
Small organizations can employ 
occ-health practices effectively
Occupational health considerations can help small business grow safely

For a small business just starting out, occupational health likely is
something that is pushed pretty far down the list when it comes to
budgeting resources.

“Most small businesses are just concerned with the bottom line when
they start out, just getting some profits coming in the door,” observes
Beverly DaCosta Tobias, MBA, RN, COHN-S, CCM, FAAOHN, an occu-
pational health consultant in San Jose, CA. “It’s not that they don’t care,
but it’s a budgetary matter.”

Small businesses are the backbone of the American work force. The
National Institute for Occupational Safety and Health (NIOSH) reports
that nearly 98% of all private industrial companies in the United States
have fewer than 100 employees and that 55% of all workers in private
industry are employed in these companies.

Even though many small employers don’t think they can afford to
spend money on a workplace health and safety program based on OSHA
mandates, Tobias and others in the occ-health field are quick to point out
that very few can afford not to put at least some measures in from the
beginning. Small businesses think, “OSHA compliance” and feel over-
whelmed, she says.

“If you employ under 10 people, OSHA will say, ‘Do it anyway, because
it is a good thing to do,’ but won’t require it,” Tobias points out. “But it’s a
good thing to just post the [OSHA] regulations, even if you have only one
employee. People need to know that their employer is there for them.”

OSHA consult one way to start

OSHA offers free consultations for small businesses. Working through
the states, consultants — at the employer’s request — will do an evaluation
of a workplace to determine potential hazards at the work sites, and make
suggestions for improving occupational safety and health management sys-
tems. The consultation is separate from the inspection and enforcement
arm of OSHA; however, if during the evaluation serious safety risks are
identified, a plan for abating the risk is created and must be satisfactorily
followed through within a set time, or the employer risks having the matter
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referred to an enforcement officer.
“OSHA consults will come to small business

and say, ‘You don’t have to do these things at this
point, until you grow,’ but it’s a good idea to
have [the measures] in place; because when you
do grow, it will be one less thing to worry about
and it will be easier to have your program grow
along with your business, rather than starting up
later,” Tobias says.

An OSHA consult, while free, is not the only
avenue for companies to go for an evaluation of
how their safety program is doing, or for sugges-
tions on putting one in place.

According to the American Association of
Occupational Health Nurses (AAOHN), most
small businesses work with occ-health consul-
tants in setting up and maintaining a health 
and safety program for their employees. When

working with a small employer, Tobias says she
starts off just like OSHA consultants do — with
an audit of the workplace.

“I do an audit and make recommendations, and
sometimes I find that ones who only employ a few
people are doing things already; other times I find
ones who aren’t doing anything,” she says. “Some
have implemented at least some things that are
required by their city, state, or OSHA, so it’s only a
matter of going in and reviewing to see what’s there
and what is working and what they need to change.

“Then there are people who are just raw —
who have zip, nada in place. They say, ‘First aid
kit? I should really buy Band-Aids?’”

Recognizing the value 

Tobias says the employers she has worked
with usually are well aware of their employees’
safety, but can’t see how they can afford to be in
compliance with safety standards. An important
point Tobias tries to make with those companies
is that the money they spend on their employees’
health and safety translates into dollars coming
back in later.

“What happens at work directly influences how
people do their work,” she points out. “Many are
not aware of the whole ergonomics issue. Many
[ergonomics steps] don’t have to be expensive; for
example, if you have a receptionist, or someone
multitasking as office assistant or receptionist, just
make sure their workplace is comfortable, their
seat is set up right, their space is adequate.

“Even in small space, make sure basic safety is
observed — then, you have it there, and you can
expand it as you grow rather than trying to start
when you reach 500 employees and OSHA comes
in or the fire department comes in to check on
what you’re doing.”

OSHA estimates that workplaces that establish
safety and health management systems reduce their
injury and illness costs by 20%-40%. Conversely,
businesses spend $171 billion a year on costs associ-
ated with occupational injuries and illness, expendi-
tures that come out of company profits and can
comprise as much as 5% of a company’s total costs. 

“I just try to get [employers] to compare conve-
nience vs. what it costs to fix it,” says Tobias,
referring on the costs of injury, illness, missed
work, and penalties for OSHA violations.

“Employees will make things safe or ergonomi-
cally correct for themselves,” she points out. “Even
in a large company, if someone is using a screw-
driver all the time and it’s causing a callus, he will
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tape it up. They will fix it themselves. That’s when
the employer needs to jump in and fix it.

“Lots of employers will say they don’t want to
pay $187 for new equipment, but I ask them if
they’d rather pay a workers’ compensation claim
that will break them.”

Start with basics with some employers

Many new business owners start out with
plenty of knowledge about their specialty —
manufacturing, sales, food service — but no
experience with worker health and safety.

“Most have heard of this OSHA stuff, but don’t
know what it is,” says Tobias. “Others have heard
of it but don’t think it’s important until some-
thing happens.”

She uses as an example a client she has worked
with. The community-based, nonprofit, mental
health service has fewer than 100 employees, and
was neglecting their safety.

“They’re providing fantastic services to the
community in terms of mental health, but one
thing they’re not looking at is health and safety of
their own employees,” she says. “What I have to
do is go in and try to help them see that. See how
they can make sure their employees are safe.
Especially, in this case, some of the people who
come in are not very nice people. How do they
protect the staff? Are there barriers to their safe
work practices?”

Lots of employers just need to start with 
the rudimentary step of putting up evacuation
plans and the OSHA guidelines for reporting
injuries, Tobias says. Posting that information is
not only good from a safety standpoint, but also
lets employees know that the employer is doing
what he or she can to give them a safe work site.

“A lot of what is most effective might not cost
anything at all,” Tobias tells companies.

Some cost-saving — and goodwill-fostering —
steps that an employer might take include having
one or two employees take first aid and car-
diopulmonary resuscitation training, and estab-
lishing a relationship with a nearby first aid
clinic. The latter step not only tells employees
that the company is concerned that they receive
prompt care when needed, but can help compa-
nies save money that might otherwise be spent
on claims if the employees take their injuries to
their private physician.

Tobias finds that employers’ willingness to invest
in creating a healthy workplace is sometimes based
on their ability to look at the big picture.

