
Ready to take on safety role? 
It’s part of “job enlargement”
Safety expertise will make you more valuable

As an occupational health professional, you need to have skills and
competencies in clinical and primary care, case management,
environmental issues, regulatory and legislative issues, disease

prevention, and health promotion.
But your role soon might expand even further to include safety, as com-

panies face increasing financial pressures.
“Many employers are looking for ways to increase their return on

investment in their employees, while concurrently maintaining the orga-
nization’s productivity,” according to Pam Hart, MPH, RN, COHN-S,
CSP, director of safety and wellness at Doherty Employment Group, an
Edina, MN-based firm providing staffing and human resource outsourc-
ing. “They are delegating additional responsibilities to occupational
health nurses, outside of their traditional role.”

In today’s volatile business climate, an expanded safety role is “a posi-
tive thing,” says Hart. “Being willing to take on new job challenges or
learn new skills, as a company downsizes or combines job tasks into one
position, could make the difference between saving your job or being laid
off.”

There is no question that in occupational health, “people are being
stretched, with many responsibilities, and with much on their plate,” says
Christine R. Zichello, RN, COHN-S, CSHM, ARM, FAAOHN, senior risk
control specialist at PMA Companies’ Mount Laurel, NJ, branch office.

Zichello says she is seeing “an awful lot of occupational health nurses
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Occupational health and safety are being combined into one job description
in many workplaces. To prepare for this new role:
• obtain certifications in safety management and risk management;
• participate in web-based training programs;
• create an action plan for top loss drivers. 
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not only doing the triaging of injured employees,
but also taking a safety role. They are overseeing
both.”

Prepare for safety role

Occupational health nurses are “feeling unpre-
pared” for the safety role, Hart says. “Safety has
long been considered an engineering field, and
many nurses are intimidated by this,” she says.

In reality, however, occupational health profes-
sionals follow the same steps as safety profes-
sionals do in problem solving, says Hart:
Assessing a problem, developing an intervention,
implementing the intervention, and measuring
the outcome.  “The occupational health nurse can
be very successful in the safety field,” she says. 

Think of your new safety role as “job enlarge-
ment” instead of downsizing, advises Zichello.
“Instead of saying, ‘Now they making me do this
or that,’ say ‘This is an opportunity to learn
something that makes me more valuable.’” To
prepare, Zichello strongly recommends taking
the American Association of Occupational Health
Nurses (AAOHN)’s Safety Management certifica-
tion exam and obtaining an associate in risk man-
agement certification. This certification is offered
by the Insurance Institute of America. “There are
three exams, and it took me six months per exam
to do,” she acknowledges. “But it gives you a real
clear understanding of the risk management side
of the house.” (See resource box, below, for more
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For more information on new roles in occupational
health, contact:

• Pam Hart, MPH, RN, COHN-S, CSP, Director of
Safety and Wellness, Doherty Employment Group,
Edina, MN. Phone: (952) 832-8324. E-mail:
PHart@DohertyEmployment.com.
• Christine R. Zichello, RN, COHN-S, CSHM, ARM,
FAAOHN, Senior Risk Control Specialist, PMA
Companies, Mount Laurel, NJ. Phone: (610) 304-3298.
Fax: (973) 492-2823. E-mail: Christine_Zichello
@PMAGroup.com.

• For more information on the Safety Management cer-
tificate program, contact the American Association of
Occupational Health Nurses, Atlanta. Phone: (770)
455-7757. Fax: (770) 455-7271. Web: www.aaohn.org.
Under “Continuing Education,” click on “Certificate
Programs.”
• For more information on obtaining an associate in
risk management certification, contact the Insurance
Institute of America, Malvern, PA. Phone: (800) 644-
2101. Fax: (610) 640-9576. E-mail: customerservice
@cpcuiia.org. Web: www.aicpcu.org. Click on “2009
Registration Booklet.”
• For more information on the Certificate in Safety
Management and Executive Program in Safety
Management certificate programs, contact the
American Society of Safety Engineers, Des Plaines, 
IL. Phone: (847) 699-2929. Fax: (847) 768-3434.
E-mail: customerservice@asse.org. Web:
www.asse.org. Under the “Professional Development”
heading, click on “Cert. Programs.”
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information on obtaining these certifications.)
If you want more advanced engineering skills,

Zichello recommends obtaining a Certificate in
Safety Management or Executive Program in
Safety Management certification from the
American Society of Safety Engineers (ASSE). 

Armed with these certifications, you can
“make your own opportunities,” says Zichello --
provided you prove your value to upper manage-
ment. “You just have to be able to document what
you have accomplished,” she says. “It’s easy to
document, but people just don’t do it or see the
need for it.” (See story below about how to doc-
ument your impact on safety.)

