
Teamwork, convenience drive long-
term weight loss program success
Occ-health professionals also buying into low-carb approach

With more employers recognizing the real costs of overweight
employees and getting behind weight management programs,
why do the headlines continue to scream that Americans are the

fattest people in the world? Does anybody know the secret to successful,
long-term weight loss?

In a series of interviews, the experts shared their thoughts on what has
worked — and what hasn’t — in their own workplace efforts. 

“The key is to change lifestyle behavior,” says Lady Ellen Clark, COHN-
S, CCM, corporate director of health services for San Antonio-based manu-
facturing company C.H. Guenther & Son Inc. “I was blessed to have senior
officers really promote it from the very top. With that, I was able [in 2001]
to get my very first decent budget.”

“We tell them they are going to be in a weight management program for
life,” adds Missy Dubyak, COHN-S, a nurse with Lockheed Martin in
Manassas, VA, citing the importance of a realistic approach to long-term
success. “The camaraderie of teammates also offers great encouragement.” 

She adds that all the recent publicity surrounding obesity actually can
be turned into positive reinforcement of her wellness message. “It makes
it easier for me as a practitioner to get people to do what I want them to
do,” she says. 

Lewis Schiffman, president of Atlanta Health Systems, a wellness con-
sulting firm, adds: “To begin with, [you must] raise peoples’ levels of
awareness — that this is in fact a problem that is costing everybody. It’s
particularly important for employees to realize that health benefits are a
finite resource; and that if people continue to incur health care costs for
preventable illness [due to obesity], no company will be able to afford to
buy health benefits for their employees. Everyone must recognize their
responsibility in protecting the future of their health care benefits.” 

Schiffman also counsels realism. In a program he currently offers at
Atlanta Gas Light Resources (AGL), he presents it as a beginning — not
an end in itself. “It’s being done in a more informal way, with friendly
competition, fun, and a chance for everyone to win,” he explains. “At the
end, those who want more help can be referred to a more formalized
intervention program.”
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The Atlanta-based American Association 
of Occupational Health Nurses (AAOHN)
recently conducted a survey of 10,000 Ameri-
cans, only 2% of whom claimed participation in
an employee-sponsored weight management pro-
gram. Nevertheless, 48.5% of those who said they
had participated indicated they had reached and
maintained their weight loss goals. Here are some
of the keys to a successful program, according to
AAOHN: 

• Management involvement
• Recruit employees
• Promote often
• Enlist trained professionals
• Encourage team atmosphere
• Share successes 
The survey respondents who had been success-

ful attributed that success to the following:

• Built-in support group
• Trained professional guidance
• Convenience
• Encouragement/employer incentives
Nearly all of these factors were touched on by

the occ-health experts interviewed by Occupational
Health Management.

An uphill battle?

Despite the fact that many occupational health
professionals apparently know what works (or
what should), they are sometimes fighting an uphill
battle against a number of dynamics in our society,
notes Schiffman.

“Obesity is definitely the No. 1 health risk and
threat in the country today, and we are undoubt-
edly the fattest country in the world; but before
we fix the problem, we have to understand why
we have it,” he observes.

Here, says Schiffman, is the challenge we face:
“In the same way that the tobacco industry has set
out to addict young people to cigarettes, the junk
food industry has set out to addict children to
sugar, salt, grease, and white foods with no nutri-
tional value, and they’ve done this through adver-
tising and through invading schools with their
products [in vending machines] and making it
more attractive for children to make poor choices.
Kids who get addicted to these foods become over-
weight and become overweight adults, and teach
these same poor eating habits to their children, who
also become overweight.” 

This makes combating weight gain in the
workplace a sensitive issue for a lot of people, he
notes. “Many workers believe employers should
not tell them what to eat,” says Schiffman. “Many
of them have eating disorders and/or food addic-
tions they believe they have little control over.”

Weight also is something that affects peoples’
self-esteem, and so companies, in implementing
programs, must be sensitive to presenting them
in a very positive light, he continues. “Most peo-
ple who are overweight have tried to lose it at
one time or another, and because of using ineffec-
tive methods, they have gained the weight back
and more. In these cases, their unsuccessful
attempts at dieting have made them feel guilty,
and in turn made them want to eat more.”

Success still possible

Despite these obstacles, many occ-health profes-
sionals can and are being successful. For example,
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Clark says she began an aggressive wellness pro-
gram in May 2001 and has achieved impressive
results.

“We started with an on-site WeightWatchers
program almost three years ago,” she recalls.
“We’ve had a core of 25-35 people in that. Within
a year’s time, they lost over 1,000 pounds, and in
2½ years a total of 1,682 pounds.”