“Some say they don’t want to be bothered, but
then an employee shoots himself in the hand
with a nail gun, and then they decide they want
to look at safety measures. I try to tell them how
much they and the employees stand to gain if
they put the safety measures in place before that
happens,” she says.

When occupational health consultants get calls
from employers after an accident already has
occurred, damage control and prevention steps
are in order.

Making provisions for the injured employee to
return to work to do limited duty not only makes
the employee feel that he is cared for, but he is
able to perform work for the employer and con-
tinue to receive income.

While OSHA has some blanket requirements
for all employers of a certain size, every worksite
is different and has different inherent risks.

An office setting has ergonomic issues; a man-
ufacturer might have more pressing high-risk
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Sample Job Hazard Analysis Form

Job Title: Job Location: Analyst: Date:

Task # Task Description:

Hazard Type:

Consequence:

Rationale or Comment:

Hazard Description:

Hazard Controls:

Source: Occupational Safety and Health Administration. Job Hazard
Analysis. Washington, DC; 2002.



areas. Tobias said employers, occupational health,
and insurers should work together to determine
what the actual risks are in each setting, and tai-
lor insurance that truly applies to that company.

When a new or growing company puts together
its business plan to present to a bank for funding,
safety measures need to be included in that plan,
Tobias tells clients. OSHA has created a sample job
hazard evaluation form that can be useful in eval-
uating each position or job within an organization.
(See form, p. 123.)

“How many masks do they need? What’s the
combustibility of the things around [employees]?
If I’m going to do welding, I need to have all my
office supplies in a separate area, so I need to
make provisions for that. If my employees need
aprons, or other safety equipment, that needs to
be included,” Tobias says. 

Making these determinations at the outset
helps ensure the employer has enough funding to
give their employees a safe environment with the
protective equipment necessary, she says.

Employees, too, need to be made aware of
risks and necessary safety measures. They should
be told, and reminded, of the absolute necessity
of knowing and following safety requirements,
adhering to safe practices, and using safety and
protective equipment, Tobias says. 

Companies that start off in the founder’s garage
need to take into account many of the same safety
and health questions that will be more important
as the company grows, Tobias says. 

“Even if they start off in the garage and don’t
get insurance until they get out of the garage, there
are still regulatory things to comply with. And as
they grow, they need to reassess. Sometimes you’ll
see a large employer doing things as if they were
still a five-person company, when they really need
to be under the auspices of someone familiar with
safety,” she says.

“And I think insurers need to do a better job
when they insure small businesses for liability.
They need to ask questions that tell them what 
the company’s liability really is, so the coverage is
really what the company needs,” Tobias concludes.

[For more information, contact:
• Beverly DaCosta Tobias, MBA, RN, COHN-S,

CCM, FAAOHN, DaCosta-Tobias Associates, Appos,
CA. Phone: (831) 688-8955. E-mail: Ftobias@sbcglobal.
net.

• Occupational Safety and Health
Administration. Web site: www.osha.gov/dcsp/
smallbusiness/consult.html.] ■

OSHA makes respirator 
fit-testing more difficult 
Another protocol added 

Recent changes to OSHA requirements related
to tuberculosis and respirator fit testing have

prompted concern from many health care profes-
sionals who are responsible for the health and
safety, including fit testing, of health care facility
employees, a recent survey of occupational health
nurses reveals.

And in August, OSHA announced an additional
requirement to its quantitative fit-testing proce-
dure. The new fit-testing protocol, referred to as
the Controlled Negative Pressure (CNP) REDON
protocol, requires three different test exercises fol-
lowed by two redonnings of the respirator. 

Background

In 1998, OSHA updated the 1971 Respiratory
Protection, requiring workers who need respira-
tors when they are exposed to hazardous airborne
biological or chemical agents to be fit tested annu-
ally to ensure a proper facial seal. 

Tuberculosis was excluded because OSHA was
planning to issue a tuberculosis standard that
would include rules for respirator use. In January
2004, OSHA announced that because the proposed
tuberculosis standard was deemed unnecessary,
respirator use for tuberculosis would instead be
covered under the 1998 Respiratory Protection
Standard. Enforcement of the new standard
became effective in July.

The number of cases of tuberculosis in the
United States has dropped by 40% in the last 11
years, according to data from the CDC.1 The most
recent high number of reported cases was 26,673
in 1992; the number of reported cases in 2003 was
14,874. OSHA cited the dramatic drop as one rea-
son it elected to drop the tuberculosis standard.

To meet the OSHA standard, facilities must
revise their respiratory protection programs to
comply with the OSHA standard, conduct annual
respiratory fit-testing, and perform a medical eval-
uation and annual training for employees using
respirators. The AAOHN survey indicates that the
majority of the work required to bring facilities
into compliance will fall on employee health staff.

AAOHN and the Association of Occupational
Health Professionals (AOHP) called for a new
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respirator standard that takes into account the
unique needs of employees in the health care indus-
try, citing the difficulty a large hospital would have
fit-testing potentially hundreds of employees every
year. Also, the groups said, airborne exposures in
hospitals are less likely to be tuberculosis, and more
likely to be infectious microbes. Besides hospitals,
other health care facilities affected include nursing
homes, correctional facilities, and substance abuse
clinics.

The United American Nurses union spoke out
in favor of the new protocol, despite the cost in
time and dollars, because of the expected protec-
tion it could extend to health care workers.

OSHA has estimated that the national total cost
of compliance will be more than $11 million, with
90% of that cost going toward fit-testing and train-
ing on the respirators. 

The Joint Commission for Accreditation of
Healthcare Organizations (JCAHO) requires
accredited facilities to adhere to OSHA standards,
and recently entered into an alliance with OSHA
to concentrate efforts on reducing health care
workers’ exposure to airborne pathogens.

In response to member complaints about the
new regulations, the AAOHN surveyed occupa-
tional and environmental health nurses and infec-
tion control professionals in hospital settings to
gain information about compliance practices
related to the new OSHA requirements.

According to the survey, 69% of respondents
reported a high level of difficulty complying with
the new OSHA requirement. Of these, a majority
(75%) work in nongovernment not-for-profit hospi-
tals, are responsible for fit-testing between 500 and
5,000 individuals (61%), and have an employee
health staff of three or smaller (69%).

