
Changes in world, workplace mean 
changes in scope of occupational health
Occupational, environmental health has key role in disaster preparedness

The scope of the occupational health practice began expanding
almost from its beginnings in 1888, when Betty Moulder, a nurse in
Pennsylvania, began caring for coal miners and their families.

Today’s occupational and environmental health nurses have one foot in
the clinical world and one in the business world, with frequent steps into
the policy and public health arenas.

Issues such as cost of prevention vs. cost of treatment, wellness and
public health, and workers’ compensation and insurance have been as
much a part of occupational health nursing as tending to sick and injured
employees at the work site for some time. More recent events have caused
the scope of practice to expand to include environmental health, disaster
and pandemic preparedness and response, and the role of occupational
health in the broader field of public health in times of crisis.

“Some of the things I see happening [indicate] that occupational and
environmental health nurses have much broader responsibilities than
they have had in the past,” says Susan Randolph, MSN, RN, COHN-S,
FAAOHN, American Association of Occupational Health Nurses
(AAOHN) president. 

The U.S. Department of Labor’s Bureau of Labor Statistics (BLS) pro-
jects that employment in the occupational health field will grow at a rate
of 9% to 17%, and cites the Sept. 11, 2001, terrorist attacks as one reason.

“Emergency preparedness has become a greater focus for the public
and private sectors, and for occupational health and safety specialists and
technicians,” the BLS states (see www.bls.gov/oco/ocos017.htm). 

Disaster preparedness big OH focus

Occupational and environmental health professionals in all areas of the
discipline have taken a greater role and and been more active in disaster
preparedness in the nearly five years since the Sept. 11 attacks and the
subsequent anthrax, avian flu, and SARS scares.

“We are focusing on being prepared if an event were to happen or an
exposure situation occurred,” Randolph says. 

AAOHN is one of several collaborators on a project that brings occupa-
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tional and environmental medicine together to
address that specialty’s role in the event of a 
mass casualty disaster. The Occupational Health
Disaster Expert Network (OHDEN) sprang from
the American College of Occupational and
Environmental Medicine (ACOEM) and an 
emergency response panel — and later a multidis-
ciplinary team — created to respond to the 9/11
disaster and to directives from the president and
the Office of Homeland Security. The mission of
OHDEN and its founding entity, the Occupational
Health Advisory Committee (OH-AC), is to serve
as an official Department of Health and Human
Services/Homeland Security working group con-
cerned with health care infrastructure in the event
of a large-scale disaster or pandemic.

Is this concern about occupational health and

medicine’s role in the event of a large-scale health
crisis new?

“Yes and no,” replies Robert K. McLellan, MD,
MPH, chief of occupational and environmental
medicine at Dartmouth-Hitchcock Medical Center
in Lebanon, NH, and a co-chairman of OH-AC.
“Emergency preparedness has been part of occu-
pational medicine since its beginning, particularly
in industrial medicine when the workplace was
not such a safe place. Early occupational medicine
was very much a part of emergency planning — as
in, what do you do when your plant blows up?”

What is new, McLellan says, is the extent to
which occupational health and medicine is being
drawn upon to deal not only with what happens
at individual workplaces, but in the community
at large.

OH network creates ‘parallel public health’

“Particularly since 9/11, occupational and
environmental medicine is being seen as forming
a parallel public health system, parallel to the
community public health system,” he says.

Randolph says the greater reliance on occupa-
tional health providers beyond the doorway of the
workplace is due in part to the realization that an
employee’s performance and health does not rely
only on what happens when he or she is at work.

“You can’t just look at the person at work;
that’s only one part of that person,” she explains.
“What else is going on with that person at work,
and what is going on with that person at home?”

Networking with other health providers in the
community is important, Randolph continues,
because if a pandemic, disaster or attack were to
occur, “all the health care partners in a commu-
nity, including occupational health, would work
together as a team, and it would be hard to [cre-
ate alliances] as the disaster is happening or after
a disaster occurs.”

McLellan says that the OHDEN web site
(www.ohden.sph.unc.edu) is a central location
for occupational and environmental health
providers to turn to for information on disasters,
pandemics, and emergencies. A sub-page,
OHDEN pandemic (www.ohden.sph.unc.edu/
pandemic/index.htm) is both an active tool and
an example of what OH-AC hopes OHDEN will
provide for an assortment of situations. 

At the pandemic site users find links to instruc-
tional materials and reference sites on H5N1 avian
influenza and the concepts of pandemic influenza;
information on care and prevention pertaining to
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workers and pandemics; organization needs
regarding public health or population concerns,
including contingency management, plans for
major absenteeism, and illness; and plans and pro-
grams created by other professionals responsible
for occupational and environmental health issues.

“OHDEN is a prototype for some of the function-
alities,” McLellan explains. “The aim of OHDEN is
to provide a place where [occupational health
providers] can go in the midst of an event and reach
out to people who might not be in the thick of battle
who have the time or expertise on what’s going on
to provide appropriate information.”

The public health aspect of occupational
medicine will put occupational health providers
in the thick of the fray in the case of mass disaster
or disease, McLellan says.

