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Staff at all levels must expand their ability to work
together to produce the kinds of results that will
ensure their success and will carry out the mission of
their healthcare system. By MicHAEL D. Topr, M.A.
here is an ongoing concern behaviors that can lead to these types
within the healthcare field [R— of incidents. The nature of the For a complete
about the number of errors, extremely responsible and demand- Table of Contents,
~ accidents and incidents that t,f;f;fs’lif;:zr ing positions in this field calls for see page 3
occur in the deI_|very of_ a[l aspects of ASESPST Al individuals who are highly trained,
ence, everyone
ical, surgical, g, pharma- PPl must be able to think and respon
ceutical, laboratory and testing errors must work quickly to all situations and circum-
as well as patient care errors that Lyl stances effectively, make proper

the least chance
for error.

result in accidents, injuries and inci- decisions, function well under pres-
dents for patients and healthcare per- sure and work effectively in a team.
sonnel. This concern extends to the — Because of the strategic role of
levels of awareness and attitudes and continued on page 21
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By Jovyce A. OveErRMAN DuBE, M.S., RN, ET AL.

Environmental Noise Sources:
A Tale of Two Hospitals

oise has been shown to interfere with the
healing process and can disrupt the patient’s
experience. This study assesses patients’ and
staff’s perceptions of noise levels and sources
in the hospital environment and identifies
interventions to reduce the noise level. The interventions
significantly reduced noise as perceived by patients and
staff. Identification of a structured process to identify
noise sources and standardization of noise measurement

Periodic assessment
of hospital noise
levels can help
identify new noises
and reinforce inter-
ventions that have
been put in place
to maintain a

quiet environment.

methods can improve the patient
hospital experience.

The process of delivering patient
care in a hospital often generates
noise. Examples include discussions
of patient care or treatment require-
ments among healthcare team mem-
bers, carts delivering food or sup-
plies, equipment alarms on pumps
and monitors, industrial floor clean-
ers and even footsteps from persons
wearing hard-soled footwear.

Although certain sources and lev-
els of noise are necessary, the hospi-
tal setting has many noise-related
activities that disrupt patients’ expe-

rience and interfere with the healing process (Wysocki,
1996). Increased noise has been linked to stress reaction,
sleep disturbance and increased heart rate, blood pres-
sure and muscle tension, which affects multiple disci-
plines and departments in the provision of hospital care.

While conducting a quality improvement project, nurs-
es working the night shift on a patient care unit (PCU)
found that unsolicited comments from patients alerted
them of noises that were disruptive to patients’ sleep
(Cmiel, Karr, Gasser, et al., 2004). Further investigation re-
vealed that noises perceived by patients as bothersome
occurred throughout the day and night. Implementation of
several interventions indicated that noise could be success-
fully reduced on that PCU. Based on the impact of noise
reduction interventions on patients’ perceptions of the
environment, the authors chose to replicate the project
across all PCUs in two hospitals.

StuDY AIMS

The purposes of this study are to identify noise
sources and implement noise reduction interventions
with an outcome aimed at controlling noise levels at two
Mayo Clinic Hospitals.

a4

The following specific study aims focused on assess-
ments of noise on PCUs before and after implementation
of noise control interventions:

eidentify the time of day and noises that were most
bothersome in the hospital environment as reported by
patients, nursing staff and nursing leadership;

«describe noise control interventions implemented;

«describe the level of noise on PCUs as identified by
patients and nursing staff;

«compare decibel readings before and after noise-
reduction interventions were implemented on selected
PCUs;

«identify noise control interventions that could be eas-
ily replicated across diverse PCU environments;

«explore differences and similarities in noise readings
between two noise measurement devices.

LITERATURE REVIEW

Much of the literature addressing the measurement of
noise and impact of change in acute care settings was
published in the mid- to late-1990s. More recent publica-
tions indicate that issues of environmental noise continue
to exist and practitioners seek to find solutions that posi-
tively affect patients’ hospital experience. The authors
highlight some of the older literature because of its value
in supporting the importance of reducing hospital noise.

Evidence exists that noise can produce many damag-
ing psycho-physiological effects, including sleep distur-
bances, stress reactions, increased vital sign parameters
(blood pressure, heart rate, respiratory rate, body temper-
ature) and acute drops in SaO2 (Topf & Thompson,
2001; Freedman, Gazendam, Levan, et al., 2001; Zahr &
Balian, 1995; Morrison, Haas, Shaffner, et al., 2003;
Fogari, Zopppi, Corradi, et al., 2001; Katz, Fogelman,
Attias, et al., 2001). In addition, noise exposure has been
demonstrated to delay wound healing, decrease weight
gain and impair immune function and hearing (Wysocki,
1996; Redwine, Hauger, Gillin, et al., 2000; NIH, 1990).
Changes in behavior and muscle tension were noted both
during the exposure to loud noise and sustained after the
exposure ended (Trapanotto, 2004).