“AAOHN had heard from its members, particu-
larly those in health care facilities, about their con-
cerns related to compliance with the new general
respirator requirement,” says Susan A. Randolph,
MSN, RN, COHN-S, FAAOHN, AAOHN president. 

Participants were asked to provide information
about their compliance practices as they relate to
the types of hospitals in which they work, the
number of employees for whom they are respon-
sible, the size of their employee health staff and
who administers their respirator fit tests. Answers
to these questions were evaluated and compared
to analyze whether or not these factors contribute
to a high level of difficulty with compliance. 

According to AAOHN’s survey, respirator fit
testing is typically handled internally; Eighty per-
cent of respondents indicated that employee health

services, or employee health services in combina-
tion with other hospital departments, administers
its facility’s respirator program, compared to 7%
whose facilities use outside vendors.

OSHA standards directors announced earlier
this year that fit-testing — on average, a 10- to 15-
minute process per person — will be expected to
be an annual event to ensure respirators continue
to fit workers as they age and gain or lose weight. 

In the AAOHN survey, respondents in em-
ployee health programs responsible for 1,000-
5,000 employees indicated they have the most
challenging time with fit testing, averaging 7.4 on
a difficulty scale of 1-10, with 10 being extremely
difficult. By contrast, respondents with fewer than
100 employees indicated the least difficulty with fit
testing, with an average difficulty rating of 5.6.
Those nurses operating with 3 or fewer employee
health staff indicate they have the most challenging
time with fit testing, averaging 7.4 on the difficulty
scale. In most of these cases (53%), the employee
health staff are solely responsible for fit testing. 

As far as which model is most used for assessing
tuberculosis risk, according to the survey, in all
facility types except investor-owned, for-profit
hospitals, CDC’s 1994 Guidelines for Preventing 
the Transmission of Mycobacterium tuberculosis in
Health-Care Facilities is used more than any other
risk-assessment model (43% of federal government,
67% of long-term care facilities, 56% of nongovern-
ment, not-for-profit, and 49% of state/local govern-
ment facilities use CDC guidelines). In investor-
owned, for-profit hospitals; however, 57% of
respondents use OSHA’s risk-assessment model. 

To read the OSHA protocol for CNP REDON
respirator fit test, go to www.osha.gov; click on
“Federal Register,” then “Date of publication,” then
“2004.” Under August 4, 2004, see “Controlled
Negative Pressure REDON Fit Testing Protocol
[1910].”

Reference

1. Centers for Disease Control and Prevention Surveil-
lance Reports. Reported Tuberculosis in the United States, 2003.
Atlanta: U.S. Department of Health and Human Services;
September 2004. Accessed at www.cdc.gov/nchstp/tb/
surv/surv2003/default.htm.

[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.
Web: www.aaohn.org.] ■
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Call center rings 
up WC savings
Nurses respond to injuries, input reports

You can’t manage workers’ compensation
costs if you can’t track those costs. That basic

truth led OSF Saint Francis Medical Center in
Peoria to rethink its system, beginning with the
first report of a work-related injury.

Instead of filling out a paper form and handing
it to a manager, injured employees now dial a call
center and talk to a trained nurse. She logs the
information about the injury and schedules an
appointment for the employee at the most appro-
priate level of care.

This more efficient method, which directs
employees to hospital-based care rather than
private physicians, has saved OSF Saint Francis
more than $41,000. It has provided more accu-
rate information about the cost of injuries and
enabled the hospital to respond more quickly to
unsafe conditions.

The hospital now has a database of workers’
compensation information. Previously, analyzing
injury trends meant flipping through stacks of
paperwork. Now, managers easily can determine
their most frequent injury, whether the injury rate
is going up or down, and how much the injuries
are costing the hospital.

“Knowledge is power. I really believe that,” says
Christine Abercrombie, RN, BS, COHN-S, regional
manager for occupational health, who will present
the new reporting and tracking system at the
upcoming conference of the Association of Occupa-
tional Health Professionals in Healthcare (AOHP). 

“By using this, we have data in which to make
decisions as to where we are going to focus our
energies,” she points out.

The old system at OSF Saint Francis led to noth-
ing but frustration. Sometimes the workers’ com-
pensation case manager didn’t even know about a
work-related injury until she saw an emergency
department (ED) bill; and the ED may not even
have been an appropriate place of treatment for
the injury.

“We surveyed managers; we surveyed injured
workers; and we found out no one was happy
with the process,” says Denise Strode, RN,
COHN-S/CM, clinical case manager at the OSF
Saint Francis Center for Occupational Health and
executive president of AOHP.

The hospital used the Six Sigma approach to
quality improvement — using an interdisci-
plinary team to “define, measure, analyze,
improve, and control” a problem. 

Staff discovered that 71% of the accident
reports did not comply with reporting require-
ments either in timeliness or information gath-
ered. Some 70%-82% of ED visits following
work-related injuries did not need that level of
treatment. Cases involving private physicians
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Financial Cost by Total Cost
Cause # Cases Avg. Cost Total Cost

Needlestick/blood exposure 234 $685.92 $160,504.10
Push/pull 25 6,068.11 151,702.67
Patient lift/care 74 1,204.15 89,106.99
Trip/fall 38 925.30 35,161.45
Item lift 21 873.85 18,350.94
Pinch 10 1,797.79 17,977.94
Strike blow — stationary object 19 643.62 12,228.84
Trip/fall on equipment 7 1,444.96 10,114.74
Bend/squat/reach — nonpatient occurrence 7 1,237.87 8,665.06
Push/pull patients 4 1,829.29 7,317.17
Cut/squeeze/hit on with equipment 17 804.04 6,623.15
Laceration 12 545.30 6,543.57

Source: OSF Saint Francis Medical Center, Peoria, IL.



had more lost workdays.
Some of the reporting errors stemmed from the

inefficiency of the paper system. For example,
employees couldn’t always get assistance from
their managers to properly complete the paper
forms, a survey found. Meanwhile, both managers
and employees were dissatisfied with the restricted
work program, which was supposed to find mean-
ingful work for employees who couldn’t return to
their full duties.

The team decided to use the existing call center,
which employs trained nurses to triage patient
calls and provide advice and referrals. The nurses
were retrained to handle work-related injuries and
employee health concerns. They take the initial
report and input it into a database. 

Employees no longer need to fill out paper
forms, and they receive an immediate response to
their injury.