In addition to certifications, Zichello advises
enhancing your safety skills by participating in
local, state, and national educational opportuni-
ties offered by AAOHN and ASSE. “Also, partici-
pate in web-based training programs offered by
suppliers of safety equipment or colleges and
universities.”  ■

Document this to prove
your impact on safety 

Have you been given an expanded safety role
in your organization? If so, your first step

should be to analyze the top loss drivers by fre-
quency and severity, according to Christine R.
Zichello, RN, COHN-S, CSHM, ARM, FAAOHN,
senior risk control specialist at PMA Companies’
Mount Laurel, NJ, branch office. Armed with this
information, Zichello says you can “drill down”
to establish an action plan for each loss driver.
Here is what to document:

• Your goal, such as “to reduce slips and falls
in the laundry department by 10% in 2009.”

• What is being measured. For example, you
might want to measure the number of claims
reported to insurance carrier and incurred costs.

• What is being done to reduce risks. This
might include trialing of slip-resistant shoes, an
educational program for the staff to heighten
awareness about a particular safety risk, or con-
ducting a safety audit of a department.  

“It should be determined who is responsible
for each of these activities,” adds Zichello. While
the occupational health nurse (OHN) might take
the lead, Zichello says that involvement in the
action plan should include employees, managers,
supervisors, and members of the safety committee.  

• Target dates. “This action plan document can
be shared with upper management to demonstrate
the positive impact you have had on identifying
the loss drivers, what steps were taken to address
the cause, and the results,” says Zichello. ■

To avoid disasters, be ready
to answer these questions
Don’t act without support

Acompany with 100 employees dedicates an
entire floor of the building to a fitness center,

but like many companies, has had financial set-
backs due to the recession. Suddenly, the
employee gym looks like a very bad investment. 

As an occupational health professional, you
could have seen this problem coming and  saved
the day by suggesting a different approach, says
Robert R. Orford, MD, CM, MS, MPH, president
of the American College of Occupational and
Environmental Medicine and a consultant with
the Division of Preventive Occupational
Medicine at Mayo Clinic Arizona in Scottsdale.

In the above case, Orford says, it would have
made more sense for this particular company to
contribute toward employee membership at a
local health club or even pay for memberships
outright. For 100 employees, a $300 membership
would be $30,000, or $15,000 if the company paid
half the cost. “That is a lot less expensive than
taking up a third of your building, and when the
downturn comes, you can’t get rid of it,” says
Orford. “Once you have invested 5,000 square
feet in wellness, that infrastructure is not easy to
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Prevent inappropriate allocation of resources by
offering your expertise on occupational health ini-
tiatives. To do this effectively, you’ll need to:
• Identify champions in upper management or at
the executive level. 
• Get answers about measured outcomes at
other companies with similar programs.
• Obtain input from employees with focus groups
or surveys.
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get rid of.”
Before you ask for specific resources needed

for wellness initiatives, be sure that what you are
asking for is appropriate. “Otherwise, you could
easily be misled and do things that are not appro-
priate,” warns Orford. (See story on avoiding
financial mistakes, p. 29.)

According to Eileen Lukes, PhD, RN, COHN-
S, CCM, FAAOHN, health services manager for
The Boeing Company’s southern region, based in
Mesa, AZ, “Failure to anticipate the questions
that upper management will ask will prevent you
from having the answers needed to sell the pro-
gram.” Be sure you are ready with answers to
these questions: 

• Are there any champions in upper manage-
ment or at the executive level?

Without knowing this in advance, you might
end up in a dangerous position, without leader-
ship buy-in or support of stakeholders such 
as the benefits department, says Grace K.
Paranzino, MS, RN, CHES, FAAOHN, national
clinical manager for Kelly Healthcare Resources
in Troy, MI. “The heads of finance or benefits may
have data to support the development of a pro-
gram,” adds Lukes.

You can identify champions informally
through lunches, says Lukes, but it might require
formal appointments to lay out your case and get
a real commitment.

What’s in it for them?

To obtain buy-in, Paranzino recommends
answering the question “What’s in it for me?” for
all stakeholders, both leadership and employees.
“Ultimately, if leadership support is not strong,
this message does trickle down to the employee
level, and programs will fail because they will not
be viewed as organizationally important.”  

• Do you have the support of employees
and/or unions?

“Employees are the company’s greatest asset.
Getting and keeping good employees is the goal
of every human resource professional and man-
ager,” says Lukes. “Further, companies strive to
have good relationships with unions.”

If employees, unions, and the company are
working together toward a common goal, a com-
pany can expect greater employee engagement,
says Lukes, leading to strong productivity.

• What has been done elsewhere?
Benchmark with your counterparts at other

companies to find out what programs have

resulted in success. “This will provide the frame-
work for creating a program that is likely to get
support,” says Lukes. 