Some employees stayed on the program the
whole time, while some went off and on, Clark
notes. “We looked at and researched all [the weight
loss programs], and what we found most success-
ful with WeightWatchers was moderation, pushing
water, and eating fruits and vegetables.” 

What she particularly liked about WeightWatch-
ers was that with a point-counting system, employ-
ees could eat what they wanted, but it also taught
employees to make better eating decisions.

The company partially underwrote the sessions,
so employees paid $5 instead of $13. “We still have
a good strong core group who are lifetime mem-
bers [those who have reached and stayed at their
goal weight],” says Clark. “They may gain five or
10 pounds, but then they start counting points
again. I’m one of them; I lost 45 pounds, and I
don’t sacrifice anything in terms of food. What I
learned is to go back to basics, and change my
lifestyle behavior.”

She admits she arrived at these conclusions

after “a lot of trial and error.” She began
with a comprehensive walking program,
using American Express [Amex] gift cer-
tificates as incentives for reaching goals.
“But nobody cared much about the incen-
tive of Amex gift certificates,” Clark says.
“There needs to be a lifestyle change, and
it has to be an internal change you want.”

Much of the budget was transferred to
giving health risk appraisals and blood
draws each year. “Much of our nutritional
success stories have been because of that,”
she says. “Our population is sedentary
and overweight. They get their report,
read the warning signs, and we try to be
available to them and get them to good
physician sources and early intervention
on what risks are there.”

This approach, Clark notes, “has been
super successful.” In the past two years, she
reports, 79% of the participants have not
only achieved their weight loss goals but
have maintained them for a second year.
“These are hard, effective data,” Clark
asserts. 

At the Lockheed Martin facility in Manassas,
each employee belongs to the nearby Freedom
Center, which includes a very large swimming
pool and a track. The cost is underwritten
entirely by the company.

“It’s almost as good as having something in the
building, but in some ways it’s even better — it’s
outside, but close enough that you can go for
lunch,” says Dubyak.

One reason this benefit was added was to
support weight management efforts, she notes. 
“We have WeightWatchers on site. We also offer
pedometers for people to use when walking on site,
if they are shy about going to Freedom Center.”

Membership in the center, which is an $855
benefit from the company, engenders cama-
raderie, says Dubyak. “When you first join, you
get a personal trainer for an hour,” she notes.
“You also fill out a personal wellness evaluation
questionnaire.”

Because a lot of people at the site have been
together 15-20 years, the team spirit is a logical
point of inspiration. Dubyak says that the mem-
bership benefit has been “well worth the invest-
ment.” She adds, however, that a proactive staff
are also important. 

“With employees over 40, some have had
teammates who have had surgery or have even
died [due to obesity complications],” Dubyak
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says. “Some have opted for gastric bypass. But
our diabetes rate has been awful. To prevent bad
complications, we nag them. We give them a
pedometer, and tell them to go out and see what
they can do.” For the very obese workers, she
adds, water aerobics at the Freedom Center are
recommended.

AGL Resources in Atlanta is currently sponsor-
ing a weight loss challenge, where each of its
offices is given a scale that measures body fat as
well as weight. “People sign up to participate in
the program, and are eligible to win a variety of
prizes from a weekend at a bed & breakfast inn 
to pedometers and exercise equipment,” says
Schiffman. “They also participate in a nutrition
and weight management seminar, and have the
availability of a nutritionist to provide coaching
for them.” Thus far, he reports, more than 30% of
the work force has signed up to participate.

Schiffman offers these additional strategies
companies can try to reinforce their weight man-
agement efforts:

• Take out the junk food machine and discour-
age employees from serving unhealthy foods at
company meetings. “If the company is paying for
the food, why would they want to invest in some-
thing that is increasing peoples’ future risk of illness
and diminishing their job performance today?” he
poses. “Yes, employees do like this junk food and
yes, some of them are going to do it anyway; but

why make it easy and convenient and tacitly lend
your support and approval?”

• Buy water filters and encourage people to
drink more water: “One of the common causes 
of fatigue at work is dehydration,” Schiffman
explains. “When people get fatigued, rather than
reaching for water, their usual choices are Coke,
coffee, and a Snickers bar or a Mountain Dew. All
of these further dehydrate you and add to the
problem.”

Don’t let them eat carbs

Nutrition is a critical component of any weight
loss program, and all the media attention being
paid recently to different low-carb diets may
have the general public confused, but profession-
als are clear on what should be recommended to
employees.