If an injury is life-threatening, the employee
goes to the ED immediately and calls the report
into the call center later. But in all other cases, the
triage nurse directs the employee. 

For example, for priority care, such as someone
who smashed his hand in an accident and is
experiencing pain and swelling, the call center
nurse schedules a same-day appointment with
the hospital’s occupational medicine clinic. 

For someone with a nonurgent problem, such
as a worker experiencing recurrent bouts of tin-
gling in her wrists, the call center nurse will
schedule an appointment within a day or two.

This triage and scheduling reduces inappropri-
ate ED utilization and saves the hospital about
$16,000 a year, Abercrombie explains.

Better use of case management

The call center also strengthened the hospital’s
workers’ compensation case management. When
employees went to a private physician for a work-
related injury, there often was a time lag before the
case manager even became aware of the injury. 

The hospital, which is self-insured, paid the
medical bills outright instead of handling the
costs internally through the hospital-based occu-
pational medicine program.

With better management of the internal cases,
employees returned to work after 2.3 days instead
of 8.1 days, for a savings of $25,000 a year, says
Abercrombie. Employees still can choose to go to a
private physician, but they are satisfied with the
convenience of the call center and its scheduling,
she says. 

“Not nearly as many [injured employees] treat
with their primary care physicians now because
they get taken care of so quickly with the call cen-
ter,” Abercrombie says.

Employees also are more satisfied with a
revamped restricted work program. that requires
managers to find appropriate modified duty tasks,
allowing employees to return to their department.

Further savings will come from injury preven-
tion, as the hospital targets high-cost and high-
frequency injuries, she says. For example, by
analyzing a year’s worth of data, the hospital
found that needlesticks and blood exposures
were by far the most common injury, with 234
cases that cost a total of $160,504. But the greatest
cost per case came from pushing and pulling —
anything from heavy equipment to laundry carts
— with an average cost of $6,068 per workers’
compensation claim. (See box, p. 126.)

The hospital now is working to reduce those
injuries. “We’re trying to get smarter and do
things better,” says Abercrombie.  ■

Career advancement: 
Grow in the right areas
More emphasis on technology in future

Whether to meet continuing education require-
ments, get a better job, or to satisfy a personal

desire to improve in the profession, occupational
health nurses always are looking for opportunities
for professional development.

“It’s important for them, as it is in any field, to
maintain expertise and knowledge of the field,”
says Susan A. Randolph, MSN, RN, COHN-S,
FAAOHN, president of the Atlanta-based
American Association of Occupational Health
Nurses (AAOHN).

Randolph said nurses often are looking for
more than just the state-mandated continuing
education they are obliged to get. They want
more training that will help shape their careers,
and they want it to be accessible.

Conventional avenues for obtaining career devel-
opment training include the university setting and
conferences sponsored by professional organiza-
tions such as AAOHN and its state chapters.

Besides going back to school for a postgradu-
ate degree, occ-health professionals can use col-
leges and universities as resources for other
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types of specialty training.
NIOSH has established Education and Research

Centers (ERCs) at universities throughout the
United States. The organization currently funds 16
ERCs that provide multidisciplinary graduate and
continuing education programs in occupational
medicine, occupational health nursing, industrial
hygiene, and safety. The centers serve as regional
resources those working in occupational health and
safety, including industry, labor, government, aca-
demic, and the general public. ERCs are funded for
five-year periods by NIOSH under a competitive
peer-review process.

Besides the academic training programs, NIOSH
supports ERC short-term continuing education pro-
grams for occupational safety and health profes-
sionals and others with worker safety and health
responsibilities.

“Outside the university setting, professional
organizations have lot to offer,” Randolph says.
“On the national, state, and local levels, they offer
a lot of wonderful [continuing education] pro-
grams and networking opportunities.”

But longer workdays and shorter leisure time
has made it difficult for some nurses to get face-to-
face advanced training or continuing education.

“It used to be that you would travel to a pro-
gram or go to a class; but work has changed,
companies have merged and don’t have as many
staff, so people are tied to their jobs and it’s hard
to get away,” Randolph observes. “We’re seeing
more offerings being provided through distance
learning, and that’s opened up a lot more profes-
sional development opportunities.”

AAOHN offers a list of continuing education
opportunities and professional development
courses, some of which are available as on-line 
or downloaded self-study courses.

Other professional organizations, including the
American Industrial Hygiene Association (www.
aiha.org), American College of Occupational and
Environmental Medicine (www.acoem.org), and
the Institute of Industrial Engineers (www.iienet.
org), offer self-study and distance learning as well
as on-site training at conferences.

But with more and more occupation health
nurses reporting they are working longer hours —
more than half of those responding to Occupational
Health Management’s 2004 Salary Survey reported
that they work more than 40 hours, and as many
as 60 hours, each week (see insert) — the flexibil-
ity and cost savings offered by self-study courses
is very attractive to many in the field, Randolph
says.

“They can take courses at their convenience
rather than on a specific day and time,” she
points out. “With videoconferencing and audio
conferencing, you can attend it or miss it entirely,
then bring it up on your computer, view the
slides, or listen to it on CD when it’s convenient.

“You print off a lesson or article, read it when
you can, take a quiz on-line, print off your docu-
mentation, and you’re done.”

Training increases your worth

Even though it seems there may not be enough
hours in the week to fit in the additional training,
getting those hours in is critical to improving the
worth of the occupational health nurse, particu-
larly when companies are looking to trim budgets.

“It is important to show your value — what do
you bring to the job that justifies your existence?”
Randolph says. “Why should your workplace or
company have an occupational health nurse?”

It’s easy for companies to rationalize that as
they belt-tighten, merge, and lay off employees,
they may not need on-site nurses or an occupa-
tional health program. Keeping abreast of train-
ing and being able to demonstrate what an
occupational health program means to the
employer in terms of new programs that can save
the company money by getting people back to
work sooner or picking up on a disease earlier
can be instrumental in preserving occupational
health programs and jobs, Randolph surmises.

Wendi Robbins, RN, PhD, director of occupa-
tional and environmental health nursing at the
University of California-Los Angeles School of
Nursing, one of the NIOSH ERCs, says her center
is seeing increasing demand for occupational
health practitioners.