In addition to basic questions about what the
wellness program consists of and how much is
being spent, Lukes says to ask other companies
these questions about measured outcomes:

— Have you saved money?
— How do you know money has been saved? 
— Has there been any measurable impact on

disability costs or medical care costs? How are
you measuring those things?

— Has there been an improvement in
employee satisfaction or employee engagement
scores?

— If you have a program but it’s relatively
new, what are the outcomes that you are 
measuring?

• How is the health of the employee 
organization?

Catherine M. Pepler, RN, ASN, MBA, COHN-
S/CM, FAAOHN, director of site operations at
Take Care Health Systems, a Conshohocken, PA-
based provider of worksite health and wellness
services and in-store health clinics, says this can
be gleaned from the types of clinic visits, reasons
for lost time from work, and health and wellness
surveys of the employees. 

“One other thing to consider is benefit utiliza-
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For more information on making a business case for
occupational health programs, contact:

• Eileen Lukes, PhD, RN, COHN-S, CCM, FAAOHN,
Health Services Manager, Southern Region, The
Boeing Company, Mesa, AZ. E-mail: enlukes@cox.net.
• Robert R. Orford, MD, CM, MS, MPH, Division of
Preventive Occupational Medicine, Mayo Clinic
Arizona, Scottsdale. E-mail: rorford@mayo.edu.
• Grace K. Paranzino, MS, RN, CHES, FAAOHN,
National Clinical Manager, Kelly Healthcare
Resources, Troy, MI. Phone: (248) 244-3894. Fax:
(248) 244-4483. E-mail: parangk@kellyservices.com.
• Catherine M. Pepler, RN, ASN, MBA, COHN-S/CM,
FAAOHN, Director, Site Operations, Take Care Health
Systems, Conshohocken, PA. Phone: (603) 424-5565.
Fax: (603) 424-2815. E-mail: catherine.pepler@
takecare
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tion of the employees,” says Pepler. “This is
tricky, as companies do not readily share this
information. But it is worth trying to obtain for
analysis.”

Before making a business case, “be cognizant
and well versed in disease prevalence and sever-
ity for the target population,” advises Paranzino.
“Review the utilization data to determine costs of
users, and prioritize programs accordingly.”  ■

Don’t make these 4 
financial mistakes

When asking for resources for an occupa-
tional health initiative, you need to prepare

a realistic program with solid goals and objec-
tives; otherwise, you risk the program failing and
your credibility diminished. Avoid these pitfalls:

• Miscalculating the specific resources you
will need. 

Money is just one thing you’ll need to consider.
Don’t overlook administrative support, supplies,
and the time employees will be away from the
job. “Overstating your financial needs is just as
detrimental as understating needs,” says
Catherine M. Pepler, RN, ASN, MBA, COHN-
S/CM, FAAOHN, director of site operations at
Take Care Health Systems in Conshohocken, PA.
“It will have an impact on obtaining funds for the
next program request.”

You’ll need supporting data to justify the
resources you are asking for, says Pepler. 

Later in the process, Pepler says to provide a
written outcomes report showing the resource
use and the outcomes achieved. “A summary of
the program elements, aggregate data, and fol-
low-up plans for the next steps should be
included in this report,” she says.

• Promising things that are unrealistic.  
Be clear about what will have an impact on the

bottom line for the company. “Will the results
lead to a reduction in lost time and disability?
Will the results reduce turnover? Will there be a
gain in productivity?  Be realistic on the expected
outcomes and state that clearly,” says Pepler.
“Overstating the gains can lead to loss of 
credibility.”

• Misleading others about when return on
investment (ROI) realistically will come.

Most wellness programs have a delayed
impact and should be considered as long-term

investments in employees. “Companies may not
realize that they won’t see an ROI until after one
year,” says Eileen Lukes, PhD, RN, COHN-S,
CCM, FAAOHN, health services manager for The
Boeing Company’s southern region, based in
Mesa, AZ. 

For this reason, when telling others about the
gains the company will see, always remind them
that some of the outcomes will be readily recog-
nized, whereas others will require time to surface,
says Pepler.

• Assuming that you know what employees
want. 

If you fail to obtain employee input about what
they want and perceive as important, you will
likely face lack of participation, which will result
in a decreased ROI, warns Grace K. Paranzino,
MS, RN, CHES, FAAOHN, national clinical man-
ager for Kelly Healthcare Resources in Troy, MI.
“You want to have support from the top and from
those who will be involved in the program,” she
says.   ■

How to predict workers’
risk of chronic disability 

Will an employee suffer from long-term dis-
ability after a back injury? The answer

depends on many factors, according to a recent
study.1

Researchers interviewed 1,885 workers who
submitted a worker’s compensation claim for lost
work time due to a back injury about three weeks
after the injury occurred. They identified these
risk factors for long-term disability: 

• severity of the injury, especially workers
with pain spreading down into the leg;

• workers who rated their initial disability
higher; 

• those who had pain at more sites; 
• those who had previous injuries resulting in

more than one month off work; and
• workers who rated their jobs as “very hectic.”
Screen workers for these risk factors to help

determine who to target for special attention to
prevent disability, recommends lead author
Judith A. Turner, PhD, a professor of psychiatry
and behavioral sciences, and of rehabilitation
medicine, at the University of Washington in
Seattle.