“For starters, diets don’t work; by their very
nature, they are temporary,” Schiffman explains.
“When you go on one, it means at some point you
will go off it. We want to help people develop bet-
ter eating habits to maintain long-term health.”

Schiffman says that nutritionists have known for
many years that white foods such as white pasta,
white rice, white bread, corn, potatoes, and sugar
are nutritional losers. “They also are addictive; the
more you eat, the more you want to eat, and they
actually rob your body of vital nutrients,” he says.
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“This contributes to diabetes and functional low
blood sugar.” 

However, he adds, all carbs are not equal, and
all are not bad. “We do want to eat some whole
grains; certainly, we want to maximize and be
appreciative of the carbs we receive from fruits,
vegetables and legumes [beans], all of which help
speed the transit time of our food and help pro-
tect our blood vessels,” he says.

Animal products, on the other hand, are not
healthy, he maintains. “They take a long time to
digest, they increase the risk of colon cancer, and
the antibiotics and hormones fed to commercially
raised animals weaken your immune system and
are considered by many a causal link to cancer,”
he says. Recognizing, however, that most people
are not vegetarians, he recommends “eating
range-fed animals raised without hormones and
antibiotics — and eat them in moderation.”

Schiffman is a big advocate what he calls the
diversity diet. “Stay away from white foods and
eat foods with more natural color,” he says, not-
ing his approval of a food pyramid designed by
Walter Willett, MD, DrPH, of Harvard Medical
School. (See article, right.)

“I recommend everything in moderation —
eating balanced meals,” says Clark. “The key is
pushing water; if there’s not enough, your body
wants retain water and you bloat.”

Like Schiffman, she also recommends a color-
ful diet. “You should learn to like all colors of
fruits and vegetables; they are high in fiber, they
are nutritional and they fill you up, leading to
small portions of proteins.” 

Clark also brought in a nutritionist from Texas
A&M to speak with employees. “She taught peo-
ple how to cook healthily,” she explains. 

“I sit down and counsel employees within a
direction they choose,” says Dubyak. “Some
employees are on Weight Watchers; the problem
is they allow them the sugars, which re-addict
them. My belief is it leads to more malignancies
that we’re seeing.” 

In terms of nutrition, Dubyak advises employ-
ees to consider the Atkins diet, Suzanne Somers’
diet, Sugar Busters — any of the low-carb diets.
“Because of the ketosis factor, I tell them not to be
so rigid,” she notes. “For example, Atkins may
recommend 22-32 grams of carbs a day. I’ll sit
down with an employee and say, ‘I think 30 may
be low for you; how about aiming for something
a bit higher?’ I suggest they start exercising, too,
and then come back and see me.”

Employees also have to be educated about

reading labels, she says. “But that’s easy; people
are not stupid — they can definitely be educated.”

Education, then, can be added to the long list
of Do’s for successful weight loss programming.
“The issue of excess weight is a health, perfor-
mance, and bottom-line issue for all companies,
and it also must be handled with sensitivity,”
Schiffman concludes.

[For more information, contact: 
• Missy Dubyak, COHN-S, Lockheed Martin,
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A different look 
at the Food Pyramid

Practically everyone remembers the highly
touted Food Guide Pyramid, unveiled by the

U.S. Department of Agriculture in 2002. In just 
a few short years, however, it seems to have
become outdated.

The base of the pyramid is represented by
breads, cereals, rice and pasta, and includes a
recommendation of five to 11 servings a day.
Such a recommendation, of course, would make
an Atkins diet advocate cringe.

So, what might an alternative pyramid look
like? One such option, which was actually pub-
lished in August 2001, was put forth by Walter
Willett, MD, DrPH, of Harvard Medical School in
his book Eat, Drink, and Be Healthy (Simon &
Schuster, New York City).

Saying the Food Guide Pyramid is “built on
shaky scientific ground,” Willett proposes the
alternative Health Eating Pyramid. It recommends
sharply restricting red meat, potatoes, and refined
grain products such as white bread; limiting dairy
products to one or two servings a day; replacing
unhealthy saturated fat with healthier unsaturated
vegetable oils; and emphasizing whole grains,
fruits, and vegetables.

Thus, in Willett’s pyramid, red meat, butter,
potatoes, sweets, white bread, white rice, ordi-
nary pasta, and other refined grain products are
placed in a small area at the top, with the recom-
mendation “Use Sparingly.”

The base of the pyramid includes whole-grain
foods, such as brown rice and whole-wheat
bread, and vegetable oils such as olive and
canola. Like the Food Guide Pyramid, Willett’s
puts fruits and vegetables in the middle. It also
recommends a daily multivitamin and allows alco-
hol “in moderation.” The book also includes
recipes and menus. ■



Manassas, VA. Telephone: (703) 367-2901. E-mail:
missy.dubyak@lmco.com.