“The practitioner can not only administer
advance practice nursing at the worksite —
suturing, etc. — but comes out with a master’s
level degree and training in strategic planning,
evaluation of programs, and that sort of thing,”
she says. 

The role of the occupational health nurse in the
workplace is changing, Robbins says, and so
training for future occ-health nurses is adapting.

“Our program, for example, is interdisciplinary
with business programs and industrial hygiene pro-
grams,” she says. “They are all in courses together,
and I think the nurses are seeing where they can
expand their scope by getting masters’ degrees.”

The core materials that new occupational health
nurses need to know has not changed all that
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much, Randolph says, but for the seasoned nurse,
the emphasis might be on advancing his or her
knowledge in specific areas, gaining new expertise
in technology, or learning new techniques for case
management.

“SARS, bioterrorism . . ., there are always
going to be things that require us to stay on top 
of developing topics,” she points out. 

Employees often consult the occupational health
nurses at their work sites about non-work-related
problems, such as arthritis or a sports-related
injury, and if they get information or second opin-
ions that prove trustworthy, the nurses’ value to
that employee — and thus, to the employer — has
risen, Randolph suggests.

“And depending on the type of worksite you
are in and the number of nurses there, you might
be taking care of injuries, doing case manage-
ment, and being an office manager, whereas if
you have several nurses you might have just one
responsibility,” she says. “So depending on your
workplace and the demands on you, your profes-
sional development needs will vary.”

Footing the bill

As companies’ budgets get tightened, money
available for professional development is often
one of the first things to go. 

“In California, it’s pretty dreadful in terms of
budgeting,” Robbins says.

“We are seeing maybe 10% of our students are
experienced occupational health nurses who are
coming back to expand their scope of knowl-
edge,” Robbins observes. “The other, major por-
tion are hospital-based nurses who are looking to
advance their practice roles.”

Mandatory continuing education has to come
first, but if there is additional training that could
extend an occupational health nurse’s job duties at
a particular worksite, or would expand the services
he or she could offer the employer for a relatively
low cost, sometimes a well-planned presentation to
the employer is all it takes to justify the cost. 

AAOHN offers various grants to help with
continuing education, leadership development,
and return to school full time, and state and local
chapters of national professional organizations
frequently offer scholarships to help members
attend training conferences.

A cost factor often overlooked is the cost in time
— an occupational health nurse who is attending a
conference isn’t at work, and that can cost the
employer money. When a nurse is the lone staff

member in that company’s occupational health
program, distance learning might be a more readily
accepted alternative for the employer.

AAOHN offers workshops to its members that
help them make their case to their companies,
including a skill set, success tools, and informa-
tion on maximizing their value and demonstrat-
ing that value to their companies. 

An eye on future technology

Occupational health nurses are going to con-
tinue to see their roles — and demands on them
— change, and Robbins says being technologi-
cally savvy will be key to adapting to the changes.

“One thing here in California, as well as in
other parts of the country, is the push toward
becoming familiar with nanotechnology [a science
devoted to engineering things that are unimagin-
ably small],” Robbins says. Nanoscale materials
are increasingly being used in optoelectronic, elec-
tronic, magnetic, medical imaging, drug delivery,
cosmetic, catalytic, and materials applications.

According to NIOSH, the occupational health
risks associated with manufacturing and using
nanomaterials are not yet clearly understood.
Many nanomaterials and devices are formed
from nanometer-scale particles (nanoparticles)
that are initially produced as aerosols or colloidal
suspensions. 

Workers within nanotechnology-related indus-
tries have the potential to be exposed to uniquely
engineered materials with novel sizes, shapes,
and physical and chemical properties, at levels
far exceeding ambient concentrations. For now,
NIOSH is urging caution when there is potential
for workers to be exposed to nanoparticles.

“Even though we don’t know the extent to
which nanotechnology could affect worker
health, we are making sure our graduates here at
UCLA are at least familiar with nanotechnology,
because we want them to be in line with the new
technology-driven, global kinds of industry.”

A current CE course schedule for all NIOSH
Education and Research Centers is available.
Contact NIOSH by phone: (800) 35-NIOSH [(800)
356-4674], or go to the NIOSH web site: www.
niosh-erc.org. Information on occupational health
and nanotechnology is available at www.cdc.gov/
niosh/topics/nanotech/.

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

FAAOHN, President, American Association of
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Occupational Health Nurses, 2920 Brandywine Road,
Suite 100, Atlanta, GA 30341. Phone: (770) 455-
7757. Web: www.aaohn.org.

• Wendi Robbins, RN, PhD, Director, Occupational
and Environmental Health Nursing, University of
California-Los Angeles School of Nursing, Louis Factor
Building, Box 956919, 700 Tiverton Ave., Los Angeles,
CA 90095. Phone: (310) 825-8999; fax: (310) 206-3241;
E-mail: wrobbins@sonnet.ucla.edu.] ■

Aggressive recruitment 
grows occ-health ranks 
Programs mentor college students

Areas of health care specialty are all compet-
ing for a limited pool of nurses, but a pair of

programs are hoping to introduce nurses and
nursing students to the field of occupational
health and safety.

NIOSH mentored nine college students during
this year’s summer break, as part of the CDC
Project IMHOTEP.

Project IMHOTEP is a CDC mentoring program
for minority students, named after an ancient
Egyptian physician, mathematician, and architect
who established some of the first recorded public
health practices. He was deified as the god of
medicine. The program is designed to enhance the
skills and experience of minority students in the
public heath areas of epidemiology, biostatistics,
and occupational safety and health. 

The program is sponsored by the Public Health
Sciences Institute at Morehouse College in Atlanta,
and is designed for undergraduate students (rising
and graduating seniors) who have some training in
public health and/or quantitative or science disci-
plines. The program provides participants with two
weeks of intensive classroom training in epidemiol-
ogy, biostatistics, writing, biochemical techniques,
and various computer statistical packages, and nine
weeks of research and data analysis in biostatistics,
epidemiology, and occupational health and safety
with experts at the CDC and Morehouse College.
Project IMHOTEP sponsors interns in Spokane,

WA; Morgantown, WV; Cincinnati; Pittsburgh; and
Atlanta.

Bill Jenkins, PhD, a founder of the project
and faculty member at Morehouse College, said
Morehouse and CDC personnel who work with
the program seek to instill “religious fervor”
among students that will drive them to want to
establish careers in public health. 