Sources of loud noise in the hospital environment can
be identified by self-report (patient and staff question-
naires or surveys), directly assessing noise levels with a
dosimeter or polysomnography (Freedman, et al., 2001;
Richards, O’Sullivan & Phillips, 2000; Dogan, Ertekin &
Dogan, 2005; Tijunelis, Fitzsullivan & Henderson, 2005;
Christensen, 2005; Gabor, Cooper, Crombach, et al.,
2003). Both subjective and objective data are valuable in
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By Tony STEwART, CHMM, ASP, REA,
CHSP, HEM, CHCM

An Ever-Changing Environment

he healthcare industry is poised for many changes
under the new presidential administration, includ-
ing the ability for hospitals to have an alternative
accreditation option to The Joint Commission.
In September 2008, the U.S. Centers for Medicare and
Medicaid Services (CMS) announced its approval of Det
Norske Veritas Healthcare (DNVHC) Inc. to become the
first new hospital accreditation organization in more than
30 years.

THE JOINT COMMISSION

Founded in 1951, The Joint Commission’s mission is
to continuously improve the safety and quality of care
provided to the public through the provision of health-
care accreditation and related services that support per-
formance improvement in healthcare organizations.
Currently, The Joint Commission accredits and certifies
more than 15,000 healthcare organizations in the U.S.

DEeT Norske VERITAS (DNV)

DNV was founded in 1864 and has executed third-
party evaluations in maritime, information technology
and telecommunications, finance, automotive, food and
beverage, aerospace, energy and healthcare industries.
DNV has 50,000 clients worldwide with more than
85,000 certifications. DNV is the third largest certifica-
tion body in the world. DNVHC Inc., a subsidiary of
DNV, has worked closely with 60 hospitals over the
course of the last 4 years and has accredited or scheduled
20 more hospitals since DNVHC received CMS deem-
ing authority in September 2008.

ENVIRONMENT OF CARE STANDARDS

As it relates to the scope of environmental health and
safety and industrial hygiene, most healthcare organiza-
tions are surveyed to The Joint Commission environment
of care standards. Historically, the environment of care
standards consisted of seven management chapters: safe-
ty management, security management, hazardous materi-
als and waste management, fire life safety management,
emergency management, utilities management and med-
ical equipment management. Recent revisions to the
2009 environment of care standards created standalone
chapters for both the emergency management and life
safety chapters.

Under the DNVHC scope, similar standards have
been instituted for the physical environment with eight
subsets of the physical environment chapter: facility, life
safety management system, safety management system,
security management system, hazardous material man-
agement system, emergency management system, med-
ical equipment management system and utility manage-
ment system.

SURVEY PROCESS & IVIETHODOLOGY

While both organizations have similar written stan-
dards for environmental health and safety and industrial
hygiene healthcare professionals, the survey process and
methodology are distinct.

The Joint Commission survey process is inspection-
focused with the quantity of findings determining the
outcome of the survey. An assigned administrative sur-
veyor surveys to the environment of care standards by
typically spending 2 to 4 hours in a document review
session during the course of The Joint Commission sur-
vey. Random environment of care inspection items are
audited during the course of the week by The Joint
Commission survey team. These random environment of
care items include dates on fire extinguisher tags, inspec-
tion dates on medical equipment, and staff knowledge of
emergency and fire evacuation procedures.

Additionally, a separate life safety code specialist
spends 1 to 2 days on site depending on the size of the
healthcare organization to conduct a building tour and a
document review pertaining to life safety-related items
as required by NFPA life safety codes applicable to the
healthcare organization. Specific attention is focused on
firewall penetrations and random areas are selected to be
physically inspected for penetrations during the fire life
safety building tour.

In contrast, the survey process under DNVHC is
outcomes-based, process-oriented and integrates the
International Organization for Standardization (ISO) man-
agement system standards. 1SO is the world’s largest stan-
dards developing organization. In the last 62 years, ISO
has published more than 17,500 international standards,
ranging from standards for activities such as agriculture
and construction, mechanical engineering, medical devices
and the newest information technology developments.
Under DNVHC, healthcare organizations also have the
opportunity to align their accreditation with the integration
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Preventing Injuries
in Healthcare

As senior risk control specialist for PMA Companies, Christine Zichello draws from her
extensive nursing experience to help clients better protect healthcare workers from
occupational hazards and injuries. In this interview, Zichello provides her views on occu-
pational safety among healthcare workers and explains how they can best make use of
risk management to protect themselves from injury.

HealthBeat: Please provide a brief description of
your professional background and of your role as sen-
ior risk control specialist for PMA Companies.

Christine Zichello: | have 15 years’ experience in
critical care and emergency department (ED) nursing. |
grew concerned with seeing so many worker injuries and
decided to switch to occupational health nursing, which
focuses on prevention of injuries, accidents and, where
possible, elimination of work-related environmental haz-
ards among healthcare workers. In my role as a senior risk
control specialist, my major area of responsibility includes
assessing clients” knowledge in relation to employee work-
related hazards and potential exposures, advising clients on
exposures, risk reduction and measures available to protect
employee health and safety and assisting in the implemen-
tation of occupational and environmental safety and health
education and training.

HealthBeat: You have extensive nursing experi-
ence. What events in your career made you decide to
get involved in the occupational safety of healthcare
workers?

Zichello: | saw work-related injuries that could
have been prevented. The approach to treating an injured
employee is a sport-medicine model. We want appropri-
ate aggressive treatment so that the employee is back in
the workplace as soon as possible with the best long-
term outcomes. | saw a need to change the culture of the
environment by preventing injuries and illnesses among
employees, promoting health, safety and wellness in the
workplace and establishing an environment with safety
as a top priority.