• Lady Ellen Clark, COHN-S, CCM, Corporate
Director of Health Services, C.H. Guenther & Son
Inc., San Antonio, TX. Telephone: (210) 351-6326. 
E-mail: lclark@chguenther.com.

• Lewis Schiffman, Atlanta Health Systems, 2516
Wowona Drive, N.E., Atlanta, GA 30319. Phone: (404)
636-9437. E-mail: Atl_health@mindspring.com.] ■

CIGNA study supports 
integrated benefits 
Disability, health care work in tandem 

Anew study by Philadelphia-based CIGNA
confirms what a number of occ-health pro-

fessionals have been asserting: the integration 
of disability and health care programs can help
return disabled employees to work more quickly,
or even prevent absences, and can also lower
total benefit costs. As a result, CIGNA will insti-
tute discounts of between 3% and 7% for clients
who purchase short-term disability (STD) and
long-term disability (LTD) coverages in conjunc-
tion with CIGNA medical coverage.

The study, called “The Disability and Healthcare
Connection . . . How Strong Is the Link?” examined
STD claims data from 60,000 employees in 156 com-
panies and compared results of those covered by
both CIGNA STD and medical care with those cov-
ered by CIGNA STD and a different medical insur-
ance carrier. Among the key findings:

• The duration of short-term disability, and
how quickly the employee returns to work full
time, is better for those with an integrated dis-
ability and health care program.

• While chronic illnesses such as heart disease,
diabetes, and low back pain represent 26% of the
medical episodes that lead to a disability, they
account for 56% of STD-related medical costs.

• A full 45% of the expense of treating depres-
sion and other mental health conditions stem
from individuals who seek treatment for disabili-
ties other than mental health, such as low back
pain or heart disease.

• Both direct and indirect STD claim-related and
medical costs often continue after return to work.

• Most of the top drivers of short-term disabil-
ity costs match the top drivers of medical costs.

A closer look at the numbers indicated that for

a hypothetical employer with 3,000 employees,
integrated coverage results in savings of between
$100,000 and $200,000 in direct disability costs,
and up to $500,000 in indirect costs (lost produc-
tivity, costs of hiring and training temporary
replacement workers).

This is the this first time CIGNA has done a
study like this, says Jay Menario, CLU, senior
vice president CIGNA group insurance market-
ing and strategy, who noted the study period was
2001-2003.

“We are one of the few providers who offer
both [STD and medical coverage] under one
umbrella, and we finally said, if our intuition tells
us this improves outcomes and saves money, let’s
validate it,” he explains, adding that “When we
are dealing with customers and consultants, they
often ask whether the benefits of integrated cov-
erage can be validated.” 

The move to integrated coverage is “more
employer-driven,” Menario observes. “They want
ways to save dollars in benefit plans and where
there are synergies and overlaps and redundan-
cies. With medical costs rising, they like to do
what they can save to money.”
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Passing along the savings, he adds, is a win-
win. “For the most part, employers want quality
coverage — they want to take care of employee
wellness, but they want to find efficiencies and
pay less — and rightfully so,” says Menario. “If
we can help them save real dollars, it helps them
and it helps us.”

Implications of study

What are the implications of these findings for
occupational health professionals? There are sev-
eral important messages, says Menario. 

“First, there should be proactive outreach,” he
advises. “We can get notification from the medical
area even before a disability event has occurred.”
For example, Menario says, if an employee is
admitted to the hospital, it will often be clear that
this will be a disability case. “We can begin the pro-
cess before they even file; reach out to them and
say, ‘Here’s a claim form,’” he notes. “Early notifi-
cation helps us either keep employees at work, or
get them back to work sooner.” 

Since the study shows that chronic illnesses
account for more than half of all STD-related
medical costs, Menario says, this indicates how
important it is to have good disease management
programs in place to address those chronic condi-
tions. “If the occ-health nurse or physician can focus
on those conditions and do good disease manage-
ment, you will not only see benefits to disability
costs, but also to medical costs,” he asserts. 

A third key message is the need to take a holistic
approach to claims. “Of all the people who had
some type of psychological or mental nervous con-
dition, 45% of the time it was the result of some
other condition,” notes Menario. “For example,
chronic back pain can yield depression. If you treat
a mental health disability as only a psych claim,
you may miss the root cause of the condition.”

It’s also important, says Menario, to recognize
that even when employees are back at work, they
may not be ready to perform at a 100% level. 

