
Reorganizations of CDC, NIOSH have 
occ-health professionals crying foul
Organizations complain they were left out of the loop

Not since new ergonomics guidelines were announced several years
ago has the occ-health profession been so up in arms. The e-mail
lines have been burning up with postings of letters complaining to

Centers for Disease Control and Prevention (CDC) leaders about their plans
for reorganization, and specifically, what that reorganization will do to the
National Institute for Occupational Safety and Health ( NIOSH).

That reorganization includes the establishment of new Coordinating
Centers — including one called the Coordinating Center for Environmental
and Occupational Health and Injury Prevention, which will comprise the
National Center for Environmental Health, Agency for Toxic Substances and
Disease Registry, NIOSH, and National Center for Injury Prevention and
Control.

Industry complaints focus on a number of areas, but perhaps the two
most prominent are these: First, this reorganization reduces the impor-
tance and profile of NIOSH, by making it a branch or subgroup of this
new center; and second, that professional organizations and other stake-
holders were not consulted about this specific change.

A less robust NIOSH?

Occ-health leaders pulled no punches in expressing their concerns. 
For example, the American Association of Occupational Health Nurses
(AAOHN) in Atlanta assails the new “lack of visibility of NIOSH.” By plac-
ing NIOSH into the aforementioned center, it asserts in a release, “NIOSH is
moved down one level within the CDC structure and thus loses its identity
as an independently created entity by the Occupational Safety and Health
Act. As a result, the director of NIOSH would report to the head of the
Coordinating Center, and not the Director of CDC.”

The budgetary implications of this move are unknown, says Susan A.
Randolph, MSN, RN, COHN-S, FAAOHN, president of AAOHN. 

“If you are a separate institute, as NIOSH is now, Dr. John Howard
[NIOSH head] can go on the Hill and talk about funding, etc., because he 
is at the head of his agency, reporting directly up to Dr. [Julie] Gerberding
[CDC’s director],” Randolph explains. “Now we have this coordinating
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center, and the head of that cluster on environmen-
tal injury and occupational health would be the
one doing the lobbying. This can make a big differ-
ence if you depend on whether your views as you
communicate them up [the chain of command] are
further relayed.” Now in other words, “It would
be inappropriate for NIOSH to go directly to
Congress,” she asserts.

In addition, Randolph says, NIOSH will not be
as visible as it once was, and that may communi-
cate the message that it is not as important as it
once was. “Of course, the CDC will continue to
advocate for keeping people healthy; but when
they talk about the various target groups, work-
ers are certainly not in that list,” she complains.
“Where does the health and safety piece come
out now?” 

“NIOSH has an important role that’s different

from the CDC, in that it focuses on occupational
health, while the rest of the CDC focuses primar-
ily on personal health and infectious diseases; it
really runs as an independent unit,” adds Laura
S. Welch, MD, of the Center to Protect Workers’
Rights, Silver Spring, MD. “Will it continue to ful-
fill its mission? Will it have the same budget? We
have no answer on this.” 

Welch adds that the act of Congress that estab-
lished NIOSH placed it within the CDC as “a
marriage of convenience.” In other words, she
explains, “Congress clearly intended it to be a
separate agency with a very separate role. If it’s
just one small element of the CDC, is it still going
to be doing all it has been doing?”

Sharon L. Morris, senior lecturer and assistant
chair for community outreach at the Department of
Environmental and Occupational Health Sciences
in Seattle, a former NIOSH employee, also is very
concerned what impact the recently announced
CDC reorganization will have on NIOSH. “It is a
clear demotion of NIOSH, burying it one layer fur-
ther in the bureaucracy,” she says.

“Having been with NIOSH since shortly after 
it was formed, I have some sense of the intent of
Congress in creating it — and that’s what I’m con-
cerned about,” she continues. “If you look at the
CDC web site, there is almost nothing there about
occupational safety and health, even though
NIOSH is the largest center within the CDC.” 

It was the intent of Congress, she maintains,
that NIOSH be rather independent, and make 
its recommendations directly to the assistant sec-
retary of labor. “What’s different now is the direc-
tor doesn’t even report directly to the head of the
CDC, but to the head of the Coordinating Center
for Injury and Occupational Health,” she says.
“It’s lumped in with other programs — which is
a different mission.”

