
Part-time and temporary workers are 
at much higher risk for injury illness
Often, little attention is paid to their safety 

If an employee is morbidly obese, drug-impaired, or chronically sleep-
deprived, you would probably suspect that this individual is at greater
risk for injury or illness in the workplace. But what if the worker is

part-time or hired on a temporary basis? 
There is growing evidence that “contingent” workers have a far greater

risk for occupational injuries and illnesses than other workers, according
to a review of research on this topic.1 Here are key findings: 

• Fatal occupational injuries among self-employed workers are twice
the national average for all workers, according to data from the U.S.
Bureau of Labor Statistics. 

• The rate of needlestick injuries among temporary nurses caring for
AIDS patients in 11 U.S. hospitals was 1.65 times higher than the rate for
staff nurses working in the same units.

• Nineteen percent of day laborers reported work-related injuries that
required medical attention in the previous year, compared about 6% of all
workers in construction. 

Occupational health nurses (OHNs) can serve as advocates for injury
and illness prevention for these employees, says Kristin J. Cummings,
MD, MPH, the study’s author and a researcher at the National Institute
for Occupational Safety and Health. “Contingent workers now comprise
a third of the workforce, [which is] 43 million workers,” says Cummings.
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Part-time, temporary, and contract employees have a much greater risk for
workplace-related illness and injury than other workers, with double the rate
of fatal occupational injuries, says a review of research on this topic. To
improve health and safety in this group: 
• Include contingent workers in routine surveillance programs.
• Assess safety training and personal protective equipment.
• Encourage participation in wellness programs.
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“Occupational health professionals should be
aware that these employees are at higher risk and
look at preventing illness and injury in this group.”

Tamara Y. Blow, MSA, RN, COHN-S/CM,
CBM, FAAOHN, manager of occupational health
services for Altria Client Services in Richmond,
VA, says use of part time and temporary workers
is increasing because companies are cutting back
and “trying to do more with less.”

Health and safety training programs must be
continuously monitored to ensure the well-being
for a company’s entire workforce, says Grace K.
Paranzino, MS, RN, CHES, FAAOHN, national
clinical manager with Kelly Healthcare Resources.
“Temporary employees should be afforded the
same health and safety training as permanent
employees,” she adds. “This is an issue that has
had little attention.”

To improve health and safety of contingent
workers, do the following: 

• Provide education for temporary workers
on safety protocols and procedures related to
their workplaces.

There should be consistent training between
contingent workers and full-time workers, says
Susan A. Randolph, MSN, RN, COHN-S,
FAAOHN, clinical assistant professor for the
Occupational Health Nursing Program at
University of North Carolina at Chapel Hill.
Employees should be informed about the scope
of services that they are expected to provide, rec-
ognize the associated safety risks, and under-
stand the preventive measures they can take in
order to reduce or eliminate potential exposures,
says Paranzino.  

• Ask contingent workers what kind of safety
training and equipment they received.

Don’t assume that a contingent worker is
receiving the same benefits that other workers
receive, says Cummings.

In one case, factory employees attended a respi-
ratory protection program and received personal
protective equipment and training, but this was
not offered to contract workers, says Cummings.
“The contract company thought the factory should
provide this, and the factory thought the contract
company should provide it,” says Cummings. “
As a result, the contract workers didn’t have any
protection.”

There may be confusion over who is responsible
for the safety and health concerns of employees
who work part time, on a temporary basis, or on a
contractual basis for a company, says Randolph.
“They should receive some training by the agency,”
she says. “They are expected to follow the health
and safety procedures where they are working.”

However, there is no question that companies
are required to train temporary workers for many
Occupational Safety and Health Administration
(OSHA) standards, such as hazard communica-
tion, lockout-tagout, bloodborne pathogens, and
confined space. 

• Include short-term workers in routine
surveillance programs.

If a company hires temporary workers for just
a couple of months, they may not recognize the
need to include them in their surveillance, says
Cummings. 

Randolph says, “Workers may not be in one
location for a long period of time, which makes it
difficult to follow up on injuries.” 

Know where contingent workers are working
in the company in order to be aware of expo-
sures, safety protection, and any required train-
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ing, she says. “Are appropriate monitoring and
surveillance records being kept? Is the temp agency
keeping records?” she asks. “Health and safety
should be included in the contract with a temp
agency or when contingent workers are hired.” 

All workers need to be screened for health 
and safety related to exposure to hazards, says
Randolph. “To prevent it from falling through the
cracks with contingent workers, the cost of the
screening should be charged back to the agency or
included in the contract,” says Randolph. “If the
worker moves on to another job, then it should be
the responsibility of the agency to follow up with
the worker.”

Contracted employees must pass initial clear-
ance for respiratory fit testing or forklift driving,
which is performed by the contractor’s own ven-
dors, says Blow. However, once the contractor has
passed the initial surveillance exams to work at a
corporation’s work site, it’s difficult for OHNs to
monitor ongoing compliance, she says. “Many
times the contractors fall through the cracks if the
OHN is not proactive,” Blow says. “It requires
having to know all the contractors that are coming
to your worksite, which may be impossible. And
how are you going to monitor that?”