“You might want to think of those employees
almost as the walking wounded,” he says. “It’s
great they’re back at work, but they may not be
as productive as they could be. For example, they
may have a lingering problem; when you can be
cognizant of that, you can see if there’s anything
you can do to make the work environment more
productive and comfortable.”

Without that approach, he says, the employees’
productivity and perhaps even their health may
suffer. He notes that an earlier CIGNA study

showed that some returning workers who experi-
ence high levels of anxiety face the chance of
greater stress levels, and perhaps even a recur-
rence of injury.

A new paradigm

The combined import of the study’s findings
leads logically to what CIGNA calls a new
paradigm for looking at benefits. (See above fig-
ure.) Under the old paradigm (see figure, p. 66), a
disability event was considered to start when an
employee filed a disability claim, and ended when
he returned to work. Based on the study’s findings,
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however, when employees have a disability and are
out of work, this may also be a leading indicator of
their medical costs. 

For example, the study found, on average, the
total direct disability and medical cost of a short-
term disability is $13,094. Of this, $2,444 is associ-
ated with STD benefits and $10,649 with medical
benefits.

“In a way, this is a bit connected to the statis-
tics that showed chronic conditions represent
26% of medical episodes but account for 52% of
medical costs,” Menario explains. “In the past,
employers have always looked at disability and
medical costs as unrelated. This says that if you
really look at the real costs of STD’s you can’t just
look at the premium; you have to look at how
you use medical services.”

Which leads back to CIGNA discounting cover-
ages. “We saw two important statistics — the aver-
age duration of STD claims was reduced by 12%
[with integrated coverage] and the number of peo-
ple we were able get back to work full-time prior
to expiration of STD benefits increased by 6%,”
Menario notes. “That’s where we see savings in
terms of benefit dollars and reserves. If we didn’t
do the discounts up front, our customers would
see the benefits over time, but we were willing to
do the discount and offer the right rate at the right
time – we trust the data, and we trust that the
employers’ interests are aligned with ours.”  

[For more information, contact: 
• Jay Menario, CLU, Senior Vice President, Group

Insurance Marketing and Strategy, CIGNA, 1601
Chestnut St. (TL24E), Philadelphia, PA 19192. Phone:
(215) 761-6009. E-mail: jay.menario@cigna.com.] ■

Genetic discrimination 
legislation on the table
Act bogged down in the House

New legislation aimed at protecting workers
against genetic discrimination has passed

the Senate unanimously but is currently bogged
down in the House of Representatives, according
to an expert in workers’ rights.

“We’re not quite sure what will happen this
year,” says Jeremy Gruber, an attorney who serves
as the legal director for the National Workrights
Institute in Princeton, NJ. “The president is on

record as saying he would support and sign a
genetic nondiscrimination law, but he has not got-
ten involved in the congressional debate.” 

The Genetic Information Nondiscrimination
Act covers two major areas — health insurance
and employment rights. “These are really the two
prime areas where abuse of genetic information
can occur,” Gruber says. “What it would do in 
an employment context is prevent the acquisition
of genetic information and prevent the use of
genetic information. In the health insurance con-
text, it’s a bit more complicated; it would prevent
acquisition in certain circumstances, but it would
certainly prevent the use in all circumstances.”

Abuses already occurring

The need for such legislation is pressing, says
Gruber, because “there are abuses going on now.” 

Two noteworthy workplace cases have
resulted in legal action, he notes. “One was the
Burlington Northern Railroad case,” he relates.
“They were collecting genetic information from
employees who had filed workers’ comp [carpal
tunnel] claims, with the alleged intent to use the
information for purposes of claiming there was a
pre-existing condition, and that they therefore
would not be liable.” This case was settled a cou-
ple years ago, says Gruber.

The other case, which is several years older,
involves Berkeley Laboratories, a state-funded
laboratory loosely affiliated with the University
of California-Berkeley campus. “They were test-
ing employees for certain specific conditions,
including sickle-cell anemia,” he says. This case
also was settled out of court. 

“Both were cases where genetic information
was improperly acquired. We believe the employ-
ers were called to task before they actually used
it,” Gruber asserts.

There are a number of individual anecdotal
cases also alleging such discrimination, and,
almost more important, he notes, “is the chilling
effect the lack of legislation is having on individ-
uals’ willingness to get tested or to commit to any
type of scientific research program for fear the
information acquired will be used against them
absent a law to the contrary.” Another fear, he
adds, is that since we are talking about genetic
information, it is not necessarily isolated to a sin-
gle individual, but could in fact be used against
family members, and even future generations.