Recruit, mentor new generation

The Occupational Health Internship Program
(OHIP), administered by the Association of
Occupational and Environmental Clinics (AOEC),
graduated its first class of interns last summer with
the support of NIOSH. OHIP seeks to recruit, train,
mentor, and inspire a new generation of occupa-
tional safety and health professionals who are dedi-
cated to preventing job injury and disease through
partnerships with workers. 

Student interns are assigned to work in inter-
disciplinary teams to promote better understand-
ing of how the different professions interact to
identify, assess, and resolve occupational haz-
ards. OHIP has training centers at the University
of California, San Francisco and Hunter College
in New York City. 

“We believe that students of occupational health
need direct experience with workers to fully under-
stand the complexity of health and safety issues and
problems in the workplace,” says Gail Bateson,
MS, OHIP Program Coordinator. “OHIP offers
funding for students to work with union and other
nonprofit worker organizations, and teams of stu-
dents from medicine, nursing, public health, and
related fields receive training and will collaborate
with the sponsoring union/worker group and local
occupational health and safety mentors to address
occupational health and safety problems.” 

She says OHIP will play a vital role in shaping
the future of occupational health by developing
the next generation of leaders in the field and
give future occ-health professionals grounding in
“the reality of the workplace.”

OHIP is based on the premise that occupational
health nursing requires a nurse to have a broad
knowledge base not only in assessment and treat-
ment of injured workers, but also in public health
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issues and regulations. Interpersonal skills are nec-
essary for dealing not only with healthy, sick, or
injured workers, but also with employers, insur-
ers, and program directors, and exposure to these
dynamics early on helps students build strengths
in these areas, Bateson says. 

[For more information, contact:
• Bill Jenkins, PhD, Morehouse College Public

Health Sciences Institute, 830 Westview Drive, S.W.,
Box 121, Atlanta, GA 30314-3773. Phone: (404) 215-
2733. Web: http://www.morehouse.edu/academics/
cenins/publichealth/imhotep/program.html.

• Gail Bateson, MS, OHIP Program Coordinator,
University of California at Berkeley, Berkeley, CA.
Phone: (510) 525-6421. E-mail: batesong@pacbell.net.
Web: www.aoec.org/OHIP/Home.htm.  ■

Bar, casino workers benefit
from no-smoking rule

Astudy of the effects of Delaware's ban on
smoking in public places, enacted in 2002,

showed that toll collectors in a tunnel tollbooth
breathed fewer particulates than workers in casi-
nos in that state, according to results published in
the September issue of the Journal of Occupational
and Environmental Medicine. A researcher mea-
sured air quality at eight indoor entertainment
establishments before and after the law took
effect, as well as at locations with high vehicular
traffic. 

The study found that before the smoking ban,
the levels of potentially dangerous particulates in
the entertainment locations were more than double
the level on Interstate 95 in Delaware. But after the
law took effect, particulates in the air in the bars
and casinos dropped 90%. The author of the study
wrote that the findings disprove the argument 
that good ventilation systems are enough to clear
particulates from indoor air, and that the ban on
indoor smoking should result in better respiratory
health for workers.  ■

November 2004 / OCCUPATIONAL HEALTH MANAGEMENT ™ 131

United States Postal Service
Statement of Ownership, Management, and Circulation
1. Publication Title 2. Publication No. 3. Filing Date

4. Issue Frequency 5. Number of Issues Published Annually 6. Annual Subscription Price

7. Complete Mailing Address of Known Office of Publication (Not Printer) (Street, city, county, state, and ZIP+4) Contact Person

Telephone

8. Complete Mailing Address of Headquarters or General Business Office of Publisher (Not Printer)

9. Full Names and Complete Mailing Addresses of Publisher, Editor, and Managing Editor (Do Not Leave Blank)
Publisher (Name and Complete Mailing Address)

Editor (Name and Complete Mailing Address)

Managing Editor (Name and Complete Mailing Address)

10. Owner (Do not leave blank. If the publication is owned by a corporation, give the name and address of the corporation immediately followed by the names and
addresses of all stockholders owning or holding 1 percent or more of the total amount of stock. If not owned by a corporation, give the names and addresses of 
the individual owners. If owned by a partnership or other unincorporated firm, give its name and address as well as those of each individual. If the publication is
published by a nonprofit organization, give its name and address.) 

Full Name Complete Mailing Address

Thomson American Health Consultants 3525 Piedmont Road, Bldg. 6, Ste 400

Atlanta, GA 30305

11. Known Bondholders, Mortgagees, and Other Security Holders Owning or 
Holding 1 Percent or More of Total Amount of Bonds, Mortgages, or 
Other Securities. If none, check box None

Full Name Complete Mailing Address

Thomson Healthcare, Inc. Five Paragon Drive

Montvale, NJ 07645

12. Tax Status (For completion by nonprofit organizations authorized to mail at nonprofit rates.) (Check one)
The purpose, function, and nonprofit status of this organization and the exempt status for federal income tax purposes:

Has Not Changed During Preceding 12 Months
Has Changed During Preceding 12 Months (Publisher must submit explanation of change with this statement)

10/1/04

$479.00

Robin Salet

404/262-5489  

Occupational Health Management

Monthly

3525 Piedmont Road, Bldg. 6, Ste. 400, Atlanta, 
Fulton County, GA 30305

3525 Piedmont Road, Bldg. 6, Ste. 400, Atlanta, GA 30305

1 0 8 2 - 5 3 3 9

12

Brenda Mooney, 3525 Piedmont Road, Bldg. 6, Ste. 400, Atlanta, GA 30305

Steve Lewis, same as above

Alison Allen, same as above

13. Publication Name 14. Issue Date for Circulation Data Below

15. Extent and Nature of Circulation Average No. of Copies Each Issue Actual No. Copies of Single Issue
During Preceding 12 Months Published Nearest to Filing Date

a. Total No. Copies (Net Press Run)

(1) Paid/Requested Outside-County Mail Subscriptions Stated on 
Form 3541. (Include advteriser’s proof and exchange copies)

(2) Paid In-County Subscriptions (Include advertiser’s proof and 
b. Paid and/or exchange copies)

Requested
(3) Sales Through Dealers and Carriers, Street Vendors,Circulation

Counter Sales, and Other Non-USPS Paid Distribution

(4) Other Classes Mailed Through the USPS

.c. Total Paid and/or Requested Circulation
(Sum of 15b(1) and 15b(2)

d. Free (1) Outside-County as Stated on Form 3541
Distribution
by Mail
(Samples, (2) In-County as Stated on Form 3541
Complimen- 
tary and

(3) Other Classes Mailed Through the USPSOther Free)

e. Free Distribution Outside the Mail (Carriers or Other Means)

f. Total Free Distribution (Sum of 15d and 15e)

g. Total Distribution (Sum of 15c and 15f)

h. Copies Not Distributed

i. Total (Sum of 15g,  and h.