Temporary workers should be included in
surveillance programs, particularly as part of
OSHA standards, says Randolph. However, OHNs
often are unable to provide ongoing surveillance
for contingent workers because of co-employment,
Blow says. Co-employment is a legal doctrine that
applies when two businesses exert some control
over an employee’s work assignments or condi-
tions of employment, and it can expose companies
to litigation, says Blow. By performing any follow-
up with contingent workers, the OHN may be
“walking a tightrope,” she says. “Due to potential
issues with co-employment, there is little incentive
for the OHN to perform wellness screenings on
contractors,” Blow says. “Ongoing screening for
blood pressure, cholesterol, or diabetes isn’t done
for these workers.”

However, OHNs still are obligated to respond
to medical emergencies for these workers.  “If they
are working on the premises, we have a legal and
ethical obligation to treat them,” says Blow. “When
a contingent workers presents for emergency care,
the illness or injury is often severe because the
worker has gone without treatment for a long
period of time. Often, the reason for delay in care
is due to being uninsured.”

• Provide education on wellness.
Because most contingent workers lack health

benefits through their employer, these workers
may put off seeking care if an illness develops
from occupational exposure. “The laws to protect
workers were designed prior to the rise in contin-
gent arrangements, with single employer 40-
hour-a-week relationships in mind,” says
Cummings. “It can be hard to get contingent
workers involved in wellness programs.” 

Consider including contingent workers in com-
munications about your wellness programs such as
“lunch and learns,” recommends Randolph.  

Blow owns a home health care company with
about 40 employees, all-part time or temporary,
and offers health benefits for individuals who
work a certain number of hours. “We also started
performing periodic health screenings and offer-
ing monthly education such as diabetes preven-
tion,” she says. “I have found that it makes my
employees feel like we care for them. As a result
of feeling valued, I have noticed a significant
decrease in employee turnover.”
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1. Cummings KJ, Kreiss K. Contingent workers and con-
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For more information on health and safety of contin-
gent workers, contact:

• Tamara Y. Blow, MSA, RN, COHN-S/CM, CBM,
FAAOHN, Manager, Occupational Health Services,
Altria Client Services, Richmond, VA. Phone: (804)
274-5805. Fax: (804) 274-5489. E-mail: Tamara.
Y.Blow@pmusa.com.
• Kristin J. Cummings, MD, MPH, National Institute
for Occupational Safety and Health, Morgantown, WV.
Phone: (304) 285-6102. E-mail: cvx5@cdc.gov.
• Grace K. Paranzino, MS, RN, CHES, FAAOHN,
National Clinical Manager, Kelly Healthcare
Resources, Troy, MI. Phone: (248) 244-3894. Fax:
(248) 244-4483. E-mail: parangk@kellyservices.com.
• Susan A. Randolph, MSN, RN, COHN-S, FAAOHN,
Clinical Assistant Professor, Occupational Health
Nursing Program, University of North Carolina at
Chapel Hill. Phone: (919) 966-0979. Fax: (919) 966-
8999. E-mail: susan.randolph@unc.edu 
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Occ health programs and
key business objectives
Solve problems that keep managers awake at night

[Editor’s Note: This is the second part of a three-
part series on using financial data to demonstrate the
value of occupational health programs. Last month, we
gave strategies to demonstrate cost savings to your
employer and provided a checklist of data you should
present. This month, we explore how to show that
occupational health programs impact business objec-
tives. In next month’s issue, we’ll cover identifying the
top health care cost drivers at your workplace.]

Do you think of the mission of your depart-
ment as financial? What you do — keeping

employees healthy and productive; creating a
culture of health and well-being; and reducing
absenteeism, presenteeism, and health costs —
can and should translate into dollars and cents,
advises Kay N. Campbell, EdD, RN-C, COHN-S,
FAAOHN, president-elect of the American
Association of Occupational Health Nurses. 

“Generally nurses align along ‘people’ lines, but
we need to align along ‘cost’ lines,” says Campbell.
“The individual employee who comes to see you
for help is one of your customers, but don’t forget
that management and the company is maybe your
most important customer,” she says. 

Connect the work that you do with business
objectives for your particular company or organi-
zation, says Campbell. For example, keeping
employees productive improves presenteeism,
health promotion decreases health care costs, case

management increases attendance, and all of
these impact the company’s bottom line, she says.
For example, absenteeism is very important from
a business perspective, because the company is
paying benefits and health care costs while not
having someone there to do the job, says
Campbell. 

“Get out of your clinical areas, and speak to
senior management about what keeps them
awake at night,” she advises. “Take that informa-
tion and think about what programs and services
would impact those concerns. That becomes the
marketing and selling tools that you use for that
part of the business.”