HealthBeat: What are the greatest safety hazards
facing healthcare workers today? How have these haz-
ards changed over the years?

Zichello: Healthcare employees face a wide range of
hazards on the job, including needlestick injuries, back
injuries, violence and stress. Although it is possible to pre-
vent or reduce healthcare employee exposure to these haz-
ards, healthcare workers actually experience increased
numbers of occupational injuries and illnesses. It is imper-

ative to function within the realm of a team to
identify hazards, develop a program to prevent
employee injuries and establish controls.

The emergence of unknown hazards and
diseases, such as working with bariatric
patients and newly identified diseases, is also
a challenge.

HealthBeat: \What services does PMA
offer to protect healthcare workers?

Zichello: Our greatest strength is our
risk control department’s ability to partner
with organizations to make necessary safety
improvements in their processes. Our con-
sultants have the experience and knowledge
to identify specific areas of risk within a
healthcare organization, analyze the trends and work
with the organization to develop a plan of action to
address the key loss drivers. Our healthcare team is com-
prised of consultants with years of experience not only in
nursing, but in healthcare safety. This is a major asset.
This team is able to develop educational material not
only internally, but for clients. Healthcare-specific web
events are also held quarterly.

HealthBeat: \What do you believe is the most challeng-
ing aspect of managing risk in the healthcare field?
Zichello: Changing the mindset and eliminating
old beliefs. We still hear from management and adminis-
tration that an injured employee cannot return to work
until “they are 100%.” They say, “We cannot take the
person back unless s/he can lift.” Employees are hired
for their knowledge, skills and education and in the cur-
rent healthcare environment, equipment should be used
to lift patients. We must instill in the management team
that employees are their greatest asset and we must take
necessary precautions to minimize their job-related
injuries. We must look at the total job and not isolate
down to one aspect of it. A nursing assistant has many
skills to offer a healthcare organization other than lifting
of patient/residents. If an assistant is injured, how can
that person return to work? What can that person do?
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This not only promotes the healing process, but offers
better outcomes and the employee remains productive.

HealthBeat: How can healthcare workers best
make use of risk management to protect themselves
from injury? Of what should they be aware? What
kinds of questions should they ask?

Zichello: Healthcare organizations must look at
losses, do trending and drill down to determine their key
loss drivers. This can be done in partnership with their
risk control consultant and by analyzing loss runs.
Nursing is the largest department in healthcare, but we
must evaluate other departments like radiology, house-
keeping and dietary to determine what their exposures
are and develop a plan to address those exposures. Risk
management must be all-inclusive for all departments
and employees. This includes off-shifts and input and
involvement from all levels.

Healthcare organizations may want to ask how risk
management/insurance companies can assist in developing
a comprehensive safety plan. We can provide guidance, but
the organization must establish a plan that is unique to
their environment so it becomes “their” program.

HealthBeat: \What do you consider your greatest
professional accomplishment and what are your future
ambitions?

Zichello: | have worked for some phenomenal man-
agers who promoted and mentored me. With their encour-
agement, | have obtained my certifications. My future
ambition is to promote occupational health nursing. Most
hospitals have an employee health nurse, but I do not see
employee health nurses in manufacturing or other organi-
zations. We must promote the knowledge and abilities of
occupational health nurses through certification.

HealthBeat: What is your personal outlook for
occupational safety among healthcare workers? What
new measures are insurance companies and SH&E
professionals taking to help reduce injuries and acci-
dents among healthcare workers?

Zichello: \We must consider healthcare employees our
greatest asset and put as much emphasis on their safety as
we do on patient and resident safety. | would like to further
promote wellness. We must have healthy and well employ-
ees—a correlation exists between fitness and lower acci-
dent rates. Promotion of wellness within the work environ-
ment will be a key factor. ©

Christine Zichello, COHN-S, CSHM, ARM, FAAOHN, is senior
risk control specialist for PMA Companies. She has 15 years’ experi-
ence in critical care and ED nursing and has held various leadership
positions within the Tri-County New Jersey Association of Occu-
pational Health Nurses and the American Association of Occu-
pational Health Nurses (AAOHN). Her articles have appeared in pre-
vious issues of HealthBeat and in AAOHN publications. She volun-
teers regularly for the Caregivers Coalition of Morris County,
Kinnelon Health Department and Health Promotion Advocates.
Zichello holds a B.S. in Allied Health/Management from Montclair
State College.
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New Book Examines
Hazard Control in
Institutional Settings

SSE has released a new book, Hazard Recognition and

Control in Institutional Settings—A Guide for Hospitals,

Universities and Nursing Homes, coauthored by George
Byrns, Ph.D., M.PH., CIH, and other safety and health profes-
sionals with extensive institutional safety experience. The book
provides vital information on a broad range of topics:

elaws and regulations regarding environmental
management;

eemergency preparedness and incident command systems;

<building renovation
and design;

ewaste management;

shazard and risk
assessment;

eindoor air quality;

<health surveys and
surveillance;

sworkplace violence;

sworkers’ compensation.

Avreas of specific con-
cern to hospital employ-
ees covered in the book
include: healthcare
accreditation standards;
healthcare-specific occupational hazards; infection control;
epidemiology; and ergonomic issues.