“The public health infrastructure has been
allowed to deteriorate, and now there is an effort
under way to restore that,” he says. “But occupa-
tional and environmental medicine now provides
public health services to their own employees, and
are increasingly asked to respond to issues outside
their own plants. This is very true of medical cen-
ter occupational health [providers], who have been
very involved in mass campaigns such as small-
pox and responding to threats of pandemic flu.”

Furthermore, he adds, corporate health care
providers are closely involved in advising man-
agement “on everything from when to close
down a plant to when to close down travel
abroad to when to reopen and reoccupy an area
that has been potentially contaminated.”

Occupational health clinics could find them-
selves designated as central distributors for medi-
cations or mass immunizations or for treating the
“worried well” during a crisis, McLellan says,
which makes logistical sense but presents new
problems that have to be planned for.

“There are many issues that need to be thought
of,” he says. “For example, who would pay for it?
There are businesses that would need to recover
[costs], but they present an opportunity for an
organized network that could complement the
community-based network during a crisis.”

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

FAAOHN, president, American Association of
Occupational Health Nurses; clinical instructor, 
public health nursing, University of North 
Carolina at Chapel Hill, school of public health. 
Phone: (919) 966-0979.

Robert K. McLellan, MD, MPH, chief, section of
occupational and environmental medicine; associate

professor of medicine and community and family
medicine, Dartmouth-Hitchcock Medical Center, One
Medical Center Drive, Lebanon, NH 03756. E-mail:
Robert.K.McLellan@Hitchcock.org.

Occupational Health Disaster Expert
Network, web site: www.ohden.sph.unc.edu.]  ■

Keep employees engaged,
and they get the message
Evaluate each training session

We’ve all been there — sitting through
required training sessions so dull that it’s all

the participants can do to stay awake, much less
absorb what’s being said. As an occupational
health professional, you don’t want to be the pre-
senter of a program like that, since the information
you are conveying impacts employees’ health.

Knowing your subject inside and out is only
part of the equation for a successful training ses-
sion that accomplishes what you intend. But an
encyclopedic mind about wellness or safety
issues won’t guarantee your audience will stay
awake and absorb what you’re offering. A pre-
senter who eats, breathes, and sleeps transporta-
tion safety, for example, is a wasted resource if he
or she is an uninspiring trainer. 

To make lengthy training or even short lunch-
and-learn sessions pay off in terms of worker
safety and health, a presenter has to know the
audience, know the topic, and know how those
two things mesh. 

“One of the big things I think that is very
important is to start by evaluating the previous
year’s training, if possible,” says Cathy Cronin,
chief of the division of training and educational
development for the Occupational Safety and
Health Administration (OSHA) office of training
and education.

“Especially if this is refresher training, meet
with some members of the previous group to get
feedback from the year before. Review the facilita-
tors and materials. Make sure you don’t offer the
same thing every year — that’s deadly,” she says.

Second verse, same as the first? 

Periodic refresher training is required by many
OSHA standards and company and industry reg-
ulations. Besides being regulatory requirements,
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of course, it’s just good safety practice to keep
workers up to date with refresher training.

But presenting the same information over and
over again in a way that keeps repeat audiences
engaged is a challenge. And if there’s some new
information buried within the old, it can get lost
if the format leads employees to tune out.

“If it’s a regulatory issue and you have to cover
these topics again and again, you have to chunk
the content and re-present it in a different way so
it doesn’t sound like what they heard last year,”
says Cronin. “If I am going to be presenting to the
same group at the same employer, I would see if I
can get fresh presenters, so I can get lots of varia-
tion in there.”

She also suggests doing a postmortem after the
training to find out what was effective and what
needs to be freshened up.

“I would pull together some focus groups and
get input from people on how to make it work for
them, since we’ll be faced with doing this again,”
she says. “Ask them how they’re going to apply
[the information they learned] to their jobs.”

Getting this feedback serves two purposes,
Cronin points out. One, it gives the trainer ideas
for making the information useful and interesting
to the audience and may yield some creative
ideas for the next session. Two, it sends the mes-
sage to employees that their opinions count and
that you, as an employer, want to be sure they
aren’t wasting their time.

“They might suggest, for example, some job
aids they use in the workplace that you can intro-
duce in the program, which would be helpful
because it is something that has proved to be
really useful to them,” she says.

A focus group done shortly before the refresher
can measure what participants remember from
the earlier session, letting the trainer know what
points need to be emphasized and what can be
handled with less attention.

“Now you understand your audience better, so
when you do your content, you can be more cre-
ative and design it for the employees,” Cronin says. 

Even if there’s no changing the information
that is presented, mixing up how it’s presented
can keep the audience engaged. Presenting facts
in a PowerPoint slide show might work once, but
it’s a guaranteed nap if given to the same audi-
ence at refresher meetings. Cronin suggests
repackaging information in a game format —
Jeopardy! is a popular format, she says — to
draw in audience participation and make the
training more fun.