Don’t expect to hear managers tell you they’re
worried about employees coming to work healthy
or that employees aren’t taking care of themselves.
“What you’ll probably hear is about having to be
more productive with fewer resources in these
challenging economic times,” says Campbell. 

Manufacturers may vent about the challenge of
producing quality products with limited resources,
and sales and marketing may worry about
increased competition, says Campbell.  “At first
glance, you might think ‘I don’t have anything to
do with that.’ But you do,” she says. “Your job is to
give employees tools for them to come to work
every day fully engaged, with energy and vitality.”

Show the connection

After you’ve identified programs that support
key business objectives, the next step is “connect-
ing the dots” to show the link between the two,
says Campbell. Though it’s great to have dramatic
dollar figures to flaunt, it’s not absolutely neces-
sary, she adds. 

You don’t necessarily need earth-shattering data,
Campbell says. “There may not be any,” she says.
However, you do need to be a collaborative partner
with the business, Campbell says. “It doesn’t have
to be ‘You are getting a 2 for 1 ROI if you put this
program in place,’” she says. “It might be more
intuitive. If we can keep employees healthy, we
know we’ll have a more productive workforce.”

Tie occupational health programs to reduced
absenteeism, less lost time due to mental health
issues, fewer employee relations issues, or fewer
product recalls, says Campbell. She recommends
collecting data on the number of employees who
participated in a wellness program, or how many
employees changed their diet or lifestyle as a
result of a program. “That is all good informa-
tion, and you should share it anytime you put a
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Link occupational health programs with business
objectives, such as keeping employees produc-
tive to reduce presenteeism, case management
to reduce absenteeism, and health promotion to
reduce health care costs. 
• Ask senior management to identify their biggest
concerns.
• Tie programs to less lost time, fewer product
recalls, or fewer employee relations issues.
• Survey employees with the same question six
months apart, and take credit for improvements. 

EXECUTIVE SUMMARY



program in place,” says Campbell.
Survey employees with a question such as,

“How proud are you of the company?” and then
put initiatives in place to promote a culture of
health, says Campbell. “Then ask the same ques-
tion six months later.  Did it improve? If so, then
take credit for that improvement,” she says. 

Unless you show a return on investment and
market your services, the occupational health
program might go to outside vendors, warns
Annette B. Haag, MA, RN, COHN-S/CM,
FAAOHN, a Simi Valley, CA-based consultant.
“This scenario has played out in many compa-
nies. The company is looking for return on
investment,” Haag says. “The nurse is the invest-
ment, and you’ve got to show your return.”

Haag recommends selecting one area to track,
such as developing functional job analysis to
incorporate into a return-to-work program.
“Benchmark with other companies, tailor a pro-
gram to meet the needs of your company, and
then monitor it closely,” she recommends. 

On a regular basis, review the data contained in
loss runs, determine your company’s experience
modification rate, and take credit for the reduction
in direct and indirect costs by submitting regular
reports on your program, advises Haag. 

Management doesn’t know your business like
you do, Campbell says. It’s your job to get them
to see occupational health as more than a service
“add on,” something needed just for regulatory
purposes, or a “freebie” for the employees, she
says.  “If they see some tangible improvements
along the way, they will view you as an essential
business partner within the organization con-
tributing to the success of the company,”
Campbell says. “That is where we need to be.”  ■

Study: Employees don’t
know their cholesterol levels
Even free screenings may not get employees to act

One in six Americans, which is almost 36 mil-
lion people, have never had their cholesterol

checked, according to new statistics from the
Agency for Healthcare Research and Quality
(AHRQ).1 According to the report, based on 2005
data from the Agency’s Medical Expenditure
Panel Survey, the following have never had their
blood cholesterol checked:

• more than one-third of uninsured people aged
20 to 65, 22% of people who have public insurance,
and 16% of people with private health insurance; 

• one-fourth of Hispanic adults, 16% each of
black and Asian adults, and 15% of white adults;

• 20% of males, and 14% of females; 
• about 21% of people who did not graduate

from high school; 
• nearly 40% of people ages 20 to 34, 17%

between 35 and 44, 6% between 45 and 64,  and
2% of people 65 and older. 

“I do not find these results surprising,” says
Judy Pirnie Smith, health & productivity man-
ager at Atlanta-based UPS. “Health literacy is a
problem of long duration.”

Various UPS locations offer free screenings to
raise awareness of employees about their health
risks, but this screening alone doesn’t guarantee
employees will take action, says Pirnie Smith. “It
takes a sustained effort, with individualized
approaches, to achieve behavioral change,” she
says. 

Sandi Alexander Tuttle, manager of Rochester,
NY-based Xerox’s Recreation Association, also
says that the results come as no surprise. Offering
free or low cost cholesterol screenings is one tool
to help employees become aware of their choles-
terol level, and offering those on-site makes it
convenient for employees to participate, says
Tuttle. “But in and of itself, a screening won’t
motivate people to make lifestyle changes,” she
says. “As a result of a screening, someone may
find out that they have a cholesterol problem. But
unfortunately, even the awareness of the problem
is often not enough to get a person to take action.”