In addition, she says, over the years the CDC
has had a branding program that has diminished
the visibility of it individual components. “It may
work in a lot of areas, but NIOSH’s constituents
really look to NIOSH — not the CDC,” Morris
contends. “The will get really confused.” 

It would have been nice to know . . .

What has occ-health proponents almost as
upset as the reorganization itself is the fact that
they didn’t see it coming.

“The people who are stakeholders in NIOSH
have expressed resentment that they didn’t even
know the reorganization was to take place, and
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that NIOSH was to be reduced from a separate
institute to a center,” says Welch. “They were
asked for input on future CDC initiatives, but not
on how they would feel about reorganization.” 

“We were really not aware this was going on,”
adds Randolph. “In April, our national office
received an opportunity to comment from the
ATSDR [the Agency for Toxic Substances and
Disease Registry, an agency of the U.S. Department
of Health and Human Services], as we have a grant
from them to do training. At that time, the CDC
had three prototypes for structures and how they
might look, and we were given a short window in
which to comment — but it really did not even talk
about a lot of the institutes.” 

Had AAOHN been given a clearer picture of
the proposed new structure, “Our comments
back to ATSDR would have been different,”
Randolph asserts. “If we had seen that it was
affecting NIOSH, a lot of the things in our recent
letter to Dr. Gerberding would have been in that,
but it was all sort of generic. It referred to the
CDC proper, and not necessarily to NIOSH.”

Impact unknown

While none of the experts contacted by Occupa-
tional Health Management had positive predictions,
they conceded it was difficult to predict the exact
extent of the reorganization’s impact on occupa-
tional health professionals and the profession in
general.

“A lot of [NIOSH’s] important roles are to
summarize the existing research and give it to
practitioners and to OSHA,” says Welch. “There’s
a lot of information that comes out of NIOSH that
people use in their day-to-day practice. There will
likely be fewer hazard alerts, fewer health hazard
evaluations — the real service NIOSH provides.” 

Research is also a big concern to Welch. “Their
budget is small as is,” she contends. “I don’t want
to jump out and say it’s definitely bad; it’s more
of a concern — but the CDC is not doing any-
thing to assuage those concerns by saying, ‘We
see you’re not happy, but here’s what we will do
in return’ or ‘Here’s what we see is the impact.’
There’s none of that.” 

According to AAOHN, the reorganization will
decrease the importance of occupational safety
and heath. “The reorganization will discourage
partnerships and the lower level of NIOSH in the
CDC structure will inhibit participation,” it asserts. 

What impact may it have on AAOHN mem-
bers? “For our members, I do not really know

what the effect could be,” Randolph concedes.
“It’s up to us to really be out there and promoting
occupational safety and health and promoting the
needs of workers, so we don’t lose that focus.”

For workers, she adds, “OSHA is still there,
looking at laws and various regulations. A lot of
research is done through the NIOSH piece —
hopefully, it will still continue.”

Randolph is unsure of what the implications are
for funding, and where the education piece will fall
in terms of budget priorities. “A lot will depend on
the head of that new center,” she says. “Perhaps it
will be a positive; there is certainly an injury focus,
but nonworkplace injuries are a concern, too.” 

“I believe that NIOSH, which does have its
own line item in the budget, will see that budget
and mission diminished,” Morris predicts. “For
example, we have a mining lab in Spokane [WA];
what’s happened now is their outreach function
that used to make videos and other educational
documents for mine owners and workers has
been taken to Atlanta, so we do not have much of
an outreach budget anymore. We won’t be able to
make and distribute the specific videos — and no
one in Atlanta really knows about mines.”

In addition, she says, “Right now, there’s not
much happening at OSHA — not many stan-
dards are being dealt with — so you have to
look to NIOSH for research and recommenda-
tions. It’s really the only strong center of activity
in the area of federal safety and health. I’m con-
cerned this will be diluted and diminished with
this reorganization.”

AAOHN has been collaborating with The
American College of Occupational and Environ-
mental Medicine (ACOEM) and with other occu-
pational safety and health stakeholders about this
issue and encouraging others to voice their con-
cerns. They have been seeking to have the reorga-
nization put on hold, but Randolph is not too
sanguine about those prospects. “It’s looking like
a fait accompli, although you can always hope,”
she says. 