Emphasize new information

Whenever possible, emphasize what’s new in the
program being presented, and show how it is rele-
vant to the audience. New policies and work rules,
new hazards that have been introduced, and new
procedures and equipment that have been installed
since the last training session can be used to make
the presentation seem less repetitious. If any of
those changes have resulted in more or different
accidents, that can be an attention getter as well.

“Find out ahead of time who in the audience is
already knowledgeable on the subject and use
that person,” says Cronin. “Peers learn best from
peers, so use some of the more experienced peers
to help give real-world experiences.

“Ask, ‘Frank, when you did this, how did it
work for you?’ And the audience will listen,
because Frank is their guy.”

Cronin explains that adults learn best through
participation, so any way that interaction can be
worked into the presentation will boost interest.

“Anything you can do to get participants
involved and to think about why they’re doing
this will help,” she continues. “You can show
them what they’re going to get out of the training
session — if training is on respirator fit testing,
for example, open up the training with a demon-
stration of what they’re going to learn, and that
shows them there’s a reason to pay attention.”

An all-lecture format, as anyone who’s partici-
pated in one can attest, may be the least effective
means of getting employees to absorb informa-
tion and apply it to their own job situations. 

“The instructor has to keep them engaged, get
them to practice skills in the class, and then use
small group sessions to practice,” she says.
“People learn from other learners, and will ask
each other questions that they might not ask the
facilitator or instructor.”

Apply training to employees’ world

Delivering important new information to
employees is required; what’s really critical, how-
ever, is getting them to apply that information to
their own jobs. Again, hands-on participation can
make the difference, Cronin says.

“Make sure you pay attention to the training
environment, and change the environment to
make it more real life and not just a classroom,”
she suggests. “ Also, check with the learners all
through the day, and ask them how they will
apply this to their work site. Help by giving them
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feedback; if there’s any kind of skill or task
involved in the training, give them feedback as
you go along, so it’s not just at the end of the day
and they have the mini-tasks or practices to keep
them on their toes during the training.”

Bring in props that trainees can see and touch,
such as a damaged tool that is unsafe, a haz-
ardous chemical container that is missing a label,
samples of protective equipment for them to
inspect, or a piece of equipment for a demonstra-
tion. Reintroduce employees to common safety
equipment that they may know how to use in
theory but rarely use in practice.

“Have facilitated discussions on equipment, and
if you have someone in the audience who’s actually
used it, have them talk about what they learned,”
says Cronin. “Maybe someone has actually put on a
respirator, or they know of someone who didn’t
and had harm occur as a result. Get the workers’
voices in there — it means much more to hear one
of their peers say ‘I followed this’ or ‘I didn’t follow
this regulation and here’s what happened.’”

Making safety training feel personal and
important to the individuals being trained hinges
on linking what employees know they’re supposed
to do and what employees will actually do when
faced with a risk.

“We did some disaster site worker training,
and had people saying, ‘I knew I should do this,
but didn’t want to take the time to do it,’ so we
devoted a lot of training to attitudes, rather than
process,” Cronin explained. “We put heavy
emphasis on clips of workers’ families and kids,
and how exposures can affect them. Finding out
about the things they do care about — what the
real issues are to that audience — is the thing you
can get from a real good evaluation.”

OSHA encountered a number of workers who
were involved in the post-9/11 cleanup efforts
who are suffering respiratory problems because
they found it uncomfortable and inconvenient to
wear respirators.

“So, in our new training, we make them put [res-
pirators] on, so they know what it feels like, and
then we deal with the attitude,” she says. “You
have to make it matter to them and to their jobs.”

Finally, always document training well.
Documentation provides proof that employees
have received the training required to avoid regu-
latory citations and fines, and provides valuable
defense in the event of lawsuits or criminal investi-
gations over worker injuries. Documentation also
can be used for planning purposes; if documenta-
tion is detailed, the person planning a refresher

can know who was in attendance at the earlier ses-
sion and exactly what information was covered.

[For more information, contact:
Cathy Cronin, chief of the division of training and

educational development, office of training and educa-
tion, U.S. Occupational Safety and Health
Administration. Phone: (847) 297-4810.

Occupational Safety and Health
Administration, office of training and education
training and reference materials library,
www.osha.gov/dcsp/ote/materials_library.html. 

Hodell C. ISD from the Ground Up. Alexandria,
VA: American Society for Training and Development:
2000.]  ■

AAOHN platform to focus
on safety, wellness, career 
Hazard preparedness, workplace violence addressed

In creating the public policy platform that will
guide its efforts through 2006, the American

Association of Occupational Health Nurses
(AAOHN) includes priorities that reflect the chang-
ing role of occupational and environmental health
nurses and the changing world in which they work.

This year’s public policy platform carries over
the major policy priorities identified in 2005 —
working conditions for health care workers, work-
place violence, and health promotion and wellness
— and adds emphasis to the evolving role of those
in occupational and environmental health nursing.

The topics included in the policy platform this
year are:

• All hazard preparedness. Occupational and
environmental health nurses play a critical role in
helping employees, businesses, and communities
plan for and respond to a variety of threats that
could have a potential impact on the health and
safety of employees, businesses, and the commu-
nity at large. 