To reduce the risk of long-term disability,
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Turner recommends:
• offering job accommodations, such as light

duty and reduced hours, to enable injured work-
ers to return to work as soon as possible;

• offering graded exercise programs to help
injured employees return to normal activities;

• gradually and systematically increasing
activity levels of injured employees.

Turner says she was surprised that patients
whose first health care visit for the injury was to a
chiropractor were less likely to be disabled one
year later, even after controlling for other baseline
characteristics associated with outcomes.
“Patients who see chiropractors for back pain dif-
fer in important ways from patients who see
medical physicians. It is possible that workers
who saw chiropractors differed in important
ways that were not measured in this study,” says
Turner. “However, it is also possible that chiro-
practic care was more effective in improving pain
and disability and/or promoting return to work.”

Reference

1. Turner JA, Franklin G, Fulton-Kehoe D, et al. Early pre-
dictors of chronic work disability: A prospective, popula-
tion-based study of workers with back injuries. Spine 2008;
33:2,809-2,818.  ■

Shift workers can have a
more ‘normal’ schedule
Workers don’t need to continuously sleep during day

Night shift workers often are reluctant to sleep
days on a strict schedule, even on their days

off, and a new study indicates they might not
need to.1

Instead, workers might be able to improve pro-
ductivity with some simple interventions, and they
might be able to keep to a more “normal” schedule
compatible with night shift and days off. 

Twenty-four workers in the study did seven
simulated night shifts from 11 p.m. to 7 a.m.,
interspersed with two days off.  An experimental
group slept in dark bedrooms at scheduled times,
were exposed to five 15-minute intermittent
bright light pulses each night shift, wore dark
sunglasses when outside, and received outdoor
afternoon light exposure. A control group wore
lightly tinted sunglasses when outdoors, had nor-
mal room light during night shifts, and had unre-
stricted sleep and outdoor light exposure.

The body clock for the experimental group
showed partial adjustment to the night shift
schedule, which was compatible with daytime
sleep after night shifts as well as late nighttime
sleep on days off. The control group showed less
adjustment to the night shift schedule, and con-
trol subjects that adjusted the least had decreased
daytime sleep duration after night shifts.

Work performance was assessed by measuring
simple reaction time during night shifts. The sub-
jects in the control group had longer and more
variable reaction times, whereas the experimental
group performed close to levels seen during the
day shift, with fast reaction times with low vari-
ability and few or no lapses.  

One surprising finding, however, was the
number of control subjects whose body clock
showed substantial realignment that would pro-
mote night shift alertness and daytime sleep, says
study author Mark Smith, PhD, a postdoctoral
fellow at Rush University Biological Rhythms
Research Lab in Chicago. 
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For more information on identifying workers at risk for
chronic disability, contact:

• Judith Turner, PhD, Department of Psychiatry and
Behavioral Sciences, University of Washington, Seattle.
Phone: (206) 543-3997. Fax: (206) 685-1139. E-mail:
jturner@u.washington.edu.

SOURCE

Night shift workers can improve productivity with
a more “normal” schedule that doesn’t require
sleeping days on their days off, says a new study.
These interventions are recommended:
• “Regular” night shift workers should be exposed
to bright light at work and wear sunglasses on
commutes home.
• Light exposure and sunglasses won’t benefit
“occasional” night shift workers.
• Short naps are useful to reduce sleepiness.
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“These control subjects did not receive any
interventions to help their body’s clock adjust to
the night shifts,” says Smith. “But several of them
self-selected a schedule of sleep and wakefulness
similar to what our experimental subjects had. This
facilitated realignment of their body’s clock.”

The take-home message for occupational
health professionals? “Be aware of the tools at
your disposal for counteracting problems associ-
ated with night shift work,” says Smith. (See
related story on steps to take, below.)

Reference 

1. Smith MR, Eastman CL. Night shift performance is
improved by a compromise circadian phase position. Sleep
2008; 31:1,639-1,645.  ■

These changes can help
your night shift workers

How can you aid shift workers to help their
body clock adjust to the night shift? The

answer depends on the individual worker and
the type of shift work being done, according to
Mark Smith, PhD, a postdoctoral fellow at Rush
University Biological Rhythms Research Lab in
Chicago.