Meanwhile, Welch summarizes the common
feeling about what is likely an inevitable change:
“This is a demotion without any major benefit to
NIOSH that one can see.

[For more information, contact:
• Susan A. Randolph, MSN, RN, COHN-S,

FAAOHN, President, American Association of
Occupational Health Nurses, 2920 Brandywine Road,
Suite 100, Atlanta, GA 30341. Phone: (770) 455-7757.
Internet: www.aaohn.org.
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• Sharon L. Morris, Senior Lecturer and Assistant
Chair for Community Outreach, Department of
Environmental and Occupational Health Sciences,
4225 Roosevelt Way, N.E., Suite 100, Seattle, WA
98105-6099. Telephone: (206) 543-9540. Fax: 206-
685-3872.

• Laura S. Welch, MD, Center to Protect
Workers’ Rights, 8484 Georgia Ave., Suite 1000,
Silver Spring, MD 20910. Telephone: (301) 578-
8500.] ■

Studies show wellness 
cuts disability costs
It’s just another benefit of health promotion

It has been a long, hard struggle for wellness
proponents to prove the ultimate value of

health promotion programming in terms of
employee health and well-being. In the early
days of wellness — say, the 1980s — even the
companies that had such programs tended to
look upon them as benefits that were nice to have,
but nothing a company would need to have. 

As the ’90s unfolded, more evidence came for-
ward demonstrating that wellness did, in fact,
contribute to a reduction in health insurance
costs/claims, helping to move wellness into the
need to have category for a growing number of
companies.

Now, it seems, there is a growing body of evi-
dence that health promotion can also contribute to 
a reduction in disability costs, according to Don R.
Powell, PhD, president and CEO of the Farmington
Hills, MI-based American Institute for Preventive
Medicine,  wellness consulting firm.

“First of all, when you look at disability and loss
control, programs that provide a safe and healthy
work environment for employees can reduce the
number, severity, and cost of workplace injuries
and illnesses,” he reports. “Worksite wellness is
designed to help employees change their lifestyle 
to improve health and reduce costs.”

Overlap seen

Powell adds that improved employee health
and cost reductions “overlap in major ways,”
adding, “clearly we’ve now been able to see a
relationship not only to health care costs, but to
issues related to disability management.”

Powell points to one study conducted by Xerox
between 1996 and 1999, involving 3,338 employ-
ees. “They looked at the association between
health risks and workers’ comp costs and lost
injury days,” he notes. “They found that 7.9% 
of all employees incurred workers’ comp claims,
and among those, 26% had lost injury days. Then,
they looked at HRA [health risk appraisal] partic-
ipants only — only 5.6% had workers’ comp
claims, vs. 8.9% of non-HRA participants.”1

The natural assumption is, he adds, that if an
employee is made aware of a health risk by tak-
ing an HRA, they will do something about it.
Additional findings seem to bear him out; the
Xerox study found among that among HRA par-
ticipants 4.9% of those who had low risks had
workers’ comp claims; of those with median risk,
5.5% had claims; high-risk had 8.2%.1 “This
clearly shows a link between healthy lifestyle and
decreased workers’ comp claims,” Powell asserts.
“And if you can improve [the risk levels of] those
medium- and high-risk people, you will further
improve your claims as well.”

Fewer disability days

Another study Powell cites examined health pro-
motion and disability days at a manufacturing com-
pany. “This was conducted over a five-year period
with a working population of 4,189, of which 2,596
participated,” he reports. “They found a savings of
$623,000 per year, or a return on investment of 2.3-
to-1 in terms of the decrease in disability absence
days [days of missed work factoring in participa-
tion in a wellness program].”2

A third study, by Hughes Electronics, examined
wellness and short-term disability. “Participants in
the wellness program had a significant percentage
reduction in short-term disability,” says Powell.

While conceding the benefit is tough to define,
he says what is being shown in these studies is
“where what we saw in the early days of well-
ness were healthier employees, we now also have
decreased workers’ comp claims.”

The benefits, Powell adds, go above and beyond
just health care cost reduction, impacting reduced
absenteeism — “Whether for colds and flu or
decreased workers’ comp claims.”