Percent Paid and/or Requested Circulation
(15c divided by 15g times 100)

16. Publication of Statement ofOwnership
Publication required. Will be printed in the ______________________issue of this publication. Publication not required.

17. Signature and Title of Editor, Publisher, Business Manager, or Owner Date

I certify that all information furnished on this form is true and complete. I understand that anyone who furnishes false or misleading information on this form or who omits
material or information requested on the form may be subject to criminal sanctions (including fines and imprisonment) and/or civil sanctions (including multiple damages
and civil penalties).

Instructions to Publishers
1. Complete and file one copy of this form with your postmaster annually on or before October 1. Keep a copy of the completed form for your records.

2. In cases where the stockholder or security holder is a trustee, include in items 10 and 11 the name of the person or corporation for whom the trustee is acting. Also
include the names and addresses of individuals who are stockholders who own or hold 1 percent or more of the total amount of bonds, mortgages, or other securities
of the publishing corporation. In item 11, if none, check the box. Use blank sheets if more space is required.

3. Be sure to furnish all circulation information called for in item 15. Free circulation must be shown in items 15d, e, and f.

4. Item 15h., Copies not Distributed, must include (1) newsstand copies originally stated on Form 3541, and returned to the publisher, (2) estimated returns from news
agents, and (3), copies for office use, leftovers, spoiled, and all other copies not distributed.

5. If the publication had Periodicals authorization as a general or requester publication, this Statement of Ownership, Management, and Circulation must be published;
it must be printed in any issue in October or if the publication is not published during October, the first issue printed after October.

5. In item 16, indicate date of the issue in which this Statement of Ownership will be published.

6. Item 17 must be signed.

Failure to file or publish a statement of ownership may lead to suspension of second-class authorization.

PS Form 3526, September 1999 (Reverse)

Occupational Health Management September 2004

November 2004

Publisher 9/20/04

525 500

219 211

2 1

0 0

20 17

241 229

12 12

3 3

0 0

25 25

40 40

281 269

244 231

525 500

86 85



132 OCCUPATIONAL HEALTH MANAGEMENT ™ / November 2004

Consulting Editor:
William B. Patterson, 

MD, MPH, FACOEM
Chair, Medical Policy Board

Occupational Health +
Rehabilitation
Hingham, MA

Judy Colby, RN, COHN-S, CCM
Manager 

Glendale Adventist Occupational
Medicine Center 

Burbank, CA 
Past President

California State Association of
Occupational Health Nurses

Deborah V. DiBenedetto, 
MBA, RN, COHN-S/CM, ABDA,

FAAOHN
Past President, American

Association of Occupational
Health Nurses 

Atlanta

Annette B. Haag, 
MA, RN, COHN-S/CM, FAAOHN

President
Annette B. Haag & Associates

Simi Valley, CA
Past President

American Association of
Occupational Health Nurses

Charles Prezzia, 
MD, MPH, FRSM
General Manager

Health Services and 
Medical Director

USX/US Steel Group
Pittsburgh

EDITORIAL ADVISORY BOARD

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
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 regulations

regarding employee health and safety.

CE questions

Nurses and other professionals participate in
this continuing education program by reading

the issue, using the provided references for fur-
ther 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.

17. For an employer with fewer than 50 workers,
spending money on workplace health and
safety measures is not a cost-effective use
of resources.

A. True
B. False

18. According to occupational health consultant
Beverly Tobias, which of the following is a
good first step/are good first steps for a
small business owner to take regarding
workplace health and safety?

A. An audit by an occupational health consultant
B. Posting of OSHA safety regulations
C. Posting of a building evacuation plan
D. Informing employees of safety measures

they are required to observe
E. All of the above

19. The number of cases of tuberculosis reported
in the United States has dropped by more than
40% since 1992.

A. True
B. False

20. According to results of a survey of AAOHN
members, most of those occupational health
nurses who work in nongovernment, not-for-
profit hospitals and are responsible for fit test-
ing between 500 and 5,000 individuals must
do so with an average staff size of ____.

A. three or fewer
B. five to seven
C. eight to 10
D. 10 or more

Answers: 17-B; 18-E; 19-A; 20-A.

BINDERS AVAILABLE

OCCUPATIONAL HEALTH MANAGEMENT has sturdy
plastic binders available if you would like to store back
issues of the newsletters. To request a
binder, please e-mail ahc.binders@
thomson.com. Please be sure to include
the name of the newsletter, the subscriber
number and your full address. 

If you need copies of past issues or prefer on-line,
searchable access to past issues, go to www.
ahcpub.com/online.html.

If you have questions or a problem, please call a cus-
tomer service representative at 1-800-688-2421.



Do as I say, not as I do. The occupational health
nurse is quick to point out to workers when

too many long hours are detrimental, but the
nurse is likely to be putting in just as many hours,
if not more.

According to the 2004 Occupational Health
Management salary survey, the working day for
occ-health nurses still is a long one. The good
news is, they were rewarded a bit more last year
with salary increases that topped those from the
year before.

Raises healthier in 2003

Salary increases over the past year were a bit
better than they were reported to be the previous

year, based on comparisons of the 2003 and 2004
OHM salary surveys.

In the 2004 survey, 71% of the occupational
health professionals who responded said they
received salary increases of 1-6%, compared to
69% of respondents who’d received raises of
between 1% and 6% the previous year. 

A closer look at the raises within that range
reveal that more raises were in the 1% to 3% range
than in the 4% to 6% range, according to the 2004
survey, a slight negative change from what was
reported in the 2003 survey.