Most of Xerox’s larger employee sites offer a
free on-site screening at least once per year, and
employees with borderline or high numbers are
referred to their own primary care physician for
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For more information on aligning occupational health
programs with business objectives, contact:

• Kay N. Campbell, EdD, RN-C, COHN-S, FAAOHN,
Global Health and Productivity, GlaxoSmithKline,
Research Triangle Park, NC. Phone: (919) 483-2185.
Fax: (919) 483-8535. E-mail: kay.n.campbell@gsk.com.
• Annette B. Haag, MA, RN, COHN-S/CM, FAAOHN,
President, Annette B. Haag & Associates, Simi Valley,
CA. Telephone: (805) 581-3234. E-mail: annette
haag@roadrunner.com.
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follow-up, says Tuttle.
Preventative services such as cholesterol

screenings often are underutilized by employ-
ees, says Ann Kuhnen, MD, MPH, vice presi-
dent of employee health management at Glaxo
SmithKline. “This is a problem because preven-
tive measures such as screenings, exercise, and
proper nutrition can help prevent costlier
chronic illnesses and complications,” Kuhnen
says. “We are always looking for new ways to
encourage our employees to take advantage of
preventive services and make it easy to take
that first step.”  

Some employees are aware of the benefits of pre-
vention and have the best intentions, but they
struggle to make the time for regular screenings,
says Kuhnen. For this reason, onsite health fairs are
offered frequently at Glaxo SmithKline, including
cholesterol checks, with employees alerted about
the screenings via video monitors, web site posts,
postcards, visual displays, and through personal
contact. “Through these communications, we link
the importance of one’s health with a larger pur-
pose: having more energy to be more productive,
being able to enjoy leisure activities, and living
longer,” says Kuhnen.

Use data to support programs

Share the ARHQ study’s findings with senior
management to support a business case for change,
and justify interventions including worksite screen-
ings, recommends Michele Becker, vice president
with the health and benefits practice for Chicago-
based Aon Consulting.

Worksite screenings demonstrate a commit-
ment to employee health and well-being, says

Becker.  “Biometric testing, while somewhat costly,
is often used by occupational health professionals
and benefit managers as an integral component of
their wellness strategy,” she says. “Most employees
like to know their numbers. And with proper com-
munication, employees can be reassured that test-
ing is voluntary and results will be kept
confidential.”

However, good intentions often fall short,
because screening results are not fed directly to
health risk assessments and the employer’s data
warehouse, or shared with primary care physi-
cians and care managers, says Becker. 

To track risk reduction, return on investment
(ROI), and health and productivity linkages, you
must use data effectively from every available
source, says Becker. She recommends the following:

• Discuss reporting capabilities before sign-
ing a contract with your screening vendor. 

You’ll need aggregate reports so you can man-
age risk and ROI, as well as individual participant
data feeds to care managers, health risk assess-
ments, and data warehouses, says Becker.

Individual data feeds enhance the risk identi-
fication and intervention process, improve the
accuracy of health risk assessment stratification,
and facilitate linkages among health care, dis-
ability, absence, and worker’s compensation
costs, says Becker. 
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One in six Americans have never had their
cholesterol checked, according to a new report.
While free or low cost screenings are convenient
for employees, participation often is low. Even
awareness of a problem may not be enough to
get employees to take action.
• Use the study’s findings to support the need for
worksite screenings.
• Track employee participation to assess the
effectiveness of communication.
• Benchmark changes in health risk over time.
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For more information on cholesterol screenings for
employees, contact:

• Michele Becker, Vice President, Health & Benefits
practice, Aon Consulting, Somerset, NJ. Phone: (732)
271-2678. Fax: (732) 356-1983. E-mail: michele_
becker@aon.com.
• Ann Kuhnen, MD, MPH, Vice President, Employee
Health Management, GlaxoSmithKline, Philadelphia,
PA. Phone: (215) 751-3916. E-mail: ann.e.kuhnen
@gsk.com.
• Judy Pirnie Smith, RN, Health and Productivity
Manager, UPS, Atlanta. Phone: (404) 828-6677. E-mail:
Jpsmith@ups.com.
• Sandi Alexander Tuttle, Manager, Xerox Recreation
Association, Rochester, NY. Phone: (585) 423-2623.
Fax: (585) 423-4272. E-mail: Sandi.Alexander
Tuttle@xerox.com.
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• Provide two copies of test results, which
makes it easy for employees to share results
with their primary care physician. 

• Conduct focus groups or surveys to under-
stand why some employees chose not to 
participate.  

“The solution may be as simple as communicat-
ing differently with certain groups,” says Becker.

• Benchmark changes in health risk over time.
Answer these questions: How well are pro-

grams working? Are employees getting healthier?
Is cholesterol really an issue for our employees? If
it is, what should we do about it? 