Explaining the connection

Why does wellness impact workers’ comp
claims as well as health care costs? “Wellness
helps employees lead healthier lifestyles; they
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quit smoking, lose weight, lower their blood
pressure, and in general become more physically
fit,” Powell explains. 

“Those employees who are more fit and not
overweight will avoid back injuries and muscu-
loskeletal disorders, as well as major disabilities
like heart attacks,” he adds.

This, then, becomes another reason for compa-
nies to institute or expand their wellness programs,
says Powell, and also explains why wellness is
now being integrated into other areas of company
management — benefits, occ-health, and even the
work/life area. “Wellness now transcends more
than one corporate department,” he notes.

“If a company can justify footing the bill for a
wellness program that can decrease costs in more
than one area of the company, that’s all the more
rationale to go ahead with it,” he concludes.

References

1. Fontaine K, Redden D, Wang C, et al. Years of life lost
due to obesity. JAMA 2003; 289:187-193.

2. Schultz AB, Lu C, Barnett TE. Influence of participation
in a worksite health-promotion program on disability days.
JOEM 2002; 44:776-780.

[For more information, contact:
• Don R. Powell, PhD, President and CEO,

American Institute for Preventive Medicine, 30445
Northwestern Highway, Suite 350,Farmington Hills, MI
48334. Telephone: (248) 539-1800 / (800) 345-2476, ext.
221. Fax: (248) 539-1808. Internet: www.healthylife.
com. E-mail: dpowell@healthylife.com.] ■

Resiliency linked to 
stress-related problems
Ability to adapt is a critical skill

Agrowing number of EAP (employee assis-
tance program) professionals are coming 

to believe that resiliency — the ability to adapt
when things go awry — should be the focal point
of efforts to prevent or address stress-related
problems in the workplace. 

“Resiliency training is becoming the replace-
ment for the stress management program, and it
will take on a greater role in the next five years,”
predicts George Martin, MDiv, MA, CEAP, presi-
dent and CEO of CorpCare Associates Inc., an

Atlanta-based firm that provides comprehensive
EAPs nationwide.

“Typically, resilience is becoming the current
topic among those concerned with employee pro-
ductivity levels, problems at the worksite, and
looking at levels of stress or strain that may nega-
tively impact productivity,” he continues.

One of the most significant benefits of resilience
training is that it can be used preventively. “It cre-
ates stamina and strengthens the employee at work
and at home, so they are better prepared if and
when things happen,” Martin explains.

The siege mentality

The focus on resiliency, Martin observes, arose
as EAP professionals began to notice the develop-
ment of what they call a siege mentality after the
events of 9/11. They recognized the health threat
connected to fears of such unexpected events —
even events no quite so disastrous, but traumatic
nonetheless. “It could be downsizing, economic
downturns, or one person doing three people’s
jobs,” he notes. 

Resiliency training, Martin explains, can be
applied both to employees and to entire compa-
nies. When dealing with individual employees,
CorpCare seeks to address the keys to resilience,
which include:

• building a healthy network of co-workers;
• learning to problem-solve effectively;
• examining ways to balance one’s emotional

and rational lives;
• becoming strain-resistant by focusing on pos-

itive feelings;
• seeking to develop core self-esteem and con-

fidence, based on some sort of value system.
“Attitudes are critical,” says Martin. “When

working personally with an employee, we look at
what kind of character strengths they use to see
them through.”

CorpCare uses measurement devices (i.e.,
questionnaires) to help individuals measure their
own abilities to withstand and cope with sur-
mounting pressures, and examines what vulnera-
bilities they may experience that can set them up
for a serious event. “It helps the individual self-
score where he may have some vulnerabilities,”
he notes.

This is followed up by interactive training pro-
grams, most of which are a couple of hours in
length, that give the individual employee some
new coping skills, and new abilities to interpret or
perceive their situations differently. 
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“Looking at attitudes differently, perceiving
the environment appropriately, and developing
perspective helps them continue in a balanced
rather than an unbalance life, and makes them
able to draw upon other external resources to
assist them in handling strain,” Martin explains.
(These resources include EAP counseling, devel-
oping healthy friendships, making healthy life
choices regarding wellness-related concerns, and
having some health mentors who understand the
particular nature of the employee’s profession,
and the stressors that impact employees in that
profession.) 