But what about existing laws, such as the
Health Insurance Portability and Accountability
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Act (HIPAA)? Don’t the confidentiality clauses
provide protection for employees in this area? 

“HIPAA obviously was a first step toward this
type of legislation, but this [new act] goes leaps
and bounds past it,” says Gruber.

One of the reasons such strong legislation is
needed, he asserts, is that “the employer has a
built-in incentive to discriminate against an
employee who has a family member with a
genetic predisposition.” 

Gruber notes that costs are understandably a
major concern for employers, “especially with an
employee who is currently healthy but [has a
genetic predisposition] for which the potential
cost of treatment could be quite high.”

Pre-employment screenings are another
opportunity for abuse, he continues. “Employers
spend a lot of time and money investing in a 
new employee,” he explains. “Under the ADA
[Americans with Disabilities Act], you can ask for
any type of information in a condition of employ-
ment medical exam. It’s quite easy for an employer
to access that type of information right now.”

The bottom line, says Gruber, is while there are
a number of state laws addressing these issues —
some better than others — “there is no federal
law protecting against discrimination for a
genetic predisposition.” 

[For more information, contact: 
• The National Workrights Institute, 166 Wall St.,

Princeton, NJ 08540. Telephone: (609) 683-0313. Web:
www.workrights.org. E-mail: info@workrights.org.] ■

NIOSH to study spa mold 
in nationwide research
Health hazards include respiratory problems

Acase of being in the right place at the right time
— or perhaps, more accurately, the wrong place

at the right time — led to an on-site visit by the
National Institute for Occupational Safety and
Health (NIOSH) at the Grove Park Inn Resort Spa
in Asheville, NC, and a plan to mitigate a health
hazard that had been causing employees to com-
plain of conditions including pneumonia, head-
aches, sore throats, and burning and watery eyes.

Such complaints might more typically be han-
dled over the phone, but they happened to coin-
cide with the criteria for a national research study

planned by NIOSH centering on Stachybotrys
chartarum, a fungus often found in the indoor
environment.

“We have a health hazard evaluation program
through which we can be asked for assistance by
employers or employees, or an organized group
like a union,” explains Ken Wallingford, CIH,
indoor environmental quality research coordinator
in the Morgantown, WV, laboratory field office of
NIOSH. “Typically, they are handled by phone, as
we get about 150 a year. But they had a working
population that was relatively large — about 32
employees who seemed like they had potentially
been exposed to Stachybotrys chartarum. So we paid
them a visit, collected bulk samples, had them ana-
lyzed, and they came back positive. So we asked
them if they wanted to be involved in our research
study.”

The initial health-related complaints came
from three spa employees. It is not so surprising
that an environment like this could be the source
of such a problem, as Stachybotrys chartarum is
known to grow in areas with excessive humidity,
water damage, flooding, and condensation. The
spa features several underground waterfalls,
pools, and massage treatment rooms.

Impetus for the study

What led NIOSH to undertake this study? “Back
in 1994, there was an outbreak of young children’s
deaths in Cleveland from pulmonary idiopathic
hemorrhage,” Wallingford recalls. “Researchers
from the CDC had hypothesized this had been due
to the mycotoxins produced by Stachybotrys char-
tarum. This created a toxic mold scare not unlike
what happened in the ’80s with asbestos.”

A subsequent CDC review by internal and
external expert panels, however, concluded there
was not enough information in the original study
to make a definite link. “It’s still an open ques-
tion: Do mycotoxins really cause considerable
health risks at the levels at which they are seen
indoors?” There are usually huge exposures in 
an agricultural, or outdoor, setting.

This is an important occ-health question,
Wallingford continues, “because we’ve never
been able make a direct link between health
symptoms of workers exposed to this mold and
the mycotoxins produced by this mold.”

One of the goals of the study is to determine
whether stachylysin, a blood protein, is related
to mold exposure. A NIOSH medical officer
took blood samples from 32 inn workers to 
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test for the protein.
“Now that researcher have blood proteins that

are thought to be produced from exposure to spe-
cific molds, if it proved that this is a good bio-
marker of exposure, it may be one sure way to link
exposure to a particular mold and maybe to deter-
mine if the symptoms are caused by a particular
mycotoxin,” Wallingford explains.

At really high doses, such as found in agricul-
ture, mycotoxin does cause internal hemorrhage,
says Wallingford. “At lower levels, there is a vari-
ety of different conditions that have been sug-
gested, but never proved.” 