For nursing home employees, areas such as infection control
and ergonomics are examined. For those in university and col-
leges settings, the book addresses hazards in dormitories, cafete-
ria and food services, student health services, science laborato-
ries and also art studios, theaters and agricultural settings.

Byrns, the editor and main contributing author, is an associ-
ate professor of environmental health at lllinois State University.
He holds a Ph.D. in Occupational and Environmental Health
from The Johns Hopkins University, an M.P.H. in Environ-
mental Health from the University of Minnesota and a B.S. in
Environmental Health from Colorado State University.

Contributing authors include:

*Angel Boyce, MSN, RN, COHN-S/CM, director, occupa-
tional health of Sandler Occupational Medicine Associates
Inc. in Newark, DE.

*Gregory Heck, M.P.H., CSP, REHS, area institutional
environmental health officer in the Phoenix Area Indian
Health Service.

«Joyce Hood, M.P.H., RN, COHN-S, director of occupa-
tional health services for Cook Children’s in Fort Worth, TX.

*Denise Knoblauch, RN, BSN COHN-S/CM, clinical case
manager at OSF Saint Francis Medical Center in Peoria, IL.

*Mary Elkins, RN, BSN, M.P.H., MS, CIC, infection con-
trol practitioner of the Northern Navajo Medical Center in
Shiprock, NM.

«Christopher A. Janicak, Ph.D., CSP, ARM, professor at
Indiana University of Pennsylvania in Indiana, PA.

*George Stevens, PE, M.P.H., senior facilities consulting
engineer at Indian Health Services in Phoenix, AZ.

eLee Shands, M.P.H., CIH, retired from Shands Training
& Consulting in Burkeville, TX.

*David C. Regelbrugge, CSP, CIH, director of environmen-
tal health and safety at Boelter Associates in Park Ridge, IL.

eTimothy J. Ryan, Ph.D., CSP, CIH associate professor
and industrial hygiene program coordinator at Ohio
University in Athens, OH.

The book also features illustrations, a glossary and an
index. An instructor’s guide will be available to instructors.
For more information, visit http://www.asse.org/cartpage

.php?link=4420. ©

Hazard R
N insSttutic
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By DaNIEL S. MARkIEWICZ, M.S., CSP, CIH, CHMM

Workplace Reproductive
& Developmental Hazards

Editor's Note: ASSE is seeking to publish more occupational
health-related articles in the coming year. Articles should address
physical and psychological occupational health problems or best
practices to eliminate them. In addition, articles on workplace vio-
lence, which may increase in the next year due to job and econom-
ic pressures, are welcomed. Please send articles or reprints (with
permission granted) to the publication editor of your pertinent
practice specialty or branch or to rheath@asse.org.

n May 2007, nearly 200 leading international scien-
tists in the fields of environmental health, chemistry,
biology, epidemiology and paediatrics examined the
human health effects of developmental exposure to
chemicals in the environment. Their conclusions, in
the form of a published statement (Nordic Pharmacologi-
cal Society, 2007), is a strong “call to action” warning
that human health effects of developmental exposure to
chemicals in the environment are real, serious and
require prompt attention in research and prevention.

According to the Faroes Statement, “Prevention should
not await definitive evidence of causality when delays in
decision-making would lead to the propagation of toxic
exposures and their long-term, harmful consequences.”
The statement calls for a paradigm shift in science and
public policy to encourage health interventions at the earli-
est stages of life where timing of chemical exposure is just
as important as the magnitude of exposure.

The last decade has seen remarkable advances in the
understanding of reproductive and developmental health.
The National Research Council (NRC, 2000) reports that
between 1995 and 2000, the number of new discoveries
in the field of developmental biology and genomics were
“staggering” and future discoveries were expected to be
even more “explosive.” These new advances now allow a
man to measure the quantity of his sperm with a home
test kit or a pregnant woman to clearly see the develop-
ment of her unborn child with advanced 4-D ultrasound.
New discoveries and understandings are altering how
reproductive and developmental health hazards should be
addressed in the workplace. This article explores whether
U.S. safety and health professionals are ready, willing
and able to take action.

For the purposes of this article, reproductive means
the process where a man or woman is capable of produc-
ing a child. Developmental refers to the stages of child
development from conception to adolescence.

KEYy QUESTION
Should U.S. employers provide their workers with a
risk assessment for workplace reproductive and develop-

mental hazards? The answer to this question will have a
profound impact on SH&E professionals who may be
called on to conduct and communicate this risk assess-
ment. The answer to the question is predicated upon
answers to other questions. Is the assessment conducted
to help protect the reproductive capacity of workers or to
protect the developmental health of an unborn child (i.e.,
during pregnancy) or a worker’s child (e.g., take-home
toxics or breastfeeding)? Is there a regulatory obligation
or legal duty to conduct the assessment? Is there a moral
responsibility? Is there a business incentive? Have sci-
ence and knowledge advanced sufficiently enough to
perform a valuable assessment? And

if the risk assessment is not conduct- -~ A [ hazards, includ-
ed, what are the pitfalls? This article

explores answers to these and other ~ /11g chemical, bio-

questions through the author’s jour- ; ;