Lacking coping skills puts employees at risk,
he continues. “For example, if employees tend to
isolate themselves and not reach out, they are an
island to themselves and will be more susceptible
to serious negative reactions to adverse events,”
he notes.

Treating the company

When examining a company, says Martin, he
does so organizationally, seeking out the prac-
tices it can institute that lead to resiliency, and
engendering those practices through coaching 
or counseling.

“On larger scale, a company can take a look 
at where it also may have a negative impact —
What’s their turnover rate? How is employee
retention? What are their medical benefits? What
health issues hit their employees the hardest?
How big a problem is mental health? If an EAP is
in place, what are the utilization rates?” Martin
poses. “There are all kinds of numbers that can
describe where a company hurts.”

If a company is insightful, he continues, it
will realize these numbers are valuable, and
then CorpCare will use the data to help them
design a program of intervention and preven-
tion. Resilience can only be engendered, he
emphasizes, “If the company will pay attention
to the hurts.”

Martin says he has seen instances where the
occ-health professionals played a pivotal role in
such situations. 

“One client took a very proactive role, institut-
ing all kinds of health-related education sessions,
and we used an EAP to provide a number of
those programs,” he recalls. 

“An occupational nursing professional could
spearhead within their organization this idea of
how we create a healthier, stronger work force,
ready for anything that hits them,” Martin adds. 

[For more information, contact:
• George Martin, MDiv, MA, CEAP, President

and CEO, CorpCare Associates Inc., 7000 Peachtree
Dunwoody Road, Building 4, Suite 300, Atlanta, GA
30328. Telephone: (800) 728-9444. E-mail: george@
corpcareeap.com.] ■

Like being in control? 
Try being your own boss!
Self-employment offers many benefits 

It seems that a number of occ-health profession-
als are interested in going into business them-

selves — so many, in fact, that Carol Santee, RN,
COHN-RS, COM, owner/consultant, Tri-County
Occupational Health Consultants in Cary, IL,
teaches an entire course on the subject. At the
recent AOHC meeting she taught a session, “So
You Want to be Self-Employed?” She also regu-
larly teaches a similar course at a local college.

Why is self-employment so attractive to some
people? “Most people do it because they love what
they do,” Santee says. “And they can be indepen-
dent, and have the opportunity to make a profit.”

Naturally, each individual will have his or her
own special motives, but Santee believes the idea
of control is at the heart of self-employment’s
allure. “It’s definitely a control issue,” she asserts.
“You can control things much better, although
not 100%. But you have control of your schedule
and better quality control; I’m doing my own
work, not someone else’s.”

With control comes flexibility, she adds. “If I
know I’m going be tired after several days of hard
work and do not want to do quite as much that
next day, I can do that and not have to explain
myself to anyone,” she notes. “In addition, there’s
a high level of satisfaction in getting through the
day having done what you wanted to do and also
having helped people get where they wanted to
be. And of course, there’s the money!”

Is self-employment for you?

Of course, not everyone is cut out to be an
entrepreneur. Santee says there are a number of
ways to determine ahead of time if self-employ-
ment is the right path for you to take.
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What do you enjoy doing? What would you like to do?

Determine Your Business Skills: List Your 10 Best Skills

How Does That Service Apply to Potential Clients?

Skill Matrix
(To Determine Marketable Skills)

1.

2.

3.

4.

5.

1.

2.

3.

4.

5.

Service/Skill Application Potential Client(s)

What types of businesses would
require service? Which clients
would benefit? 

What are your strongest 
skill / service sets?

What benefit would be provided
for clients? Use measurable action
verbs such as: Identify, Improve,
Enhance, Protect, Reduce, Resolve

Source: Tri-County Occupational Health Consultants, Cary, IL.



“I use a tool that I have compiled to teach the
class at one of our area colleges,” says Santee,
noting that the tool, when completed by the
participant, gives a good idea as to their state of
readiness. “Basically, it’s two pages of characteris-
tics, each ranked from 5 to 1,” she explains. “You
add up how many points you have to determine
if you are ready.”

For her own part, Santee has a clear idea of the
most important characteristics. “You need to be a
self-starter,” she insists. “You also need to be able
to function with different types of individuals;
you have to be flexible, and respect the different
personalities you must work with. You’ve got to
be directed — have a vision of what you want,
and where you want to be five years from now.”