Benefits for Grove Park

While it is far too early in the process for any
answers to be given, the Grove Park resort already
has benefited. “Since this came to us as a health
hazard request from employees, we didn’t just do
a research study,” says Wallingford. “There was
enough environmental data there to help them
identify where the problem was and to take proac-
tive steps to fix it — which they’ve done.”

NIOSH told the spa specifically where the prob-
lem areas were and suggested they be cleaned up
and that the water damage be repaired. “We told
them where their moisture problems were and,
through an outside consulting group, they devel-
oped their own proactive remediation,” says
Wallingford. “We did not specify what they
needed to do — just what the problem was and
where it was.” 

As for the nationwide study, it currently is just
in the pilot phase, reports Wallingford. “I think
we can get enough people — 100 or so individuals
who’ve been exposed and [a like number of] con-
trols — to give us a good idea of whether this a
viable biomarker of exposure,” he notes. “Then, if
the answer is yes, we can go on to a larger study.” 

In this phase, Wallingford adds, he is looking for
five or six facilities, which he hopes to sign up by
September. “We are actively recruiting,” he asserts,
noting that worksites that are interested in partici-
pating can contact him directly.

The results of the study could be of great bene-
fit to employers and employees, Wallingford says.
“It would be a very quick, easy, and inexpensive
way to determine if a worker has been exposed to
a mycotoxin-producing mold,” he asserts.

[For more information or to volunteer your work-
site for the NIOSH study, contact:

• Ken Wallingford, CIH, Indoor Environmental

Quality Research Coordinator, NIOSH Laboratory
Field Office, Morgantown, WV. Telephone: (513) 841-
4327. E-mail: kwallingford@cdc.gov.] ■

Needle safety still a 
top hospital priority 
Facilities share advice on progress

Two years after needle safety became a mandate
nationwide, hospitals face what may be their

greatest challenge: keeping the momentum going.
It’s tempting to feel that the job is just about

done. Needle safety committee members may
start missing meetings. Meetings may be delayed.
Newer devices might be overlooked. But the U.S.
Occupational Safety and Health Administration
(OSHA) requires an ongoing commitment to nee-
dle safety. And so should you. 

In fact, success in reducing needlesticks in
some areas should be an impetus for doing even
better, says Paula Bowers, MSN, RN, CNN,
CAN, director of the intermediate care unit and
progressive care unit at Memorial Hermann
Southeast Hospital in Houston. 

“The first year when we put the task force
together, we were looking at overfilled sharps
containers,” she says. “We saw a 63% reduction
in needlesticks from overfilled sharps containers.
When we fixed [that problem], then other things
came to light that we had to work on.” 

Sharing lessons learned

Memorial Hermann Southeast Hospital is one
of eight hospitals that have shared their lessons
learned on the web site of the National Institute
for Occupational Safety and Health (NIOSH)
(www.cdc.gov/niosh/topics/bbp/safer/). Much
of the advice relates to the structure of the com-
mittee: how often it meets, how it sets an agenda
for action, and who serves on it.

“It’s important for the composition of the com-
mittee to reflect administration, management, pur-
chasing, infection control, and the frontline health
care worker,” says Janice Huy, MS, senior adviser
for HIV and health care research at NIOSH in
Cincinnati. 

Top leaders are not always members — but their
commitment to the committee’s work will deter-
mine your success, she advises. That includes the
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director of nursing, the chief medical officer, and the
CEO. “We found that in a couple cases in which
upper management wasn’t included in the very
beginning, when they tried to buy the devices,
upper management said, ‘Why do we need these?’”
Huy asks. 

At Memorial Hermann Southeast, the chief
operating officer is a liaison member of the com-
mittee. He doesn’t attend regular meetings but is
available as needed. Other members serve two-
year terms. “If you have given all you think you
can give to a topic, a fresh set of eyes can rejuve-
nate the committee,” Bowers adds.

OSHA requires employers to include frontline
workers on the needle safety committees. But when
San Francisco General Hospital started the first nee-
dle safety advisory committee in 1986, there were
no rules or regulations to follow.

The union had conducted a survey and found
a large number of housekeepers had been stuck
by discarded needles but had not reported their
injuries. The joint labor-management committee
began talking about work practices and about
safer devices.

“I remember saying they don’t exist,” recalls
June M. Fisher, MD, director of the TDICT Project
at San Francisco General Hospital, which focuses on
evaluation and training related to sharps safety.
“And the response was, ‘Then they should exist.’
That for me was a real turning point. What we used
to say to people was, ‘Take your time; be careful.’
People would be angry about that, saying, ‘You’re
blaming us.’ We wouldn’t say to a carpenter, ‘We
don’t have safe saws; just be careful.’” 