• Have health educators onsite at screenings,
to provide individual coaching for employees at
risk. 

“Take advantage of teachable moments,” says
Becker. 

Reference

1. Soni A. Cholesterol screening among the U.S. noninsti-
tutionalized adult population age 20 and older, 2005.
Statistical Brief No. 187. October 2007. Agency for
Healthcare Research and Quality, Rockville, MD.  ■

Bioterror drill goes awry,
lab workers are exposed
Outmoded, dangerous practices discovered

An exercise designed to test laboratory readi-
ness for a bioterrorism incident turned into a

real-life disaster of another sort when specimen
mislabeling and flagrant breaches in infection con-
trol resulted in several exposures to an attenuated
vaccine strain of Brucella abortus RB51, the Centers
for Disease Control and Prevention reports
(CDC).1 Attenuated vaccines are live virus parti-
cles that grow in the recipient, but they don’t cause
disease because the vaccine virus has been altered.

“In any sort of bioterrorism event or large scale
outbreak, you may have lots of clinical specimens
coming through a laboratory, and laboratorians
themselves can be exposed,” says Lisa Rotz, MD,
director of the CDC’s Division of Bioterrorism
and Response. “We saw the same thing in the
SARS outbreaks and in other outbreaks when
there is large number of specimens coming
through. It is very important for laboratorians to
be aware of what’s going on and how they need

to handle certain types of specimens.”
In this case the specimens were an attenuated

vaccine strain of B. abortus used to vaccinate cat-
tle against brucellosis. Human infections with the
vaccine strain have been documented in previ-
ously published reports. One study looked at
accidental exposure to RB51 via needlestick in 21
people, conjunctival spray exposure in four, and
spray exposure of an open wound in one individ-
ual.2 At least one systemic symptom was reported
in 19 (73%) people, including three who reported
persistent local reactions with systemic involve-
ment. One case required surgery. 

In 2006, the Laboratory Preparedness Survey
(LPS), a voluntary proficiency test, was revised to
include attenuated organisms such as RB51 that
more closely mimic those on the CDC list of bioter-
rorism agents. The LPS is designed to simulate a
scenario in which the presence of a bioterrorism
agent is suspected in a clinical laboratory and the
pathogen must be ruled out or referred for addi-
tional measures. Last fall, an LPS kit containing
simulated or modified strains of pathogens identi-
fied as potential bioterrorism agents, including
RB51 for the first time, was distributed to 1,316 
laboratories throughout the United States and
Canada. The RB51 vaccine strain was added after
participating sentinel laboratories indicated a need
for a more “realistic” exercise. No one could have
imagined how realistic the situation was about to
become.

In November 2007, the New York State
Department of Health notified the CDC of potential
exposures to the Brucella vaccine strain in many
clinical laboratories that participated in the LPS test.
The LPS kit included written instructions stating
that all samples should be handled inside a Class II
biological safety cabinet (BSC) with biosafety Level
3 (BSL-3) primary barriers and safety equipment.
Basic laboratory procedures performed included
preparing specimens for culture by reconstitution
and inoculation onto appropriate media, preparing
and performing a Gram stain, and possibly per-
forming biochemical spot/slide tests (e.g., oxidase,
indole, or catalase), the CDC reports.

Mislabeling leads to exposures

The exposures initially occurred after an RB51
specimen was mislabeled as a routine patient
specimen and submitted by an LPS-participating
laboratory to the New York state bacteriology lab-
oratory. “It was human error,” Rotz says. 

As a result, routine benchtop procedures were
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used by unsuspecting laboratory personnel to han-
dle the isolate, which resulted in 24 workers with
potential exposure to RB51. However, further
investigation determined that 16 LPS-participat-
ing laboratories in New York had not handled the
RB51 samples properly, despite correct labeling of
the samples. Thus, exposures occurred even when
the samples were appropriately labeled.

“With this particular exercise, they were to
already assume that these were [bioterrorism]
agents and start handling them a certain way
from the very beginning,” Rotz says. “We are
looking at whether the instructions were clear
enough or whether we need to make any adjust-
ments with that.”

After those exposures were reported, the CDC
urged all participating state health departments to
review biosafety practices used by LPS labs in their
states while working with the RB51 sample. The
investigation eventually included 36 states, two
cities, one county, and the District of Columbia.
The sites reported 916 laboratory workers with
exposure to RB51, including 679 (74%) with high-
risk exposures and 237 (26%) with low-risk expo-
sures. Post-exposure prophylaxis (PEP) was
recommended for people with high-risk exposures
and offered to those categorized as having low-risk
exposures. Rotz said she was not aware of any
infections that had occurred. 

“As far as I know, we don’t have any updated
numbers from that [MMWR] report,” she says.