ney with this topic over the past Iog Ical’ P hy Slca_l
and psychological,

decade.
may impact repro-
A snapshot of answers to these ductive and devel-
questions is as follows. U.S. employers

have a tort duty (as opposed to no leg- O IMmMen tal health.
islative requirement) to conduct and
communicate workplace developmental risk to employees.
If this activity is not conducted, it is difficult for an
employer to prove it performed due diligence if there is a
negligence claim (and there is a growing possibility of
this) for work-related prenatal injury. Workplace prenatal
injury claims (for a single claim) have reached the $100
million level—big enough to get any company’s attention.
The author has learned that the language in the intro-
duction and the snapshot of answers above are con-
tentious and controversial enough to warrant the follow-
ing disclaimer: The author is not an attorney and the
information in this article should not be viewed as legal
advice. In all matters where workplace reproductive or
developmental concerns are present, legal counsel com-
petent in these matters should be sought.

SNAPSHOT OF ANSWERS

DEFINITION OF CHILD

The limited scope of this article does not allow a thor-
ough discussion of the various legal and social definitions
of child. However, this article defers to two new risk
assessment guidance reports that describe the scientific
principles to be considered in assessing health risks to chil-
dren. These reports are “A Framework for Assessing Health
Risk of Environmental Exposures to Children,” issued by
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environment.” The principles call on Wal-Mart suppliers
to screen chemical ingredients in their products with the
intent to eliminate selected CMR chemicals and PBTSs. If
suppliers do not eliminate some chemicals from their
products, the products will not be sold in Wal-Mart
stores. Wal-Mart is not alone in taking this approach, but
its huge presence (more than 6,600 stores worldwide)
gives it the clout to fundamentally alter how business is
conducted globally.

Mothers, children and the environment are central to
the modern view of disease causation, which considers
that children (beginning at conception) are more vulnera-
ble to environmental exposures and early-in-life expo-
sures to environmental hazards increase the risk of acute
illness and chronic diseases. EPA’s 2005 cancer risk
guidelines (e.g., children under 2 years of age are 10
times more vulnerable to carcinogens than an adult,
illustrates this new position).

Recent actions by market leaders such as Wal-Mart and
EU legislation to take a precautionary approach with CMR
and BPTs chemicals will change the role of mothers and
fathers in addressing health concerns for new and future
generations through greater transparency of chemical
exposure risks at work or elsewhere. More than individual
and industry action, however, is the monetary might of
this issue. EU REACH is expected to have an enormous
impact on the $2.5 trillion global chemical industry.
Innovest Strategic Value Advisors’ January 2007 report,
“Cross-Cutting Effects of Chemical Liability from Pro-
ducts” clarifies the driving force of money. Innovest
reports that shareholder resolutions on toxics in products
reached an all-time high in 2006. Part of the drive includes
actions of investing organizations representing over $22
billion in assets under management to seek better disclo-
sure from companies regarding capital at risk to toxics,
such as CMR chemicals, in products.

In 2005, the U.S. was next to last, just ahead of Latvia,
for having the worst infant mortality rate among the
world’s 33 major industrialized nations, according to Save
the Children, a global nongovernmental organization.
There are many reasons why the U.S. fares so poorly in
regard to infant mortality. One reason is that the U.S.
healthcare system greatly favors treatment over prevention.

Sacial concerns for children are additional tipping
points. In February 2007, the United Nations Children’s
Fund’s (UNICEF) Innocenti Research Center released
Report Card 7, “An overview of child well being in rich
countries.” The report card ranked child well being in six
categories. In the health and safety category, the U.S.
ranked at the very bottom among 25 rich countries.
Components for the health and safety rank were child
health at age 0-1, preventive heath services and safety
(i.e., deaths from accidents and injuries).

The U.S. also fared poorly in other categories. In the
behaviors and risks category, the U.S. was next to last. In
the measurement of “relative income poverty” (i.e., per-
centage of children in households with income less than
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50% of the median), the U.S. was so outside the norm
for last place that it did not seem to belong at all with the
ranking of rich countries. The poverty measurement was
perplexing. The U.S. was ranked among the top five
countries for having a child live with an employed par-
ent. Did the measurement imply that some working par-
ents in the U.S. had very meager incomes?

One of the stated purposes of UNICEF’s report card
is to “stimulate discussion and development of policies
to improve children’s lives.” This raises the question,
how does the U.S. measure up? The Institute for Health
and Social Policy at McGill University addressed that
very question in the February 2007 report, “The Work,
Family and Equity Index.” The report compared public
policies for working families in 177 countries. A key
finding of the report states, “When it comes to ensuring
decent working conditions for families, the latest
research shows many U.S. public policies still lag dra-
matically behind all high-income countries, as well as
many middle-and low-come countries.”

Lesotho, Liberia, Papua New Guinea and Swazi-
land—you may not be familiar with these countries but
add the U.S. to the list. These are the only countries in
the world that “do not guarantee any paid leave for
mothers in any segment of the workforce,” according to
the McGill study. Other findings in the equity index
report that may reflect poorly on U.S. social policies are:

*66 countries ensure that fathers either receive paid
paternity/parental leave. The U.S. has no guarantees in
this area.

107 countries protect working women’s right to
breastfeed; in 73 of these countries, breaks are paid. The
U.S. does not guarantee the right to breastfeed.