Because occupational health nurses are trained
in emergency response planning, injury preven-
tion, loss control, and other skills needed in times
of disaster, AAOHN supports policy that includes
the workplace as a primary delivery system in
responding to and mitigating human, natural, and
technological work and community threats. (See
cover story.)

• Confidentiality of health information. As
health care providers, occupational and environ-
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mental health nurses have access to personal and
work-related client health information, and with
the privacy requirements of the Health Insurance
Portability and Accountability Act (HIPAA) are
faced with an increased responsibility to protect
the privacy of personal health information.

In its policy platform, AAOHN lends its sup-
port to the pursuit of federal legislation that
would provide universal security standards and
safeguards for protecting the confidentiality of
personal health information without hindering
employers’ ability to fulfill their administrative
obligations under the Americans with Disabilities
Act, Family Medical Leave Act, and workers’
compensation regulations.

• Health promotion, wellness, and disease
prevention. Always the backbone of occupational
health nursing, work site health promotion and
disease prevention remains a central priority for
AAOHN. In its policy platform for this year, it
cites a Department of Health and Human
Services survey of select employers offering work
site health promotion and disease prevention
programs, in which employers realized a median
savings of $3.14 in total health care costs for
every $1 invested in employee health promotion.

• Nurse licensure compact. Occupational
health nurses, as well as nurses in other fields,
are finding it more and more necessary to prac-
tice in more than one state, either because of the
nature of their work or because they serve
employers with sites in more than one state.

In response, many states have adopted the
nurse licensure compact (NLC); states that enter
the compact agree to recognize nursing licenses
from other states in the compact. This allows
nurses residing in compact states to practice in
person or electronically in more than one state
without applying for multiple licenses.

AAOHN supports the NLC because of the
career flexibility it affords nurses, and for the
opportunity for shared information among par-
ticipating compact states.

• Quality of work environments for nurses.
Health and safety risks to nurses are key factors in
the severe nursing shortage threatening the U.S.
health care system. AAOHN supports initiatives
that focus on strategies to foster safe and healthy
work environments for all health care professionals.

• Workplace violence prevention. Workplace
violence accounted for 16% of all work-related
fatal occupational injuries, the Bureau of Labor
Statistics reported. As with job safety issues, pre-
vention is the key, according to AAOHN’s policy

platform, and to that end, AAOHN supports leg-
islative and regulatory initiatives that provide
prevention techniques to businesses, communi-
ties, and health care professionals. 

For more information on AAOHN’s 2006 public
policy platform, go to www.aaohn.org. ■

CDC supports education to
boost flu vaccination rates
Provide free vaccine at work

The Centers for Disease Control and Prevention
(CDC) has issued new recommendations

aimed at increasing influenza vaccination cover-
age among health care personnel as a way to pro-
tect patients and staff from influenza. The
recommendations are partially at odds with some
medical associations that do not want health care
workers to have to sign documents indicating
they refused the vaccine.

The CDC Healthcare Infection Control
Practices Advisory Committee (HIPAC) and
Advisory Committee on Immunization Practices
(APIC) recommend that health care facilities pro-
vide strategies to make vaccine more accessible to
health care workers and to help facilities better
determine coverage rates and the reasons their
staff have for not getting vaccinated.

“Currently, fewer than half of health care work-
ers get vaccinated for flu each year. When people
who work in hospitals and health care facilities
don’t get vaccinated, they can pose a serious
health risk to their patients,” says CDC Director
Julie Gerberding, MD. “These recommendations
are designed to highlight the importance of health
care personnel getting vaccinated each year.” 

The guidelines recommend that: 
• Facilities offer influenza vaccine annually to

all eligible personnel, including students.
• Vaccine be offered at the workplace during

all shifts and at no cost to employees.
• Hospitals use strategies proven to improve

vaccination coverage. These include education to
combat fears and misconceptions about influenza
and influenza vaccines, use of reminders to staff,
and having leadership set an example by getting
vaccinated.

• Facilities obtain a signed form from staff who
decline vaccination for reasons other than medical.
This tool is designed to help facilities better moni-
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tor who is offered vaccine, employee concerns, and
barriers to vaccination so appropriate strategies can
be designed to improve vaccination coverage. 

The recommendations ask facilities to monitor
influenza vaccination coverage at regular inter-
vals during influenza season and provide feed-
back of ward-, unit-, and specialty-specific
coverage to staff and administration. Influenza
vaccination coverage should be one measure of
the quality of an institution’s patient safety pro-
grams. The recommendations also reiterate an
earlier recommendation of CDC’s HICPAC that
influenza vaccination coverage of health care per-
sonnel be used as a health care quality measure in
states that mandate public reporting of health
care facility-associated infections. 

“We want health care facilities to be even more
aggressive in protecting their staff and patients
from influenza,” says Denise Cardo, MD, chief of
the CDC’s Division of Healthcare Quality
Promotion. “Improving influenza vaccine cover-
age among health care personnel is vital to
patient safety and protects staff, as well.” 