Different things are recommended for workers
with regular nighttime schedules, rapidly rotating
shifts, and slowly rotating shifts, explains Smith. 

For a person working a “regular night shift”
with several night shifts every week, Smith 
recommends: 

• Exposing workers to bright light from a
light box during the night shift. 

Smith says this bright light doesn’t have to be
continuous, but that exposure for periods of time

before 4 a.m. is optimal for producing the partial
adjustment to the night shift schedule that is
desired.

• Instructing workers to wear sunglasses dur-
ing the commute home after a night shift. 

Smith notes that there is currently some debate
as to whether sunglasses are potentially danger-
ous for workers who are driving themselves,
however.  

• Telling workers that daytime sleep after
night shifts should occur as soon as possible
and should be in a dark bedroom.

“It’s also important to sleep as late as possible
on days off,” says Smith.

Smith says that you could either disseminate
these instructions to all the night shift workers at
your company or give it more selectively to
workers who seek out answers because of shift
work-related problems, such as inability to sleep
during the daytime.

If an employee is only working an occasional
night shift, however, Smith says that the above
interventions wouldn’t have any benefits, because
adjustment to the night shift takes at least several
days.

For regular and rotating night workers, selec-
tive use of caffeine early in a night shift has been
shown to help alertness, says Smith. However,
caffeine should be avoided late in the night shift
because it can interfere with daytime sleep qual-
ity, he says. “Short naps before and during night
shifts can be useful for reducing sleepiness dur-
ing night shifts,” says Smith. “Longer naps
should be avoided because they can lead to grog-
giness upon awakening.”  ■

Is a no-fit respirator 
on the horizon?
NIOSH seeks advances in N95 design

Imagine a disposable respirator that fits well right
out of the box. Or perhaps even a respirator

that’s inexpensive and requires no annual fit-test.
Such respirators are at least two years away,

but major improvements in respirator technology
are on the horizon. The National Institute for
Occupational Safety and Health (NIOSH) is final-
izing a proposed rule that will require manufac-
turers to design respirators that fit 10 designated
facial widths and lengths.
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For more information on improving productivity of night
shift workers, contact:

• Mark Smith, PhD, Post-Doctoral Fellow, Rush
University Biological Rhythms Research Lab, Chicago.
Phone: (312) 563-4783. Fax: (312) 563-4900. E-mail:
Mark_Smith@rush.edu.
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“It would increase the probability that a given
mask would fit the workers at a worksite,” says
Roland BerryAnn, deputy director of NIOSH’s
National Personal Protective Technology
Laboratory. “They are expected to have to do fewer
trials of different masks in order to get one to fit.
An acceptable fit should be easier to achieve on
most workers.”

Meanwhile, NIOSH is asking researchers, man-
ufacturers, and users to envision a respirator of
the future. The goal: A high level of protection
with better fit and no fit-test.

So far, both science and consumer demand
have been lacking when it comes to creating the
ideal respirator for hospital workers. The dispos-
able filtering face piece respirators, such as the
N95, are popular because they’re inexpensive,
notes Lisa Brosseau, ScD, CIH, associate profes-
sor in the School of Public Health, Division of
Environmental Health Sciences, at the University
of Minnesota in Minneapolis.

While you might be able to walk into a shoe
store and pick from a wide range of sizes, respira-
tors usually come in small, medium, and large.
“[Consumers] are not willing to pay $100 for the
respirator like you might for a pair of shoes. The
money isn’t there,” she says.

Neither is the science. There are actually a lot
of facial features that may affect fit — such as the
size and shape of a person’s nose, Brosseau says.
During work, the employee is moving and talk-
ing, which also affects the fit. Researchers still are
trying to determine how to design respirators
that fit snugly, can be worn comfortably, and pro-
vide adequate protection on different facial types,
she says. “We are still pretty much guessing in
what makes a respirator fit well over time, during
the day and during activities. That’s sort of sur-
prising given how advanced we are in other
areas,” Brosseau says.

NIOSH also defined research gaps in its “action
plan,” released in 2008. NIOSH will sponsor
research in those areas, says BerryAnn. Eventually,
NIOSH might find evidence to support a different
fit-testing protocol: training, test method, and fre-
quency. “There are more gaps in the science as to
what are the factors that affect fit or poor fit,
what’s the rate at which those dimensions change
on a person, and how can you tell if they
change,” he says. “Once we have some of those
answers from research, it will be easier to under-
stand whether a different frequency or methodol-
ogy may be appropriate.” 

Meanwhile, manufacturers have tried changes

in respirator design, including:
• Adhesive edges: If the greatest concern

about leakage is around the face seal, what if you
created a true seal with adhesive? This technol-
ogy creates some concerns about comfort, as
workers must peel it off their face and the tight fit
might make it hot and moist inside the respirator. 