‘Sniffing’ increases risk

As part of the investigation, the CDC developed
a set of questions identifying the types of manipu-
lations and aerosol-generating procedures that
might result in exposure. RB51 exposure was
deemed to have occurred if the specimen was han-
dled in a manner other than the established recom-
mended practice (i.e., working inside a Class II
BSC using BSL-3 primary barriers and safety
equipment). Some lab workers were deemed to
have high-risk exposures after reporting inappro-
priate practices such as smelling or “sniffing” lab
cultures to try and determine the agent. 

“That is definitely not the usual practice,” Rotz
emphasizes. “It is a practice that some laboratori-
ans were taught many years ago as one of the
‘diagnostic’ things you could do. Certain types of
cultures smell a certain way. It is certainly not
encouraged in this day and age with increased
biosafety standards.”

Lab workers also were considered at high risk of

exposure if they were within 5 feet of any manipu-
lation of RB51 on an open bench or if they were
present in the laboratory during a widespread
aerosol-generating event (e.g., vortexing) involving
the specimen. The CDC investigation underscores
the need for routine adherence to recommended
biosafety practices when working with infectious
organisms, particularly during widespread infec-
tious-disease events.

“One of the reasons we do this type of study is
to make sure they know the right protocols to be
able to work up an isolate that could be a poten-
tial [bioterrorism] agent,” Rotz says. “They also
need to understand how they need to handle
these types of specimens without putting them-
selves at risk. [We are looking at whether] people
need to have refresher training courses.”
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Poor TST readings lead 
to false positives
Use experienced readers, risk assessment

In the world of tuberculosis screening, sometimes
an unfortunate series of events leads down the

path toward inappropriate treatment. Consider this
real-life scenario: the antigen had changed; the
tuberculin skin test (TST) reader was inexperi-
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For a list of frequently asked questions about the
Brucella abortus RB51 Exposures, go to www.
cdc.gov/inczved/dfbmd. Click on “Diseases Listing.”
Under “Brucellosis,” click on “General Information.”
Scroll down to nearly the end of the page to find
“Frequently Asked Questions About Brucella abortus
RB51 Exposures.”
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enced; and the employees, in this case firefighters,
were in a low-risk community in Mississippi.

Nine firefighters tested positive for TB, although
they had no known exposure and no source of TB
infection could be identified. An investigation by
the Centers for Disease Control and Prevention
(CDC) led to conclusions that are pertinent to all
occupational TB screening programs: Target your
at-risk employees, train your TST readers, and
don’t switch antigens. Or, better yet, use the more
specific blood assay test.1

“In any occupational testing, be it health care
workers or firefighters or policemen, the decision to
test or not should be based on an actual TB assess-
ment of risk,” says John D. Gibbins, DVM, MPH,
lieutenant commander with the U.S. Public Health
Service and an Epidemic Intelligence Service (EIS)
officer with CDC’s Health Hazard Evaluations and
Technical Assistance branch. “Because of the inher-
ent problems with the TST, they shouldn’t be
administered any more than necessary and only to
groups that are at an increased risk.”

Unfortunately, problems with the TST are all too
common, says Lee B. Reichman, MD, MPH, FACP,
FCCP, professor of medicine, preventive medicine
and community health at the New Jersey Medical
School and executive director of the Global
Tuberculosis Institute in Newark. That was demon-
strated in a study by researchers at the Medical
College of Virginia in Richmond. They tested the
TST reading capabilities of 107 clinicians, including
pediatricians, academic pediatricians, nurses, and a
nurse practitioner at a general hospital and a uni-
versity hospital. The patient had been treated for
pulmonary tuberculosis, but the readers were not
told of his history. Ninety-three percent of the clini-
cians incorrectly read the TST as negative, with an
induration of less than 15 mm. A third (33%) read
the induration as less than 10 mm.2

That level of error is nothing short of “scan-
dalous,” says Reichman. “If this was X-ray reading
or EKG reading, there would be a congressional
hearing,” he says. “But with TB, no one gives a
damn.”

Incorrect reading of TSTs may equate to undi-
agnosed TB infection or could lead to workers
who are unnecessarily placed on isoniazid treat-
ment, he says.

Here are some of the lessons learned in the
Mississippi incident:

• Conduct a risk assessment, and limit
employees who are screened. “Because of the
inherent problems with TST, they shouldn’t be
administered any more than necessary and only to

groups that are at an increased risk,” says Gibbins. 
• No self-reading. Under no circumstances

should physicians and nurses be allowed to read
their own TSTs, says Reichman. “Self-reading of
any kind is totally unacceptable and should be
thrown out,” he says. “There are all sorts of sto-
ries of misdiagnosis.” 