137 countries mandate paid annual leave. The U.S.
does not require employers to provide paid annual leave.

134 countries have laws that fix the maximum length
of the work week. The U.S. does not have a law for the
maximum length of the work week or a limit on manda-
tory overtime per week.

126 countries require employers to provide a manda-
tory day of rest each week. The U.S. does not guarantee
workers this 24-hour break.

«145 countries provide paid sick days for short- or
long-term illness. The U.S. provides only unpaid leave
for serious illness through the Family and Medical Leave
Act (FMLA), which does not apply to all workers.

The McGill report claims that lack of social policies,
such as not providing paid leave for childbearing or no
paid leave for illness and family care, eventually impacts
the health and well being of children. This goes back to
the UNICEF report, which indicates that the U.S. ranks
last among rich countries in children’s health and safety.

It is difficult to have policies without politics and the
politics on these issues are heating up. Is the UNICEF
report correct in ranking U.S. children’s health and safe-
ty so low? The U.S.’s National Children’s Study would
answer this question. Former President George W.
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Bush’s proposed federal FY 2007 budget did not provide
any funding for the study and, in an unusual move, went
further to order that the study be shut down. There is
general agreement among politicians that the budget
process should avoid earmarking funds for any special
projects, but in the final federal FY 2007 budget, NCS
was earmarked to receive all funds for which it asked.

Employed women with children or employed women
who plan to have children are disproportionately affected
by lack of social and private policies to address their
needs as primary caregivers for their children. WHO’s
2006 report, “Gender equality, work and health: A
review of the evidence” is just one of many recent stud-
ies that supports this position.

“Mom’s Mad—And She’s Organized” is the title of
an article that appeared in the Feb. 22, 2007, issue of The
New York Times. This article indicates that U.S. mothers
who hold jobs outside of the home are in larger numbers
than ever before and they are not happy. They feel that
there should be more social and private policies to ad-
dress their special needs in the workplace. However,
unlike years past, these moms are banding together and
have considerable political clout.

MomsRising, established in May 2006, is one exam-
ple. Membership in the group has been growing at over
10,000 per month. In September 2006, Ted Kennedly,
Christopher Dodd, Hillary Clinton and Barack Obama
spoke at an event in Washington to support Moms
Rising’s causes including promotion of the book and
documentary film “The Motherhood Manifesto.”

Ted Kennedy’s proposed Healthy Families Act and pro-
posed changes to FMLA from Christopher Dodd (who
authored FMLA in 1993) are examples of new legislation
geared toward fairer treatment of working mothers.
Disease prevention and improving science to curb rising
healthcare costs are also goals of the current administra-
tion. Given the demographics of workplace reproductive
and developmental hazards, along with other information

Fetal Growth Studies

Many epidemiological studies have observed a significant effect of some
occupational conditions on fetal growth, including long hours of work,
shift work, prolonged standing, lifting loads and high psychosocial stress.
However, some studies showed no effect. In a number of studies, limita-
tions related to the measurement of exposure may have led to underesti-
mation of the true effect. These limitations include having a reference
group that includes moderately exposed workers, measuring occupation-
al conditions on the basis of job title, and failing to take into account
changes in occupational conditions that occur during pregnancy. The lat-
ter limitation is important because previous studies have suggested that
workers most heavily exposed during early pregnancy are more likely to
experience a reduction in exposure over the course of the pregnancy or

to take earlier antenatal leave.

For more information, visit http:/www.ajph.org/cgi/reprint/96/5/846.

covered in this article, the workplace seems like a strong
potential target for disease prevention.

ARe SH&E PROFESSIONALS READY TO AcT?

U.S. employers have generally sidestepped directly
addressing reproductive and developmental risks from
workplace hazards. Part of the reluctance to address these
risks was a misreading by most employers of the 1991
U.S. Supreme Court’s decision in UAW v. Johnson Con-
trols outlawing “fetal protection programs.” The decision
centered on employee discrimination concerns and never
intended for employers to abdicate responsibility on work-
place reproductive hazards, primarily to a pregnant em-
ployee or to employees planning a pregnancy.

A hands-off approach when dealing with pregnant
employees can also be seen in the U.S.’s official res-
ponse to the International Labor Organization’s (ILO)
Maternity Protection Convention (No. 183) and Recom-
mendation (No. 191) of 2000, which calls for risk
assessments for pregnant workers. The U.S. informed
ILO that, in regard to maternity protection, “The (U.S.)
government should not decide whether the (work) posi-
tion held by a woman is prejudicial to her health or that
of her child. That decision should be made by a woman
in consultation with her physician. Additionally, a
woman should not be prohibited from making her own
decisions as to whether to work and when to work.”

The U.S.’s approach to risks faced by pregnant
employees goes against the tide of other nations’ actions.
As of June 2006, 92 countries around the globe, which
include all countries in the European Union, have estab-
lished legislative health protections for pregnant employ-
ees. Health protections include provisions on work time,
breastfeeding and/or avoiding dangerous or unhealthy
work. For example, in the U.K., legislative health protec-
tions for pregnant employees require employers to con-
duct and communicate a risk assessment for workplace
pregnancy hazards before an employee is pregnant. If an
employee voluntarily declares
that she is pregnant, the
employer then must tailor a risk
assessment for that employee.
Based on the findings of this
risk assessment, the employee’s
physician may then provide
specific guidance for a healthy
pregnancy.