FaceSeal Technologies of Toronto makes such a
mask, which it calls ViraMask, and touts its low
breathing resistance and “built-in evaporative
cooling design.” Because of the adhesive, the
mask comes in just one size, which the company
says is a “universal fit.” (NIOSH has certified
ViraMask as an “escape-only” emergency respira-
tor, which means it can be used to escape from a
hazardous work environment but not worn in the
workplace.) 

• Duck bill or fan-folds: Respirators shaped
like a duck bill and are said to be more comfort-
able and provide a better fit than cone-shaped
respirators. Other manufacturers have created
respirators with folds to make the fit more con-
forming to the face. For example, Alpha Pro Tech
of Salt Lake City touts its “magic arch” as a “one-
size-fits-all” design. Brosseau says she isn’t aware
of any data that compare the folded respirators
and their fit characteristics.  ■

Questions about pandemic
use of respirators
Current models difficult to use, studies show

In an influenza pandemic, health care workers
might find their respirators difficult to tolerate

for long hours. Without additional training, they
also are likely to forget how to don the respirator
properly or even which respirator model they
should wear.

Those are the findings of two recent studies
that raise questions about the state of respiratory
protection for health care workers.1,2 They under-
score the need for respirators that are designed
specifically for health care, researchers say.

“We expected to find one or two of the models
we were using to be reasonably well-tolerated so
we could have health care workers wearing them
for most of their work shift,” says Lewis J.
Radonovich, MD, director of the Center for
Occupational Safety and Infection Control in the
Veterans Health Administration and director of
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Biosecurity Programs at the Malcolm Randall
Veterans Affairs Medical Center in Gainesville,
FL. “It doesn’t matter what type of respirator
you’re wearing,” he says. “Health care workers
don’t seem to tolerate them for long periods.”

Health care worker confidence in their respira-
tory protection not only affects their safety on the
job, but it could impact their willingness to work
during a pandemic, Radonovich notes. “We
would want to pick a respirator that is as com-
fortable as possible and effective,” he says.

Meanwhile, Canadian researchers questioned
large-scale efforts to fit-test health care workers.
Employees who are fit-tested but then don’t wear
a respirator for six months or longer often forget
how to wear them with the best fit.

A. Mark Joffe, MD, FRCPC, medical director
of infection prevention services at Royal
Alexandra Hospital in Edmonton, says, “Fit-test-
ing large groups of people who then don’t use the
respirator might not be a good strategy.” They
looked at whether their  employees could take a
respirator out of the box, put it on, and achieve
an adequate fit, Joffe says. “About half of them
did,” he says. “For employees who don’t use the
respirator very often, they don’t do much better
by fit-testing and training them than by just tak-
ing it out of the box.”

References
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Low-carb diets can affect
dieters’ cognition skills

Astudy from the psychology department at
Tufts University shows that when dieters

eliminate carbohydrates from their meals, they
performed more poorly on memory-based tasks
than when they reduce calories, but maintain car-
bohydrates. When carbohydrates were reintro-
duced, cognition skills returned to normal.

“This study demonstrates that the food you eat
can have an immediate impact on cognitive
behavior,” explains Holly A. Taylor, PhD, profes-

sor of psychology at Tufts and corresponding
author of the study. “The popular low-carb, no-
carb diets have the strongest potential for nega-
tive impact on thinking and cognition.”

The study, “Low-carbohydrate weight-loss
diets. Effects on cognition and mood,” appears in
the February 2009 edition of the journal Appetite. 

While the brain uses glucose as its primary
fuel, it has no way of storing it. Rather, the body
breaks down carbohydrates into glucose, which
is carried to the brain through the blood stream
and used immediately by nerve cells for energy.
Reduced carbohydrate intake should thus reduce
the brain’s source of energy. Therefore,
researchers hypothesized that diets low in carbo-
hydrates would affect cognitive skills.

Study participants included 19 women ages 22-
55 who were allowed to select the diet plan they
preferred: either a low-carbohydrate diet or a
low-calorie, macronutrient balanced diet recom-
mended by the American Dietetic Association.
Nine women chose a low-carbohydrate diet, and
10 selected the low-calorie diet.

“Although the study had a modest sample size,
the results showed a clear difference in cognitive
performance as a function of diet,” says Taylor.

The 19 dieters completed five testing sessions
that assessed cognitive skills, including attention,
long-term and short-term memory, visual atten-
tion, and spatial memory. The first session was
held before participants began their diets. The
next two sessions occurred during the first week
of the diet, which corresponded to the week
when low-carb dieters eliminated carbohydrates.
The final two sessions occurred in week two and
week three of the diets, after carbohydrates had
been reintroduced for those on the low-carb diet. 