• Consider using the blood test. The
QuantiFERON test is more specific than the TST,
and it is a one-step test, notes Reichman. In a
German study, 261 health care workers who had
been exposed to tuberculosis were tested with the
TST and QuantiFERON. Twenty-four percent were
positive with the TST, but just 9.6% were positive
with the blood test. A previous TST or vaccination
with BCG could explain 98% of the discordant
positive TSTs, the authors said. Meanwhile, only
60% of the positive QuantiFERON tests also were
detected by the TST.3 

• Investigate any unusual TB screening
results. Whether you use the TST or the blood
test, you should look into any unexpected screen-
ing results, says Gibbins. “The blood test is not a
panacea. You’re still going to have to interpret
results in line with clinical signs and symptoms,”
he says. “If you do see something out of the ordi-
nary, the first thing you have to do is investigate
why, just as you do with the TST.” 
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Lifts and liability: Avoid
workers’ comp claims

The moment a nurse tries to help a heavy-set,
medically fragile patient stand and walk is

fraught with risk. With one miscalculation, the
patient can fall, and the nurse or the patient — or
both — might be seriously injured. Workers’ com-
pensation claims may be expensive and annoying.

Additionally, if the patient falls, the hospital
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could have a lawsuit on its hands for failing to
use mechanical assist devices that are readily
available. “If a patient is going to sue, they’re
going to say this happened because you didn’t
have a lift,” says Sherry Taxer, RN, COHN/CM,
CCM, CPDM, senior clinical risk management
consultant with Medical Protective, a risk man-
agement consulting firm based in Beaverton, OR.
Malpractice suits can bring unwanted publicity
along with high costs, Taxer says.

Even if the patient doesn’t sue, the hospital might
write off costs associated with extra days in the hos-
pital. “That would have paid for a lift,” she says.

By putting the efforts of employee health and
safety with risk management, you can have a much
stronger safe patient handling program. You need
to enlist your risk manager as a strong ally who
recognizes mechanical lifts as an essential aspect of
patient safety, she says. “If you can convince the
risk manager, which should be a piece of cake, that
safe patient handling would affect risk manage-
ment, then you’ve now got two key players in the
hospital building a program,” she says.

It may sound like heresy to get rid of gait belts,
which are a staple of hospitals. Gait belts are inex-
pensive items used by physical therapists and oth-
ers to help patients ambulate after surgery. But
look at them from another perspective, and you’ll
see the inherent risk. In a common scenario, a
nurse places a gait belt on a patient who is at risk
of falling. Perhaps the patient is recovering from
surgery and is unsteady but needs to ambulate.
What will happen if the patient begins to fall?

Louise O’Shea, RN, a patient handling consul-
tant and president of O’Shea Associates in Chicago
and Austin, TX, says, “We shouldn’t think that
because we have a gait belt on them that we’re
going to be able to save them and save ourselves.
We’ve got to recognize that that is unacceptable.”

Imagine there’s an unstable refrigerator in an
appliance store, suggests O’Shea. Would a worker
wrap a belt around it to grab onto it in case it fell?
Would anyone think that was safe? “[Hospital
employees] have the assumption that by putting
on the gait belt, everything is going to be all right.
It’s a false sense of security. And these patients are
very fragile,” she says.

Research has demonstrated that gait belts don’t
protect workers from ergonomic hazards. In one
study, when a gait belt was used in a two-person
lift, the load was only reduced for the person on
the right side of the patient. The other health care
worker experienced forces on the back that were
equivalent to a single-person manual lift.1

In its ergonomic guidelines for nursing homes,
the Occupational Safety and Health Administration
(OSHA) recommends using gait belts for some
transfers involving patients who are “partially
dependent, have some weight-bearing capacity, and
are cooperative.” However, some ergonomic
experts advise against the use of gait belts alto-
gether. The Center for Ergonomics at the University
of Wisconsin — Milwaukee did studies in their lab
and found the transfer belt produced more stress on
the body than not using it, says Arun Garg, PhD,
CPE, director of the center, distinguished professor,
and chair of industrial engineering at the university.  

Instead, health care workers should use either
ceiling lifts or a walk assist lift, ergonomic experts
say. For example, Golvo lift from Franklin, MA-
based Liko can be used with a vest-like harness to
support a patient while walking.

Convincing employees not to use gait belts will
be challenging, admits O’Shea. She suggests enlist-
ing strong leaders on the floors who promote the
use of new equipment. “Management has to send a
clear message through those peer leaders that
[using gait belts] is obsolete practice; it’s dangerous
practice,” O’Shea says.

Hospital employees often are in a hurry, she
says, “but we’ve got to understand that mobiliz-
ing people is fraught with danger.” If they’ve had
strokes or surgery or some debilitating disease,
they are weakened, O’Shea says.

Gait belts were reasonable at their time, she
says. “But now companies have provided us with
alternatives and we need to move on to those
alternatives, both for the safety of the patient and
the employee,” O’Shea says.

About 30% of Americans are obese, and the
numbers are rising. From 1996 to 2004, the number
of obese patients in hospitals rose by 112%.
Michael Silverstein, MD, MPH, clinical professor
in the Department of Environmental and
Occupational Health Sciences at the University of
Washington in Seattle, says, nurses and nurses’
aides are among the highest-risk workers in the
country, and that’s without considering obesity.
“You add to that the fact that patients’ and work-
ers’ weights are going up, and you’ve got a perfect
storm for workplace danger,” Silverstein says. 