“I think, across the board, in any industry,
you’re going to find people who just consider
themselves lucky to have a job right now, so a 1%-
3% increase is going to be pretty standard,” says
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Salary increases better in 2003, but hours still long
Occ-health nurses balance work and life
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Susan A. Randolph, MSN, RN, COHN-S,
FAAOHN, president of the American Association
of Occupational Health Nurses (AAOHN), based
in Atlanta. 

While the majority of survey participants
reported raises in the 1%-6% range, another 25%
of the total respondents said their salary did not
change in the last year, while 4% reported increas-
es of 7%-10%.

Occupational health professionals are working
hard for those increases, the OHM survey indi-
cates. Long working hours continue to be an occu-
pational hazard, Randolph says.

“I’m hearing that it takes more and more time,
depending on number of staff you have, to get the
work done,” she reports. “For many people, their
job responsibilities have broadened, there’s more
work to do, and they’re just trying to get it all
done.”

41- to 50-hour workweek the norm

This year’s survey reflects that while 29% of
those responding work a typical full- or part-time
schedule of 20-40 hours per week, almost 46% are
working 41-50 hours per week. And 21% report
they are working 56-60 hours per week — an
average of 11-12 hours every day of the week.

“I view the technology we have today as a tool

that can assist you, but it can also mean you are
on 24/7,” Randolph says. “With e-mail, you get an
immediate response, often, and so you end up
being able to do more, but it means you might be
doing more and doing it more hours per week.”

Because some occupational health practitioners
travel — either to satellite sites of their employ-
ers’, or to client sites if working as a consultant —
they wind up doing work at night and on week-
ends, making up for the time lost during travel,
Randolph says.

“It seems as if there’s never really enough time
to take a breath,” she adds. “It’s important to try
to balance that, to put things in perspective and to
have time to approach things in other ways.”

More staff, or just more work?

The 2004 survey included a question that had
not been posed in the OHM survey for two years:
“How has the size of your staff changed in the
past 12 months?” The respondents said that 62.5%
of them had seen growth in their staff during the
last year — a figure that on first glance might
seem to represent a boom in the field.

But Randolph says there could be other reasons.
“There has been some rebound of the economy,

and that might be reflected in those figures, and it
could reflect that employers are recognizing the
importance of having a healthy and productive
work force and are investing in having the addi-
tional staff to address those particular needs,” she
says. “But it also could be that with streamlining
and cutting back of staff, other programs might be
being folded in under the occupational health
umbrella, and that could account for an increase
in staff.

“Perhaps environmental health in a company is
brought into the occupational health department,
and in that case, it would not really be a growth in
staff as much as it would be a realigning or broad-
ening of the staff.”

In the 2004 survey, 54% of those responding are
at the manager/coordinator level in occupational
health. Twenty percent are directors of occupa-
tional health, and 13% are occupational health
nurses. 

Ahead of the curve

Recognizing that to keep an occ-health program
going in the current business climate an occupa-
tional health professional must be as valuable to
the program as possible, many occupational health
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nurses are eyeing advanced degrees, according to
Wendi Robbins, RN, PhD, director of occu-
pational and environmental health nursing,
the University of California-Los Angeles
School of Nursing.

Robbins says a trend at UCLA is for occ-
health nurses to go back to school to become
occupational nurse practitioners, so that
they will be qualified not only a wider range
of clinical services, but also will be more
expert at managing the business side of an
employee health program.

“Another option we’re seeing is for them
to just enter a program where they learn
budgeting and management, and in that
way make themselves a more valuable
employee,” Robbins adds. 

The wide range of expertise an occupa-
tional health professional can bring to a
workplace is one of the things that influ-
ences salaries in the field and attracts new
nurses into the specialty of occupational
health and safety, Randolph says.

“We [in the occ-health field] are doing thing
to reach out to nursing students who are get-
ting ready to graduate, to let them know that
this is a viable, wonderful opportunity in

which to grow,” she says. “We like to highlight that
this is a field in which you can be much more
autonomous, working alone to make decisions that
keep workers well.”

The nursing shortage continues to be a factor.
The struggle is to get students into nursing
school, period, much less into the occupational
health field specifically, Randolph says. 

Older nurses attracted to field

Attractive salaries are a key component to
drawing in new nurses, Randolph points out.
While the OHM survey indicates that quite a 
few respondents are in a higher income range,
Randolph says those figures should be taken in
context to the age range of those in the field.

“The population as a whole is aging, and so
you are going to have a larger number of folks in
that age range,” Randolph says. 

Just 12% of those responding to the survey are
younger than 40; this is not entirely surprising,
because occupational health has traditionally been
viewed as a field into which nurses move after
they have gained a variety of experience. Almost
46% of those surveyed are between ages 41 and
50; 4% are 51 to 55 years of age; and 29% are age
61 through 65 years. 
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Lost
positions

13%

No
change

25%

Gained
positions

62%

Staff Size Changes 
in the Last Year

7% to 10%
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4%

4% to 6%
Increase

25%

1% to 3%
Increase

46%

No
Change

25%

How Has Your Salary Changed?



As in other nursing specialty areas, largely
women populate the occ-health field. Consultants
say occupational safety and health is an area that
seems to be attracting more males, particularly in
the areas of manufacture and industry. In the 2004
survey, 17% of the respondents are men.

Attract them with money . . . or with respect

While the OHM salary survey asks respondents
only about monetary compensation, Randolph
says employers are showing some creativity in
rewarding occupational health staff in nonmone-
tary ways.

Granted, she says, “That doesn’t pay the bills,”
but what can help pay the bills — or at least make
those long hours go by more easily — is some
form of compensation that signals the work being
performed is necessary and appreciated.

“If not a raise, then there are other benefits,
such as being recognized for the good work that
they do,” she says. “They can be shown that they
are valued as a contributing worker, or that they
are respected for their decisions. Giving someone
responsibility can go a long way [toward employ-
ee satisfaction].”

The challenges faced on the job can be reward-
ing as well, those in the field say. “The critical
thinking that is involved, the challenge of keeping
employees well, as opposed to being a floor nurse
in a hospital and your focus being on making peo-
ple well, are all aspects of the job that can help
retain nurses in the specialty,” Randolph says.

Finally, where the occ-health professional is
working influences his or her income, according
to survey results. The Northwest, West, and West
Coast areas yielded the most respondents report-
ing incomes from $60,000 to $89,999.  ■
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