“The data suggest that after a week of severe
carbohydrate restriction, memory performance,
particularly on difficult tasks, is impaired,”
Taylor explains.

Low-carb dieters showed a gradual decrease
on the memory-related tasks compared with the
low-calorie dieters. Reaction time for those on the
low-carb diet was slower, and their visuospatial
memory was not as good as those on the low-
calorie diet. However, low-carb dieters actually
responded better than low-calorie dieters during
the attention vigilance task. Researchers note that
past studies have shown that diets high in pro-
tein or fat can improve a person’s attention in the
short-term, which is consistent with the results in
this study.

Participants also were asked about their
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hunger levels and mood during each session. The
hunger-rating did not vary between participants
on a low-carb diet and those on a low-calorie
diet. The only mood difference between dieters
was confusion, which was higher for low-calorie
dieters during the middle of the study. “Although
this study only tracked dieting participants for
three weeks, the data suggest that diets can affect
more than just weight,” says Taylor. “The brain
needs glucose for energy, and diets low in carbo-
hydrates can be detrimental to learning, memory,
and thinking.  ■

Flu syringe debacle points
to priority of sharps safety 
Novartis syringes had no safety feature

When a local public health department in
California opened packages of FluVirin pre-

filled syringes to start the flu immunization cam-
paign, the vaccine administrators were stunned.
Contrary to federal law and regulation, the
syringes had a fixed needle with no safety device.

The California Department of Health had
received 50,000 of those syringes through the
Centers for Disease Control and Prevention (CDC),
but the packaging did not indicate that they had a
fixed, conventional needle. California immediately
contacted Novartis, the manufacturer, and the CDC
to substitute the syringes for a safe version.

Nationwide, CDC contracted for 200,000 of the
FluVirin syringes that were delivered to 17 states
with fixed, conventional needles. It was up to the
consumers — the health departments or private
customers — to swap them for other syringes or
multidose vials. To sharps safety experts, the inci-
dent highlights the need for greater vigilance and
a renewed focus on sharps safety. In fact, after an
initial significant drop in needlesticks after the
Needlestick Safety and Prevention Act of 2000,
sharps injuries have reached a plateau, according
to available tracking data. 

“The idea of needle safety hasn’t penetrated
through the whole medical culture,” says June
M. Fisher, MD, director of the TDICT (Training for
Development of Innovative Control Technologies)
Project in San Francisco. “I think this is the most
egregious example of that. How else could you
explain it?”

In fact, a spokeswoman for Novartis Vaccines

in Cambridge, MA, seemed unaware of the fed-
eral law and Occupational Safety and Health
Administration regulation. “The fixed 5/8-[inch]
needle has been FDA-approved and CDC-sup-
ported, and it’s been available in the United
States since 1993,” says Beth Birke, director of
global vaccines communication.

However, Birke said Novartis notified all cus-
tomers — both public health departments and
private customers — that they could exchange
the syringes for “alternate presentations.”
Novartis will not sell the fixed needle syringes in
subsequent flu seasons, she says.

In its Vaccines for Children program, the CDC
contracts with four manufacturers for flu vaccine.
Traditionally, the pre-filled syringes have a Luer-
Lock, which enables the user to insert their pre-
ferred safety-engineered needle. The contract
didn’t specify that the syringes needed to have a
safety device or a Luer-Lock because this had never
been an issue before, says Jeanne M. Santoli, MD,
MPH, deputy director of the Immunization
Services Division in the CDC’s National Center 
for Immunization and Respiratory Diseases. “We
knew we were getting pre-filled syringes. We did
not realize they had staked needles attached,” she
says. “We weren’t intending to contract for needles
with syringes.

“We purchased 12 to 13 million doses to be
available to state programs [of which about
200,000 were the fixed needle syringes]. This is a
relatively small part of our total purchase, but it’s
an important issue,” she says. “Our contracts in
the future will address the fact that staked nee-
dles are not something we want to enable state
programs to purchase.”

The CDC states that one of its seven “health
care challenges,” or goals, is to “eliminate occu-
pational needlestick injuries among health care
personnel.” However, that goal was set by CDC’s
Division of Healthcare Quality Improvement,
while the vaccine was ordered by the
Immunization Services Division.

Employers carry burden of compliance

Under the needle safety law and bloodborne
pathogen standard of the Occupational Safety
and Health Administration (OSHA), employers,
not manufacturers, carry the responsibility for pro-
viding safe sharps. Hospitals and other device
purchasers must influence the market by demand-
ing safer products, sharps safety experts say. 

The Food and Drug Administration approves
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medical devices, but it considers only patient-
related issues and not worker safety. Purchasers
can feel confounded when they receive pre-filled,
non-safety syringes or open kits that contain con-
ventional devices.