It is the author’s opinion that
in regard to workplace hazards,
it is unreasonable to expect that
pregnancy risk decisions should
only be made by a woman in
consultation with her physician,
unless the physician conducts
an on-site inspection of the
workplace, which rarely hap-
pens. The employer, through its
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superior knowledge of workplace hazards, is a critical
interface between a pregnant employee and her health-
care providers.

However, the effect of the Johnson Controls decision
is that U.S. employers are believed to shy away from the
issue, which has led to occupational safety and health
practitioners in the U.S. not acquiring sufficient aware-
ness or knowledge to successfully manage workplace
reproductive and developmental hazards. It is hypothe-
sized that these safety and health practitioners now have
low self-efficacy in this regard. No qualified studies
specifically measure this self-efficacy.

The author has conducted professional development
conferences (PDCs) annually at the AlHce conferences
since 2004 on “Implementing Reproductive and Develop-
mental Health Programs.” The experience is that partici-
pants have only a cursory understanding of the topic.
Participant acceptances of the topic and issues presented in
this article are high. The 2006 AlHce in Chicago ranked
number two (out of 72 PDCs) and the 2007 AlHce in
Philadelphia ranked number four (out of 69 PDCs).

CoNncLUSION

U.S. safety and health professionals should complete
a risk assessment for workplace reproductive and devel-
opmental hazards in advance of growing litigation,
potential legislative rules or business imperatives. A
major driving factor for business action is the threat of
litigation that may occur if a child is born with prenatal
injuries caused by workplace exposures. These tort
claims are not covered by workers’ compensation and
may impose a multimillion dollar liability upon an
employer. ©
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Pandemic Planning

workplace should keep informed, develop
a plan and implement public health pro-

grams are some of the tips offered to business-
es and members in an ASSE article, “Avian Flu:
Infection Control Guidelines.” While there is no
one-size-fits-all solution, it is suggested that
communities, workplaces and individuals
should:

edevelop and implement preparedness
plans as one would for other public health
emergencies;

eparticipate and promote state and commu-
nity public health efforts and implement pre-
vention and control actions recommended by
public health officials and providers who can
supply information about the signs and symp-
toms of a specific disease outbreak and to com-
municate this information with employees;

eparticipate in influenza vaccination pro-
grams annually;

eparticipate in annual health promotion
programs to prevent airborne, bloodborne,
waterborne, food borne and contact types of
diseases and infections if you are a healthcare
worker, school teacher, work in protecting pub-
lic safety, prison population and an emergency
responder;

eadopt business and school practices that
encourage sick employees/students to stay
home;

eanticipate how to function with a signifi-
cant portion of the workforce/school popula-
tion absent due to illness or caring for ill family
members;

epractice good health habits;

estay informed about pandemic influenza
and be prepared to respond;

euse national and local pandemic hotlines
that will be established in the event of a global
influenza outbreak; and consult the White
House web site for national and international
information.

Additional Resources: Contact U.S. Centers
for Disease Control and Prevention (CDC) at
http://www.cdc.gov/flu/avian/index.htm; the
World Health Organization, http:/www.who
.int/csr/disease/avian_influenza/en/; your state
or local health department (http://www.cdc
.gov/mmwr/international/relres.html) to notify
them of any symptomatic employees or sus-
pected exposure incidents. Also refer to the
White House's web site, http:/www.pandemic
flu.gov; and OSHA's “Guidance for Protecting
Workers Against Avian Flu” at http:/www
.osha.gov. For more information, visit www
.asse.org/newsroom/safetytips/pandemic-

flu.php.
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A Holistic Approach
continued from page 1

the healthcare professional, including physicians, nurses,
pharmacists, technicians, aides and related assistants and
trainees, both salaried and volunteer, the importance of
teamwork cannot be underestimated. Working independ-
ently does not contribute to the maximum effectiveness
possible. Personnel must be able to understand the value
and consequences of behaving as a team member. Every-
one is a part of the greater team, including subteams and
must have the skills to communicate, cooperate and sup-
port each other in both routine and emergency situations.
They must experience the system in which they operate
as supportive of themselves and their team members as a
valued resource for assistance. People at all levels must
know how to think as leaders and managers to lead and
manage themselves and each other to achieve common
goals and to produce their results in the most efficient
and effective manner possible. Personnel at all levels and
credentials must be willing to provide feedback and
coaching to anyone regardless of their role or position,
medical or nonmedical.

Training and development is needed to assist all levels
of healthcare staff in developing an increased awareness
and enhanced skills for individual and group excellence,
which will empower them to carry out their daily activi-
ties and to prevent errors and related health and safety
incidents. A holistic approach is essential to ensure that
attitudes, thinking and behaviors help prevent errors and
incidents.

A holistic approach intends to provide the awareness
and skills that will enhance each person’s ability to pre-
vent errors in any aspect of their work. In doing so, they
will contribute to the safety, health and well being of
their organization’s professional staff, employees and
patients and will provide excellent service to whomever
they serve. Staff at all levels must expand their ability to
work together to produce the kinds of results that will
ensure their success and will carry out the mission of
their healthcare system.