While even lifting a 100-pound patient manu-
ally involves risk of injury, clearly the risk is mag-
nified with obese patients. “Tremendous force is
being placed on the lower back,” he says.

Facilities that offer bariatric surgery need to pur-
chase equipment that can be used safely with those
patients, says Silverstein. Traditional lift equipment
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has a weight limit of about 450 pounds. Bariatric
equipment can handle patient weight up to 1,000
pounds.

The Patient Safety Center at the James A. Haley
VA Hospital in Tampa defines “bariatric” as
patients who weigh more than 300 pounds and
have a body mass index of 50 or greater. The center
provides a bariatric toolkit for safe patient han-
dling, including special algorithms and checklists.
A sample policy provides for at least annual train-
ing, bariatric needs assessment, and a bariatric
patient handling specialist. (Sample assessment
criteria sheet and equipment checklist are avail-
able with the online version of Occupational
Health Management. . If you're accessing your
online account for the first time, go to www.
ahcpub.com. Click on the "Activate Your
Subscription" tab in the left-hand column. Then
follow the easy steps under "Account Activation."
If you already have an on-line subscription, go 
to www.ahcpub.com. Select the tab labeled
"Subscriber Direct Connect to Online
Newsletters. Please select an archive." Choose
"Occupational Health Management," and then
click "Sign on" from the left-hand column to log
in. Once you're signed in, select "2008" and then
select the May 2008 issue. For assistance, call
Customer Service at (800) 688-2421.].) 

Even hospitals that don’t provide bariatric
surgery must be prepared for the occasional patient
who will exceed weight limits on standard equip-
ment and create patient handling risks. Special
equipment can be leased on an as-needed basis.

Silverstein suggests using a “disaster prepared-
ness”-type model, including drills to practice how
staff would assess the patient handling needs of a
morbidly obese patient. “You have to think
through how you’re going to function as a team to
manage someone of a weight of that size,” he says.

A lack of adequate staff increases the risk of
injury for nurses and patients. One study found a
relationship between nurse staffing in nursing
homes and worker injury.2 For every additional
hour of nursing care provided, the injury rate
declined by 16%.

Hospitals that use more temporary nurses may

have higher injury and error rates, but that is not
the fault of the temporary workers, says Linda H.
Aiken, PhD, the Claire M. Fagin Leadership
Professor of Nursing and director of the Center 
for Health Outcomes and Policy Research at the
University of Pennsylvania in Philadelphia. In
another study, Aiken found that disparities in out-
comes were related to the work environment,
including staffing ratios, level of experience among
the staff, and lack of a safety climate.3 “Sometimes
hospitals that use a lot of supplemental nurses
have poor outcomes. But it’s really the deficient
work environment that’s associated with the
adverse outcomes for patients,” she says. 

(Editors’ note: The Bariatric Toolkit and other
resources are available at www.visn8.med.va.gov/patient
safetycenter/safePtHandling/toolkitBariatrics.asp.) 
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■ Put a stop to unauthorized
intermittent leave under
FMLA

■ Drastically cut workers’
comp costs with onsite safety
surveys

■ Uncover surprising 
high-cost drivers at your
workplace

■ Dramatically boost
productivity for those with
chronic GI disorders 

COMING IN FUTURE MONTHS

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

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

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

After completing this semester’s activity, you must
complete the evaluation form provided in the June issue
and return it in the reply envelope provided in order to
receive a letter of credit. When your evaluation is
received, a letter of credit will be mailed to you.  ■
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different techniques. Ergonomics 1999; 42:904-926.

2. Trinkoff AM, Johantgen M, Muntaner C, et al. Staffing
and worker injury in nursing homes. Am J Public Health 2005;
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staffing in hospitals and quality of care. JAMA 2002;
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CE questions

17. Which is recommended to address health
and safety needs of contingent workers?
A. Don’t include temporary workers in routine
surveillance programs.
B. Educate temporary workers on safety 
protocols. 
C. Provide safety training only to full-time
workers.
D. Assume that contingent workers have the
same risks as full-time employees.

18. For which Occupational Safety and Health
Administration standard is a company
required to provide training for temporary
workers?
A. Hazard communication
B. Bloodborne pathogens
C. Confined spaces
D. All of the above 

19. Which is recommended regarding occupa-
tional health programs and business objec-
tives?
A. Think of the individual employee, not 
management, as your only “customer.”
B. Refrain from sharing results unless you
have particularly impressive data to share.
C. Don’t approach senior management about
business concerns because these are not 
relevant to health promotion programs.
D. Tie programs to improvements in 
absenteeism or productivity.

20. Which is recommended regarding offering
cholesterol screenings for employees?
A. Never link data with disability or worker’s
compensation costs. 
B. Don’t feed screening results directly to
health risk assessments. 
C.  Track changes in health risks over time.
D. Avoid sharing results with primary care
physicians or case managers.  

Answers: 17. B; 18. D; 19. D; 20. C. 
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