Gina Pugliese, RN, MS, vice president of the
Premier Safety Institute, part of the Charlotte,
NC-based Premier health care alliance, worked
for years to convince manufacturers not to sell
pre-filled syringes with fixed, conventional nee-
dles or kits with nonsafety syringes. “I’m sur-
prised that in 2008, that there would be a
pre-filled vaccine made without a safety needle,
considering OSHA has specifically mandated
safety devices since 2001,” Pugliese says. 

“We’re not talking about a syringe that could
be used for research,” she says. “The implication
is that it would be injected into a patient and
therefore put the [vaccine administrator] at risk.”

In fact, it was a shock for health care pur-
chasers, as well. MaryAnn Gruden, MSN, CRNP,
NP-C, COHN-S/CM, employee health coordinator
at Western Pennsylvania Hospital in Pittsburgh,
opened up packages two days before her flu vac-
cine campaign, prepared to place safety needles on
syringes with Luer-Locks. She was taken aback by
the fixed needle, but she felt she needed to move
forward with her vaccination campaign. “It’s really
unnerving to me to have a needle without a safety
feature on it,” says Gruden. “How can they put this
out without any safety [feature]?”

That question has been asked by many, and that
might be a powerful impetus for change, says
Pugliese. “When something like this happens, it
really provides an opportunity to take a closer look
at an issue,” she says.  ■

Tell employers: Don’t 
use nonsafety syringes

While the role of manufacturers in sharps
safety may be debated, there’s no question

about an employer’s responsibility.

“It’s not permitted to use a conventional nee-
dle where there are acceptable alternatives, and
there certainly are acceptable alternatives [to con-
ventional pre-filled vaccine syringes], some of
them manufacturer by the same manufacturer
[who produced the nonsafety devices],” says
Deborah Gold, MPH, CIH, senior safety engineer
in the research and standards health unit at 
Cal-OSHA in Oakland.

Health care employers need to make their pref-
erences known to manufacturers, says Dionne
Williams, MPH, senior industrial hygienist with
the Occupational Safety and Health Administration
(OSHA). “Any kind of injection or vaccination is
going to raise the same issues if you’re using an
unprotected needle,” Williams says. “I know that
manufacturers are interested in being a part of the
process. They’re in business to sell devices. If they
make a device and it’s not selling, it’s not going to
be beneficial to them.”  ■
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■ What to do if you suspect
workers’ comp fraud

■ Steps to take for return-to-
work after musculoskeletal
injury

■ Why employees are being
given home screening tests

■ How to get workers to
obtain more preventative care

COMING IN FUTURE MONTHS

CE Objectives / Instructions
The CE objectives for Occupational Health Management
are to help nurses and other occupational health
professionals to: 
•  Develop employee wellness and prevention programs to
improve employee health and productivity.
•  Identify employee health trends and issues.
•  Comply with OSHA and other federal regulations
regarding employee health and safety.  

Nurses and other professionals participate in this
continuing education program by reading the issue, using
the provided references for further research, and studying
the questions at the end of the issue. 

Participants should select what they believe to be the
correct answers, then refer to the list of correct answers
to test their knowledge. To clarify confusion surrounding
any questions answered incorrectly, please consult the
source material. 

After completing this semester’s activity, you must
complete the evaluation form provided in the June issue
and return it in the reply envelope provided in order to
receive a letter of credit. When your evaluation is
received, a letter of credit will be mailed to you.  ■
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CE questions

9. Which of the following developments are
occupational health professionals likely to see
in light of the current recession? 
A. Responsibilities of occupational health pro-
fessionals are being strictly limited to clinical
and primary care.
B. Occupational health and safety is being
combined into a single job description.
C. Fewer occupational health nurses have
responsibility for safety.

10. Which is recommended when asking for
resources, according to Catherine M. Pepler,
RN, ASN, BS MBA, COHN-S/CM, FAAOHN,
director of site operations at Take Care Health
Systems?
A. Overstate financial needs to be sure you
don’t end up lacking necessary resources.
B. Don’t include time employees will be away
from the job.
C. Avoid mentioning that some outcomes will
take time to give a return on investment.
D. Overstating your financial needs is just as
detrimental as understating your needs.

11. Which workers are at high risk for chronic dis-
ability after a back injury, according to a new
study published in Spine?
A. Workers who rated their initial disability
lower.
B. Workers who had pain only at a single site.
C. Workers with pain spreading down into the
leg.
D. Workers without previous injuries resulting
in more than one month off work.

12. Which intervention is helpful for a “regular”
night shift worker?
A. Reducing exposure to bright light while
working.
B. Wearing sunglasses during commutes
home. 
C. Waiting several hours before sleeping after
night shift is over.
D. Taking a lengthy nap in the middle of a
shift.

Answers: 9. B; 10. D; 11. C; 12. B. 
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