring the possible effects, the researchers
considered the primary indicator to be the global
assessment of recovery measured by a visual ana-
log scale. 

Other measurements included sleep quality,
duration of sleep, and fatigue. Participants also
underwent neuropsychologic testing and com-
pleted a questionnaire about their mood.

There was no difference between the melatonin
and placebo groups in any of the measurements.
No adverse effects were noted, but the researchers
point out that the study was not designed to detect
adverse effects. They conclude that, despite the
hype and anecdotal evidence of benefit, melatonin
offers no benefit to the sleeping and alertness pat-
terns of shift workers.  ▼

Garfinkel MS, Singhal A, Katz WA, et al. Yoga-
based intervention for carpal tunnel syndrome.
JAMA 1998; 280:1,601-1,604.

Yoga is an effective way to treat carpal tunnel
syndrome (CTS), according to these researchers
from the University of Pennsylvania School of
Medicine in Philadelphia and other institutions.

CTS usually is treated with wrist splints, anti-
inflammatory agents, job alteration, injection 
therapy, and surgery. Because those therapies
leave many patients without substantial relief,
researchers studied the effects of a program of
yoga and relaxation techniques. They suspected
the stretching may relieve compression in the
carpal tunnel, better joint posture may decrease
intermittent compression, and blood flow may be
improved to decrease ischemic effects on the
median nerve.

They studied 42 employed and retired people
with documented CTS. Half of the patients
underwent a yoga-based intervention consisting

of 11 yoga postures designed for strengthening,
stretching, and balancing each joint in the upper
body along with relaxation given twice weekly
for eight weeks. The other patients acted as a con-
trol group and were offered a wrist splint to sup-
plement their current treatment programs.

At the end of the study, subjects in the yoga
group had significant improvement in grip
strength and pain reduction. The subjects in the
control group had no significant improvement in
those areas. The yoga group also had signifi-
cantly more improvement in Phalen’s sign, with
12 improved vs. only two improved in the control
group. There were no significant differences in
either group regarding sleep disturbances, Tinel's
sign, median nerve motor conduction, and sen-
sory conduction time.

The subjects maintained improvement in their
symptoms for four weeks after the yoga classes
ended. The researchers say yoga might be a sim-
ple, noninvasive, inexpensive way to treat CTS.
They suggest that “programs could be initiated 
at workplaces with a high incidence of CTS, per-
haps with two classes per week for eight to 10
weeks, with monthly follow-up sessions to moni-
tor home practice.”  ▼

Yamasaki F, Schwartz JE, Gerber LM, et al.
Impact of shift work and race/ethnicity on the
diurnal rhythm of blood pressure and cate-
cholamines. Hypertension 1998; 32:417-423.

Working second and third shifts may affect 
the way a person’s blood pressure “dips” during
sleep, this study concludes. Most people nor-
mally experience a dip in blood pressure when
they sleep at night, but shift work can alter the
pattern so that people never experience that 
drop in pressure at any time during the day.

That can be detrimental to shift workers, say
researchers at The New York Hospital-Cornell
Medical Center. People who do not experience
that drop in blood pressure can be at greater risk
of heart disease than those whose blood pressure
shows the normal fluctuations, the researchers
say. African-American workers appear to be least
likely to experience a diurnal blood pressure dip
during shift work, which puts them at the great-
est risk.

The researchers studied 93 nurses: 58 day-shift
workers and 35 evening- and night-shift workers.
Those working the late shifts had higher systolic
blood pressure and experienced a smaller drop in
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systolic blood pressure during sleep than those
working the day shift. Those working the
evening and night shifts were six times as likely
to be “nondippers” as the day-shift workers.

It is possible that the nondipping was affected
the quality of the workers’ sleep. The evening
and night-shift workers tended to sleep longer
than the day shift workers, possibly to compen-
sate for poor quality sleep. “Higher sleep blood
pressure may contribute to the known adverse
effects of shift work,” the researchers conclude.

The researchers also studied the effects of shift
work on the levels of stress hormones. Measure-
ments of the stress hormones in the workers’
urine suggested that the hormones, which nor-
mally dip at night like blood pressure, also
remain constant when the subject works irregular
hours. The researchers suggest that the constant
level of stress hormones is another indication of
the adverse effects of shift work.  ▼

Papgeorgiou AC, Croft PR, Thomas E, et al.
Psychosocial risks for low back pain: Are these
related to work? Ann Rheumatic Diseases 1998;
57:500-502.