Nurses approve; some in occ-med disagree 

The American Nurses Association (ANA)
applauded the CDC’s recommendations, which
echo the ANA’s efforts to improve annual
influenza vaccination rates among health care
workers. In late 2005, ANA launched its
“Everyone Deserves a Shot at Fighting the Flu”
campaign with the goal of encouraging more
nurses and other health care workers to get vacci-
nated against influenza every year. 

Neither the ANA nor the CDC recommend
mandatory vaccinations.

Nearly all registered nurses surveyed by the
ANA prior to November 2005 (97%) agree that
one health care worker infected with influenza in
a health care setting puts all patients and co-work-
ers at risk. The survey revealed 95% of nurses
believe health care workers should get vaccinated
against influenza each year, but only 5% of those
polled said they believe that all their co-workers
received an influenza vaccination last year. 

The American College of Occupational and
Environmental Medicine (ACOEM) issued a posi-
tion statement in late 2005 on the flu vaccine for
health care workers, as well, and while strongly
supporting education and vaccine availability for
health care workers, the group opposes the use of
declination statements. ACOEM’s position state-
ment on the subject applies to “seasonal

influenza” and is not necessarily applicable dur-
ing a pandemic situation, it stated. 

The Association of Occupational Health
Professionals (AOHP) issued a statement in
response to the recommendation of the Joint
Commission on Accreditation of Healthcare
Organizations guidelines for vaccination of health
care workers. Like ACOEM, AOHP endorses vac-
cinations for health care workers, but opposes
requiring declinations for health care workers
who do not wish to be vaccinated for influenza.

AOHP President Denise Strode, RN, BSN,
COHN-S/CM, wrote in the statement that there
are legitimate reasons for employees to refuse the
vaccine (allergy to eggs, severe past reactions),
and “occupational health nurses [OHNs] have
limited resources, especially at this time of the
year. Let the OHN spend the time to educate and
counsel on benefits of vaccination,” rather than
collecting declination forms.

Requiring employees who refuse the shot to sign
forms indicating that they were offered the chance
to be vaccinated, says William Buchta, MD, MPH,
FACOEM, chair of ACOEM’s medical center occu-
pational health section, “not only impacts the
employer-employee relationship in a negative way,
but diverts resources from activities known to
increase compliance and devotes them to enforce-
ment of a policy with no proven benefit.” 

See the entire CDC guideline on flu vaccinations for
health care workers at http://www.cdc.gov/
mmwr/preview/mmwrhtml/rr55e209a1.htm.  ■

OHN salaries grow as
employers realize value
Survey shows importance of certification, education

Occupational health nurses have enjoyed an
increase in salaries and benefits over the last

five years, a survey conducted by the American
Association of Occupational Health Nurses
(AAOHN) reveals. But as important as the salary
and benefits increases are, what they represent is
just as important, the president of the association
says.

“In occupational health nursing, when you see
the salary increases it reflects the scope of respon-
sibility of occupational health nurses and it
demonstrates the value that they bring to the work
site,” says Susan A. Randolph, MSN, RN, COHN-
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S, FAAOHN, president of the Atlanta-based
AAOHN. She adds that “any time you have salary
growth, considering all the effects on businesses
today, it’s good, and for nursing in particular.”

Approximately 3,000 randomly selected
AAOHN members responded to a survey sent
out in October 2005, and their responses reveal
the impact factors, such as certification levels,
education, job title, years of experience, geo-
graphic region, and company size, have on salary
and benefits. 

Education, certification worthwhile

Randolph says the survey findings indicate the
marketplace demand for occupational health
nurses “who can provide expertise on the busi-
ness implications of health issues.”

The AAOHN survey revealed that nurses with
occupational and environmental nursing certifi-
cation earn significantly more than those without
certification; also, education levels also correlated
with earnings, with those with higher levels of
education receiving greater compensation in
salary and benefits.

“Certification seemed to make a big differ-
ence,” says Randolph. “Those who are certified
had higher salaries than those who are not. That
speaks to the value of being certified — having
national recognition in occupational and environ-
mental health nursing — and it’s a valued cre-
dential to have.”

And although the American Association of
Colleges of Nursing (AACN) reports that nursing
schools had to turn away 32,000 qualified appli-
cants last year due to lack of capacity (see related
story, p. 46), Randolph says the supply of occupa-
tional health nurses so far is keeping up with the
demand.

“I think for the most part, supply is keeping up
with demand as more people look at occupa-
tional health as a career,” she says. “There are a
lot of settings that may employ occupational
health nurses, besides hospitals and other health
care facilities — non-traditional places — and I
think people are looking at that. 

“The thing is that at our nursing schools we try
to have faculty who are prepared to teach that
curriculum,” Randolph, a clinical instructor of
public health nursing at the University of North
Carolina at Chapel Hill, says, “and a lot of times
schools that are turning people away are doing it
because they don’t have the faculty. If you don’t
have the faculty, you can’t have the classes.”