Finally, she says, you must have patience and
flexibility. “If I was just doing what I did 22 years
ago [when she started her business], I would not
be in business,” she shares. “I dropped some ser-
vices that were not so profitable and broadened
others.” Once you have your list of services, you
also need to be a salesperson, says Santee. “You
need to sell clients on your vision,” she explains.

What role to play

Once you’ve decided that self-employment is
for you, you still need to determine exactly what
kind of role you want to play and what services
you will offer. “There are several different cate-
gories from which to choose,” Santee explains.
“For example, there’s clinical testing, where
you’d perform all the services an occ-health nurse
normally does; health and wellness, where you
provide services such as screenings and educa-
tion; safety and environmental, where you deal
more with toxicology; case management; or you
could be an independent consultant, which cov-
ers a little bit of everything.”

How do you decide which option is best? “You
have to look at what your skills are — what you
do best,” Santee advises. “In our course there is
an evaluation process, where you prioritize 10
things they you most like to do and match them
up with what they will do for the client. (See
Skill Matrix, p. 91.) 

When you’re out in the real world, she
explains, some of the things you may not like will
still be good for the client. “You’ve got to be very
willing to go out and learn to fill holes,” she says.

Of course, success is never guaranteed. When
you go into business for yourself, you can lose
money — even go out of business. “There’s a

misconception that when you start you own busi-
ness you can work from 10 to 3 and make a mil-
lion dollars,” says Santee. “You do work long
hours; after all, it’s your business.”

One of the real keys to success, she says, is to
learn to say no. “If it’s not your area of expertise,
don’t step in it,” she warns. “You can put an
assignment off to a different time, you can refer
the client to someone else; or, you can use con-
tractors.” 

If you accept the right assignments and please
your clients, ultimately you can build your busi-
ness through referrals. “At this point I am at a
75% referral,” Santee says, which means that
three-quarters of her business comes from clients
who call her after being referred by a satisfied
customer. 

And how do you make clients happy? “Meet
the needs of the client at a price they’re willing to
pay,” she advises. “I do a free evaluation first to
assess their needs and to give them a menu of
options. Even if they don’t choose every option
right away, it may plant a seed for things we can
do down the road.”

[For more information, contact:
• Carol A. Santee, RN, COHN-RS, COM, Owner/

Consultant, Tri-County Occupational Health Consult-
ants, Cary, IL. Telephone: (847) 639-1377. E-mail: 
tohc-cas@cin.net.] ■

Cal/OSHA fines hospital 
in death of physician
Provider failed to protect health care worker

John George Psychiatric Pavilion in San
Leandro, CA, has been fined $54,000 for fail-

ing to take adequate precautions to prevent vio-
lent assaults against its staff. 

The California Division of Occupational
Safety and Health (Cal/OSHA) issued four cita-
tions against the locked inpatient facility after a
physician was beaten and strangled to death in
an isolated exam room. The patient of internist
Erlinda Ursua, MD, has been charged with her
murder.

The hospital, which cares for patients in acute
crisis and is a part of Alameda County Medical
Center, already faced $30,000 in fines for failing
to report previous assaults on two nurses and
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failing to implement an injury/illness prevention
program to protect workers from assaults.

After Ursua’s death, John George took immedi-
ate steps to prevent such violent assaults and has
already corrected the situations that led to the
citations, says Alameda County Medical Center
spokesman Jeff Raleigh. For example, Alameda
County sheriff’s deputies are now on site “24/7,”
he says.

“There’s a new administration there,” he says.
“I think that will be a fairly significant change.”

The incident occurred on Nov. 2, 2003, when
Ursua took a patient into a private exam room
and began conducting a medical history and
physical. Later, the staff became concerned when
they saw the patient wandering around with a
partially completed medical form. Soon after,
Ursua was found dead; she had been beaten in
the head and strangled.

Precautions not taken

The hospital had not taken precautions to
protect health care workers, says Cal/OSHA
spokesman Dean Fryer. “One [citation] was
issued for using an isolated exam room and not
inspecting for hazards when using that room,”
he says.

John George also failed to follow its own pol-
icy not to allow staff to be alone with a poten-
tially violent patient, he says.