Psychosocial factors, such as general unhappi-
ness with one’s economic situation or social life,
can triple the likelihood of low back pain, accord-
ing to this report from the University of Man-
chester in England. On the other hand, actual
employment may not have a lot of influence on
low back pain because there appeared to be no
difference in the incidence between employed
and unemployed people.

The researchers studied 2,715 local residents
with no existing low back pain. They interviewed
them about whether their income was adequate
to meet their needs and whether they were satis-
fied with their employment or non-employment.
They were followed over the next year and
watched for any episodes of low back pain. 

The researchers found that dissatisfaction with
work status doubled the risk of reporting a new
low back pain episode in both the employed and
non-employed. Those who said their income was
inadequate were at a threefold increased risk of
reporting low back pain, regardless of whether
they were employed. 

“Psychosocial factors pose similar risks for a
new low back pain episode in workers and the
non-employed,” the study notes. “This suggests
that such influences may not be related solely to
work but may be a function of general aspects 

of life. The economic and individual impact of
psychosocial interventions in the workplace,
therefore, are likely to be limited unless account
is taken of the influence of broader non-work
related aspects.”  ▼

Hlatky MA, Boothroyd D, Horine S, et al.
Employment after coronary angioplasty or coro-
nary bypass surgery in patients employed at the
time of revascularization. Ann Internal Med 1998;
129:543-547.

The time a person is likely to spend on the job
after heart surgery is most influenced by nonmed-
ical factors such as the source of health insurance
rather than the type of procedure performed, say
researchers at the Stanford (CA) University School
of Medicine and colleagues at other institutions.

They studied the effects of different surgical
approaches on the amount of time spent on the
job after surgery but found that the surgical
choice had little effect. The researchers analyzed
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patterns of employment for 409 employed people
with coronary artery disease, with all undergoing
coronary angioplasty or coronary bypass surgery.

A large portion of the workers returned to
work, with 82% in both groups returning to the
workplace. Those undergoing angioplasty, the
less invasive procedure, returned to work an
average of six weeks earlier than those undergo-
ing bypass surgery. Four years later, the type of
surgery had little influence on whether the
patient was still on the job.

The likelihood of long-term employment after
surgery was influenced more by the patients’ age,
what type of work they did, and whether they
had private health insurance.  ■

Warning issued on danger
of drilling farm equipment

Safety officials have issued a special warning
about the hazards of drilling into certain 

types of farm equipment after reports of serious
injuries that occurred when drilling released and
ignited flammable gas from the vehicle frame.
They caution that the same type of injury could
occur with many other types of non-farming
equipment.

The reports were received recently by the
National Institute for Occupational Safety and
Health (NIOSH) office in New York. NIOSH
received two reports of farm workers who were
injured while attempting to drill holes into 
sealed plow frames in order to mount a hitch 
or a “slow-moving vehicle” sign. These workers
received serious skin burns and other injuries
when the drill bits penetrated the frames, which
released and ignited flammable gases. 

The presence of the gas came as a surprise to
the workers and even many people familiar 
with the construction of such equipment. NIOSH
determined that hydrogen and methane gas may

be produced within sealed frames that are filled
during manufacture with scrap metal ballast.
The uncleaned, assorted machine shop metal
scrap apparently reacts electrochemically with
water and emulsion-type cutting oils to liberate
flammable gases. Although the reported igni-
tions involved plows from the same manufac-
turer, the use of scrap metal fill may not be
unique to plows or to that manufacturer.

NIOSH also points out that the hazard is not
restricted to farming equipment, despite the
nature of the two reported incidents. The poten-
tial for such ignitions exists in any equipment
with similar ballast in sealed compartments dur-
ing drilling, cutting, welding, or other operations
that both release the gases and provide an igni-
tion source.

To avoid the hazard, NIOSH says workers
should not drill, cut, weld, or otherwise penetrate
sealed frames of agricultural equipment or equip-
ment with sealed frames that may contain ballast.
Laws in some jurisdictions require that agricul-
tural equipment be equipped with “slow-moving
vehicle” signs prior to traveling on public road-
ways, and agricultural workers commonly mount
such signs on equipment by drilling into, and
bolting the signs to the equipment frame. Instead,
signs or other objects can be attached to frames
using clamps or devices that will secure them to
the frames.  ■
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