Not just work site first aid

First aid at the work site is still part of the
occupational health nurse’s practice; but the
work injury or illness itself is just one small part
of what the nurse focuses on. Bigger questions
and concerns stemming from that one incident
may include: What caused the injury? What pre-
ventive measures need to be put into place or
adhered to? How is this employee going to be
returned to work? What lifestyle factors of the
employee contributed? What regulatory issues
apply? Were other employees or the public
exposed or injured?

“Occupational and environmental health
nurses really have an increased focus on health
and exposures, on safety, prevention, health pro-
motion, rising health costs, wellness,” says
Randolph. “And everyone’s looking at the dollar,
so you have to consider how to save money and
how to be smart about the dollars we do spend.”

If, as in many cases, the occupational health
nurse is the only occupational health and safety
employee at a site, he or she will have even
broader responsibilities.

“You really have to have good health skills and
good business skills and validate what we do in
terms of dollars and ‘sense,’” Randolph pointed
out. “There is that financial piece, and case man-
agement; there’s a lot more interdisciplinary col-
laboration with all sorts of different partners
within the [occupational health] disciplines and
the community.”

That variety is one aspect of the specialty that
attracts nurses to occupational health, Randolph
speculates. 

Average salary up almost 4% per year

The estimated average salary for AAOHN mem-
bers is $63,472 and the estimated median salary is
$65,000, according to survey results, reflecting a
growth of 3.9% annually since 2001. Randolph says
attractive salaries and benefits are critical to attract-
ing more nurses to occupational nursing.

On average, members who work in larger compa-
nies earn higher salaries, and members in the North-
east and mountain/Western regions earn higher
wages than those in other parts of the country.
Members who have responsibilities throughout the
entire United States earn more than members who
have responsibilities in only one or a few states.

The typical member has 75% of his or her
health insurance program premium paid by the

44 OCCUPATIONAL HEALTH MANAGEMENT ™ / April 2006



employer and receives 10 paid sick days, 15 paid
vacation days, nine paid holidays, and five paid
days for professional development per year.
Seventy-five percent report receiving a 401(k)
retirement plan.

The majority of members receive educational
expenses (79%), employee assistance (77%), pro-
fessional dues (77%), and free parking (76%) from
their employers.

The three most common job titles for AAOHN
members are OHN/clinician (24%), OHN/case
manager (22%), and manager (19%). Members’ pri-
mary job functions are either management and
administration (31%) or primary care (27%).
Slightly more than three out of five members (61%)
supervise registered nurses. The typical member
has been in his or her position six years, and more
than two in five members (43%) have been in occu-
pational and environmental health nursing more
than 15 years. More than one in five members
(22%) has at least a master’s degree. Almost six in
10 members (59%) report having occupational and
environmental health nursing certification.

The typical member works at a company that
has 10,000 employees nationwide and has 1,200
employees who are eligible for their services. The
median number of registered nurses at a location
is two, and the median number in their company
is four. Most AAOHN members responding to
the survey are between 45 and 54 years old (46%).

The AAOHN salary survey report is available by
calling AAOHN member services at (800) 241-8014,
or on-line at http://www.aaohn.org/marketplace/
comp_benefits.cfm. ■

APHA adopts policies 
on occupational health
Flu vaccines, immigrant worker health included 

The American Public Health Association
(APHA) has adopted 19 policies addressing

public health issues ranging from access to con-
traceptives and availability of the influenza vac-
cine to sex education in schools and access to care
following hurricanes Katrina and Rita. 

The 50,000-member association adopts yearly
public policy statements to draw attention to and
action on public health issues, including occupa-
tional health issues. The policies of particular
interest to occupational and environmental health

professionals include: 
• A public health approach to influenza vacci-

nation — Supports universal influenza vaccination
by, among many recommendations, calling for sup-
port of a federal vaccine purchase program for
uninsured adults; encouraging proper public health
preparedness in the event of an influenza vaccine
shortage; and urging the U.S. government to con-
sider increasing incentives for pharmaceutical com-
panies to invest in the research, development, and
production capacity of influenza vaccine.

• Occupational health and safety for immi-
grants — Supports formalizing the Occupational
Safety and Health Administration (OSHA) policy
not to refer cases involving undocumented work-
ers to immigration officials; creating initiatives to
permit OSHA and the Employment Standards
Administration to collaborate with community,
faith-based, and worker organizations to improve
immigrant outreach; and ensuring that all work-
ers, regardless of immigration status, have access
to workers’ compensation when injured.

• Reducing occupational exposure to benzene
— Urges Congress to fund OSHA at a level neces-
sary to review current scientific evidence on ben-
zene to establish a new standard; urges OSHA to
consider evidence from epidemiological studies
and risk assessments that consider multiple envi-
ronmental sources of benzene exposure; urges
federal funding for research to determine the
level of benefits in morbidity, mortality, and pro-
ductivity of individuals and industries by estab-
lishing benzene standards.