Cal/OSHA also cited the hospital for failing to
enforce its dress code that prohibited scarves and
jewelry, and for having an ineffective alarm sys-
tem. “They did have an alarm system [in the
exam room], but it was in a position that was not
reachable,” says Fryer.

After Ursua’s death, the hospital closed all iso-
lated exam rooms and created and enforced a
written policy that two staff members must be in
the room during patient evaluations, Raleigh
says. The dress code has been posted and is
enforced, he says.

“Now every employee carries a personal alarm
with them while they’re in the facility,” Fryer
reports. “I’d like to emphasize that all of the
actions were taken by John George before the
citations were issued.”

The hospital has not decided whether to
appeal the citations, Raleigh says. An appeal 
of the previous citations still is pending.

Fryer noted that Cal/OSHA representatives
met with hospital officials before the November
death and made recommendations on how to

correct the violations, “a step we very rarely take
with employers.

“Our suggestions were not implemented, nor
were there apparently any other measures imple-
mented that would have prevented this attack in
November,” he says. “It’s highly likely that we
will do a follow-up inspection to ensure these
measures are taken to protect employees from
attack.”  ■

OSHA offers voluntary 
protection programs 

The Occupational Safety and Health Administra-
tion (OSHA) has launched two Voluntary

Protection Programs (VPPs) — OSHA Challenge
and VPP Corporate — that will expand programs
to promote the safety and health of thousands more
workers across the nation. 

“We want to continually improve OSHA’s coop-
erative programs and provide opportunities for
more employers and employees who want to work
with OSHA to create safer and healthier work-
places.” said OSHA administrator John Henshaw
in making the announcement. “Encouraging many
more facilities to continuously improve safety and
health is the most effective way to assure compli-
ance and further reductions in injuries, illnesses,
and fatalities.” 

Who is participating?

Fifteen companies, associations, and a federal
agency will participate in the pilots based on
their commitment to improve workplace safety
and health programs. OSHA will evaluate both
pilots after the first year. Here is a closer look at
the two new VPPs:

• OSHA Challenge is designed to reach employ-
ers in all industry groups who are committed to
improving their safety and health management
systems and want to pursue recognition for their
improvements. Open to private or public-sector
employees, Challenge provides a road map to
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improve performance and ultimately to VPP Merit
or Star. 

The Challenge program outlines the require-
ments needed to develop and implement effective
safety and health management systems through
incremental steps. A number of companies and
associations have stepped forward as Challenge
Administrators to work with employers as they
move through the steps of the Challenge program.
Charter Administrators are Associated Builders and
Contractors, The Associated General Contractors 
of America, Black & Veatch, Construction Safety
Council, Curtis Lumber Co., Independent Electrical
Contractors, NEA — The Association of Union
Constructors, and Voluntary Protection Programs
Participants’ Association. 

• VPP Corporate is designed to eliminate bar-
riers faced by some corporations who want to
implement VPP companywide. 

To participate, corporations agree to strive for
corporatewide VPP implementation and to sup-
port the programs through mentoring and out-
reach activities. 

Streamlined application and on-site evaluation
processes are used to facilitate implementation.
Charter Participants are Dow Chemical, General
Electric, Georgia Pacific, International Paper,
Johnson & Johnson, Maytag Corp., and the U.S.
Postal Service. 

The Voluntary Protection Programs promotes
effective worksite-based safety and health. VPP
worksites save millions each year because their
injury and illness rates are more than 50% below
the averages for their industries. 

Approval into VPP is OSHA’s official recogni-
tion of the outstanding efforts of employers and
employees who have implemented exemplary
safety and health management systems. For more
information, visit www.osha.gov.  ▼

NIOSH promotes healthy
lifestyles for U.S. workers

The National Institute for Occupational Safety
and Health (NIOSH) plans to launch a new

national initiative this fall called “Steps to a
Healthier U.S. Workforce,” aimed at integrating
worker healthy lifestyle promotion with the
NIOSH mission of protecting and improving
working conditions and work environment. 

NIOSH, along with several co-sponsors, 
will convene a three-day symposium on the
campus of the George Washington University 
in Washington, DC, Oct. 26-28, 2004. 

The initiative recognizes that workers, fami-
lies, and employers share the goal of wishing 
to protecting, preserving, and improving the
health of people who at work. 