Key safety committee roles

Today, needle safety committees ask for new
devices when they can’t find what they want.
“We’ve had the manufacturers in and talked to
them about our needs,” Bowers says. “This is an
opportunity for us to have an impact on the kinds
of devices that come out.”

In fact, tracking the constant advance in tech-
nology is the core business of the committee.
“Until the market stabilizes in this area, they’re

going to have to continue to evaluate new
devices,” says Huy. “I’m hoping, over time, they
will all become safer and safer and safer.”

The other major role involves careful monitor-
ing of injury reports. For example, at Holy Cross
Hospital in Chicago, the needle safety committee
learned that employees were using the wrong
adapter for the needleless IV system.

“We identified every product we had. We
assembled a chart and reference chart for our
employees, so they knew what the device was and
what the intended use was,” says Carol Cagle,
MT, SM, infection control manager. She brought
the board to each unit, quizzing the employees on
the devices and providing pictorial education.
Meanwhile, a phlebotomy technical specialist fol-
lows up on needlesticks associated with blood
draws to see if further training is needed. 

Those efforts, along with the adoption of safer
devices, resulted in a 75% decrease in needle-
sticks since 2001, Cagle adds. “I think it’s impor-
tant for the committee to celebrate its successes,”
she says. “That is one of the things that keeps it
going. It’s only by vigilant monitoring that you’ll
be able to maintain success.”

Those on the front lines of needle safety offer
these do’s and don’ts for needle safety committees:

• Don’t get discouraged. “Performance
improvement is rarely quick,” says Bowers.
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COMING IN FUTURE MONTHS

CE objectives
The CE objectives for Occupational Health
Management are to help nurses and other occupa-
tional health professionals to: 
• develop employee wellness and prevention

programs to improve employee health and
attendance;

• implement ergonomics and workplace safety pro-
grams to reduce and prevent employee injuries;

• develop effective return-to-work and stay-at-
work programs;

• identify employee health trends and issues;
• comply with OSHA and other federal regulations

regarding employee health and safety.



“Sometimes you have to find that silver lining to
keep you motivated. You have to stay at it.”

• Do consider the views of physicians. In
some cases, physicians may want to be on the
committee. But even if they’re too busy to attend
meetings, you may find other ways to keep them
abreast or include them in decision making, Huy
says. “Some of our facilities have found that they
excluded physicians from the committee because
they assumed they would be too busy and
wouldn’t want to participate. But then when they
tried to introduce the device on the floor, the
physicians said, ‘We aren’t going to use this.’”

• Listen to your frontline workers. “[The nee-
dle safety committee] should be joint labor-man-
agement,” Fisher points out. “There should be
frontline health care workers there, and it should
have authority. If you incorporate health care
workers and then you don’t even listen to them,
don’t bother.”

• “Don’t be afraid to challenge your system
processes or your hospital administration,”
Bowers notes. “If there’s a product out there that
can better serve your needs and you can prove it,
don’t be afraid to issue those challenges.” 

Memorial Hermann Southeast found a sharps
container with a lid it felt would be more protec-
tive. The vendor wasn’t on the hospital’s con-
tract. Bowers conducted a successful pilot test
and did a cost analysis. She found that the cost
would actually be comparable to the current con-
tainers. “Don’t let the fact that they’re not one of
your normal vendors stop you from pursuing [a

device] if they have a product you really need,”
she says. “I didn’t let it stop me.”

(Editor’s note: Safer Medical Device Implemen-
tation: Sharing Lessons Learned is available at
www.cdc.gov/niosh/topics/bbp/safer/.) ■
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EDITORIAL ADVISORY BOARD CE questions

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 cor-
rect 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
this month’s issue and return it in the reply enve-
lope provided in order to receive a certificate of
completion. When your evaluation is received, a
certificate will be mailed to you.

21. The Genetic Information Nondiscrimination
Act is currently bogged down in the House of
Representatives.

A. True 
B. False 

22. Employees attribute their successful weight
loss to:

A. A built-in support group 
B. Trained professional guidance 
C. Convenience
D. All of the above 

23. In a recent CIGNA survey, ___ of medical
episodes was represented by chronic illnesses. 

A. 16% 
B. 26%
C. 36%
D. 21%

24. Which of the following food groups holds
similar positions in both the Food Guide
Pyramid and the Healthy Eating Pyramid?

A. Meat and dairy
B. Breads, cereals, rice, and pasta 
C. Fruits and vegetables
D. Fats, oils and sweets

Answers: 21-A; 22-D; 23-B; 24-C.