• Protection of rescue and recovery workers
and volunteers — Urges several actions be taken
to reduce the risks to rescue and recovery workers,
volunteers, and residents responding to disasters,
including implementation of the National
Response Plan’s worker and community environ-
mental testing and monitoring provisions; enforce-
ment of all Occupational Safety and Health
Administration and Environmental Protection
Agency regulations; adoption of criteria for the
remediation of contaminated soil prior to con-
struction; and protections for vulnerable workers,
including immigrants and temporary workers.

• Strengthening the public health work force
— Urges Congress to provide adequate funding
for a comprehensive national database on the
public health work force, including race, ethnic-
ity, gender, and disability status; supports the
developing of and funding for best practices for
recruitment, retention, and training of the public
health work force; and calls for increased funding
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for programs designed to improve public health
leadership and management training. 

• Supporting global strategy on diet, physical
education, and health — Supports the World
Health Organization’s Global Strategy on Diet,
Physical Activity and Health; encourages U.S.
local, state, federal, and tribal governments to
develop strategies addressing the impact obesity;
encourages surveillance data on obesity to be
maintained; supports obesity research and
encourages organizations at all levels of
American society to support nutritious food
choices and physical activity.

• Colorectal cancer screening — Urges employ-
ers and insurers to remove barriers to colorectal
screening; urges state governments to require that
all health insurers include full coverage for col-
orectal cancer screening and related diagnostic
tests; urges state and local health departments to
include colorectal cancers in all cancer screening
programs and promote screening to their clients;
and encourages the federal government to collect
data and promote colorectal cancer screening.

• Increasing research funds for nanotechnol-
ogy — Urges Congress and relevant federal agen-
cies to dedicate at least $100 million of the total
funding related to the National Nanotechnology
Initiative annually for at least the next several
years, specifically to research the occupational
and environmental health and safety implications
of nanomaterials.

The remaining policies adopted this year by
the association address:

• Condemning torture of detainees by health
professionals;

• Protecting human milk from chemicals; 
• Protecting children from lead exposure;
• Addressing unmet end-of-life needs; 
• Needs of immigrants following Gulf Coast

hurricanes; 
• Access to contraceptive prescriptions; 
• Reducing food-related disparities; and 

• Support for oral health programs. 
For full details of the APHA position policies, 

visit www.apha.org/legislative/policy/index.htm,
or call the Washington, DC -based association at 
(202) 777-2742. ■

Nursing schools forced 
to turn away applicants 
Biggest growth in ambulatory care

The number of licensed registered nurses in the
United States increased 7.9% from 2000 to

2004, to an estimated 2.9 million, according to
preliminary findings from the 2004 National
Sample Survey of Registered Nurses. But the
nursing shortage persists, and nursing schools in
2005 had to turn away more than 32,000 qualified
applicants due to capacity restraints.

About 83% of licensed RNs were employed in
nursing in 2004, 58.3% full-time. The average earn-
ings of full-time RNs increased 12.8% since 2000,
after adjustment for inflation, while the average
age of RNs increased to 46.8 years from 45.2 years.
The federal Health Resources and Services
Administration’s Bureau of Health Professions con-
ducts the survey every four years, and expected to
publish the complete 2004 results in March. 

The data on nursing school enrollment were
released by the American Association of Colleges
of Nursing (AACN).

“These findings show we are making progress
in increasing the supply of nurses, but we must
continue these efforts to meet the ongoing and
future demand for nurses in this country,” says
Denise Geolot, director of the Bureau of Health
Professions Division of Nursing.

Results from the 2004 Bureau of Health
Professions survey indicate a slight trend away
from the hospital as the setting for nurses’ princi-
pal nursing positions, although changes in the
structure of hospitals (e.g., more specialty outpa-
tient clinics) may explain some of the change, the
report states. Although the estimated number of
RNs whose principal position was in hospitals
was greater in 2004 than in 2000, the percentage of
RNs working in hospitals decreased from 2000 to
2004. In March 2004, out of an estimated 2.4 mil-
lion RNs employed in nursing, 56.2 % worked in
hospital settings compared to 59% in March 2000.

Community and public health settings —
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On-line bonus book 
for OHM subscribers

Readers of Occupational Health Management who
recently have subscribed or renewed their previ-

ous subscriptions have a free gift waiting — The 2006
Healthcare Salary Survey & Career Guide.

The report examines salary trends and other compen-
sation in the hospital, outpatient, and home health indus-
tries.

For access to your free 2006 on-line bonus report,
visit www.ahcpub.com.  ■



which include occupational health nursing —
remained the next largest type of predominant
employment for RNs; but the percent of RNs
employed in these settings also decreased, from
an estimated 18.3% of RNs reporting public or
community health settings in 2000 to 14.9% in
March 2004. The percent of RNs reporting nurs-
ing homes and extended-care facilities as their
principal setting remained relatively constant
between 2000 (6.9%) and 2004 (6.3%).

In contrast, the percent of RNs reporting their
principal nursing position in other types of settings,
particularly ambulatory care, increased from 2000
to 2004, according to the report. In 2004, 11.5% of
RNs were estimated to be employed in ambulatory
care settings, including physician-based practices,
nurse-based practices, and health maintenance
organizations, compared to 9.5% in 2000.