“By bringing together the health promotion
and occupational safety and health communi-
ties we are seeking to highlight common inter-
ests and develop mutually supportive strategies
for research and practice to improve worker
health, safety, and well-being,” said NIOSH
director John Howard, MD, in making the
announcement.

Symposium details

According to NIOSH, the symposium will:
• Provide researchers, policy-makers, practi-

tioners, academics, employers, and labor leaders
an opportunity to share their experiences with
integrated and coordinated health promotion and
protection programs.

• Assess the scientific basis for integrated
approaches and suggest future directions for
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relevant research and improved practice;
• Explore economic issues related to the inter-

relationships among work, health, health care
needs, and productivity.

• Highlight successful programs, practices,
and policies of protection and promotion result-
ing in improved health for people at work.

NIOSH currently is identifying organizations
interested in contributing to this new initiative by
participating in agenda development, outreach and
publicity and assisting in follow up activities. 

For more information about the initiative, contact
Tanya Headley at theadley@cdc.gov.

For additional information, please visit the
STEPS to a HealthierUS Workforce web site at
www.cdc.gov/ niosh/steps.  ▼

Streamline documentation
for outpatient education 

Documentation is becoming a routine part 
of patient education in inpatient settings.

However, many health care providers have not
yet formed this good habit in outpatient areas. 

Documentation of teaching in outpatient set-
tings is important for all the same reasons that
support it at a patient’s bedside within the hospi-
tal, says Marjorie Schirado, RN, patient educa-
tion coordinator at Medcenter One Health
Systems in Bismarck, ND. 

Proper documentation establishes a paper trail
showing that education took place. This is impor-
tant for the legal department should litigation
occur.

Lack of information most common problem

Schirado says the risk management depart-
ment has determined that the most common
patient complaint is that the patient was not told
something important or that the patient did not
have enough information. 

With proper documentation, it is easy to trace
the name of the educator, what was discussed,
and what literature was provided, she says. 

Documentation of patient education is required
by the Joint Commission on Accreditation of
Healthcare Organizations, and must be completed
if an institution is to become accredited. 

Documentaton also helps providers

Most importantly, documentation of patient
education allows providers to build on the edu-
cation given by others on the health care team. 

“If we can see what teaching has been pro-
vided, where that person was in the learning pro-
cess, and build on that, then he or she receives
more continuity of education,” Schirado points
out. 

At Roswell Park Cancer Institute in Buffalo,
NY, treatment takes place in many settings,
which makes it important to trace education
across the continuum of care, says Megan D.
Battaglia, patient education facilitator. 

It is not as if all the members of the team treat-
ing the patient are in the room at the same time.
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CE objectives

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
attendance;

• implement ergonomics and workplace safety
programs 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 regula-

tions regarding employee health and safety.



Therefore, it is important to document a patient’s
educational needs and barriers to learning, says
Battaglia. 

While reasons for documenting remain similar
in inpatient and outpatient settings, many issues
make documentation of education different in
each setting. For example, an outpatient clinic
sees more patients, says Schirado. Also, educators
don’t have the option of coming back in an hour
or two to finish a conversation or evaluate a
patient’s learning, as they do when a patient is in
the hospital. 

On the inpatient side, education will include
diagnosis, procedure, possible complications,
medications, equipment, supplies, and diet.
However, education in an outpatient setting
focuses on one or two areas that are new for the
patient, such as a change in medication or diet,
she adds. 

Due to these subtle differences, patient educa-
tion documentation forms for outpatient areas
work best if geared to the outpatient setting, says
Schirado.  ■
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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 the
December 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.

5. Under the new CDC reorganization, NIOSH
now is part of the Coordinating Center for
Environmental and Occupational Health and
Injury Prevention.

A. True 
B. False 

6. According to George Martin of CorpCare, the
new term that should replace stress manage-
ment is:

A. Strain management
B. EAP-focused training
C. Resiliency training
D. Emotional ergonomics 

7. Keys to success as an entrepreneur include
the following:

A. Patience
B. Being a self-starter
C. Flexibility
D. All of the above

8. According to OSHA, VPP worksites have
injury and illness rates that are ___ below the
averages for their industries.

A. 10%
B. 50%
C. 5%
D. 75%

Answers: 5-A; 6-C; 7-D; 8-B. 
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