32,000 applicants turned away in 2005

Despite an ongoing nursing shortage and a
13% increase in enrollment in entry-level bac-
calaureate nursing programs in 2005, nursing
schools had to turn away more than 32,000 quali-
fied applicants due to capacity constraints,
according to AACN data.

“Despite the successful efforts of schools
nationwide to expand student capacity, our
nation’s nursing schools are falling far short of
meeting the current and projected demand for
[registered nurses],” says AACN President Jean
Bartels. The federal government projects a short-
fall of 800,000 registered nurses by the year 2020. 

Pamela Thompson, CEO of the American Org-
anization of Nurse Executives, says the AACN data
are troubling. “We desperately need to increase the
number of students graduating from baccalaureate
programs, but the constraints on schools to accom-
plish this seem to be increasing,” she says. “The
shortage of faculty and limits to capacity could
cripple our ability to graduate enough nurses to
meet our future needs. We must continue to search
for multiple solutions to this growing problem.”

The near 8% increase in the number of RNs
from 2000 to 2004 is greater than the 5.2%

increase from 1996 to 2000, but lower than the
14.2% increase seen from 1992 to 1996.

Kathy Sanford, president of the American
Organization of Nurse Executives, says the group
is “pleased that the supply of registered nurses is
increasing in numbers.” But she noted that “mul-
tiple projections indicate we will still have a
shortage of RNs because the growing need is out-
stripping the growth in numbers of nurses.”

Sanford points out that as the baby boomer
generation ages, there is a greater demand for
nursing care coupled with an increasing average
age of nurses.

Go to www.bhpr.hrsa.gov for more informa-
tion on the Bureau of Health Professions 2000-
2004 report, and www.aacn.nche.edu for the
AACN 2005 data.  ■

Group calls for updated  
proficiency standards 

The National Council of State Boards of
Nursing (NCSBN), which represents the 60 state
and territorial boards that regulate nurses in the
United States, has recommended state and federal
policymakers update the minimum score foreign-
educated nurses must achieve on two federally
recognized English language proficiency tests
before they can work in the United States.

The changes would apply to the Immigration and
Nationality Act, which requires foreign health care
workers who request certification to work in health
care in the United States meet minimum set stan-
dard scores on federally recognized English profi-
ciency tests. The council is asking that Section 212.15
(g) (4), paragraphs (i) and (ii), be updated to reflect
its latest recommendations for current standards.
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NCSBN asserts that sufficient English lan-
guage proficiency is a crucial aspect of the
American nursing practice.

The council recommends requiring overall
scores on the Test of English as a Foreign
Language (TOEFL) of 560 or higher for the writ-
ten version of the test, 220 for the computer-
based test, and 83 for the Internet-based exam.
For the alternative International English
Language Testing System (IELTS) test, the council
recommends minimum scores of at least 6.0 on all
modules and 6.5 overall. The recommendations
exceed the Department of Health and Human
Services’ (HHS) current standards for the TOEFL
written test (540) and computer-based test (207);
HHS does not designate a minimum score for
each IELTS module. However, HHS requires min-
imum scores for spoken English that are not part
of the NCSBN proposal.

For more information see www.ncsbn.org.  ■

48 OCCUPATIONAL HEALTH MANAGEMENT ™ / April 2006

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

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

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

ABDA, FAAOHN
Immediate Past 

President American Association
of Occupational Health Nurses

Practice Leader, Integrated
Health & Productivity
Management (IHPM)

Risk Navigation Group LLC
Battle Creek MI

Charles Prezzia, 
MD, MPH, FRSM
General Manager

Health Services and 
Medical Director

USX/US Steel Group
Pittsburgh

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 June issue and return it in the reply envelope
provided in order to receive a certificate of com-
pletion. When your evaluation is received, a cer-
tificate will be mailed to you.

13. In its recently released enhanced guidelines
on vaccinating health care workers against
influenza, the Centers for Disease Control and
Prevention (CDC) recommends:
A. mandating flu vaccine for health care workers
B. making flu vaccine available free to workers
C. requiring those who refuse the vaccine to sign 

declination forms
D. B and C

14. Cathy Cronin, of OSHA’s division on educa-
tion and training, recommends that if you develop
a safety refresher course that works well, it
should be repeated unchanged every year.
A. True
B. False

15. According to the American Association of
Colleges of Nursing, nursing schools in the
United States turned away 32,000 qualified appli-
cants in 2005, citing:
A. lack of capacity
B. lack of instructors
C. lack of demand for occupational health nurses
D. lack of funds

16. The National Council of State Boards of
Nursing is recommending that requirements for
English language proficiency in foreign-educated
nurses be changed to:
A. relax the demands for English proficiency
B. toughen the standards that nurses must meet 

to be licensed
C. A and B
D. none of the above

Answers: 13. D; 14. B; 15. A; 16. B.

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 pro-
ductivity.

• Identify employee health trends and issues.
• Comply with OSHA and other federal regula-

tions regarding employee health and safety. ■