Many factors can cause errors, which can result in
untold human suffering as well as material and financial
loss. SH&E incidents and resulting injuries, illnesses or
fatalities offer a worst-case scenario. Patients receiving
the wrong medication and treatment, improper medical
or surgical procedures and damaged equipment hamper-
ing the delivery of services are only some of the possible
results. The short- and long-range effects are unfath-
omable. Lawsuits and rising malpractice insurance rates
are driving many doctors to give up their practices or to
move to another location where rates may be lower.

Since 1983, we have studied and addressed the vari-
ous human factors that cause errors, which can result in
incidents and breakdowns related to the provision of
healthcare services. This article addresses findings relat-
ed to the cultural influences and human factors that

cause errors and examines the awareness, skills and
strategies needed to achieve excellence in all aspects of
healthcare operations.

This article also describes the awareness and skills
essential to error reduction and elimination. The result is
potential improvement in the quality of the systems,
products and services as well as the safety, health and
well-being of employees, ancillary staff and patients.
Regardless of their position or level of experience, every-
one working in the healthcare field must work optimally,
with the least chance for error. In this way, healthcare
organizations and practices become more successful and
better able to carry out their missions, minimizing nega-
tive consequences in a multitude of areas.

A DEMANDING FIELD

Preventing errors is a challenge in today’s demanding
and fast-paced healthcare climate.
The nature of changes in this industry
over the last 40 years have accelerat-
ed a highly competitive market as
well as the need to deliver services in
circumstances that require personnel
who are highly trained, capable and
aware. Across the board, medical and
nonmedical employees must be able
to recognize the importance of taking
personal responsibility for their own
performance and for the performance
of others. They must be able to think
in a multidimensional manner, focus
and respond to changing situations,
make good decisions and perform
under pressure.

One of the most important hedges against errors is
teamwork. Because of the complex roles and responsibil-
ities that personnel have taken on (or have been handed)
in the healthcare industry, the importance of teamwork
cannot be underestimated. Working independently in
most situations is an illusion and typically does not con-
tribute to maximum effectiveness. Functioning as a team
requires that medical and ancillary staff have the skills to
communicate, cooperate and support each other in both
routine and emergency situations. They need the peace
of mind that the system in which they operate supports
them as individuals and as team members.

ERROR REDUCTION THROUGH SELF-IMIANAGEMENT

An important strategy for error reduction is to
increase employee proficiency in self-management,
interpersonal, leadership and management skills. Honing
these basic workplace skills can help prevent operational
errors and the possibility of accidents, injuries and inci-
dents. The strategy involves focusing on the underlying
human mechanisms that cause errors in personal and
team performance.

Communication is critical. Medical personnel must be
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teamwork. Because
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roles and responsi-
bilities that person-
nel have taken on
(or have been
handed) in the
healthcare industry,
the importance of
teamwork cannot
be underestimated.

willing to transcend their egos and positions and must be
clear and consistent in the expression of their commit-
ment to excellence. They must know how to elicit com-
mitments from each other and their co-workers for what
is required and they must know how to coach and coun-
sel each other to achieve their results. This manner of
being may be strange and unusual to some who are used
to a more command-and-control type of management
style. They must also be able and willing to communi-
cate (speak and listen) with each other, laterally and ver-
tically, and to operate as a team in which the risks and
satisfactions from jobs well done are shared.

Simple methods to double-check what was heard
against what was said can avoid misinterpretations that
can lead to errors. One example outside the medical
arena that pertains to this field is one we discovered
while training control room operators for a major utility.
We found that a common cause of errors occurred when
people in the field automatically repeated back instruc-
tions they were given without fully understanding what
actions the operator instructed them to take. Training in
how to detect this simple parroting of their instructions
detected and prevented errors that could have led to
many potential incidents. Imagine a physician giving
instructions to a nurse or technician in an emergency
room, patient care area or in the operating room where
this same type of situation can occur.

ORGANIZATION-BASED CONFUSION

Thus far, the 21st century has been characterized by
near-constant organizational change and uncertainty in
all industries, including healthcare. Flux in the form of
mergers, acquisitions and reorganizations are the norm.
Reductions in staff and efforts to economize have
become top priorities.

Few industries are immune from this trend, with com-
panies working nonstop to guarantee their futures by
eliminating redundancies, waste and unnecessary costs.
In their efforts to trim, too many healthcare organizations
may have ignored the cost of errors in this equation. For
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many, the frenzy to rush to ensure their viability has
compromised the effort to reduce error.

Levels of distraction and errors in judgment are com-
pounded when employees are worried about their own
and their company’s future and their employment status.
Stress, which we found to be a contributing factor in
incident causation when first researching the causes of
incidents for a major chemical company, is at record lev-
els in many workplaces.

Having visited many hospitals in recent years to visit
friends and relatives, | have observed that many employ-
ees, doctors, nurses, aides and volunteers are under
tremendous amounts of stress. Emotional distress related
to personal and organizational concerns can cause people
to lose confidence and can feed into distrust of each
other, including healthcare management. Stress can also
erode employee and patient relations, communications,
cooperation and teamwork, ultimately affecting the qual-
ity of their work. The likelihood of errors increases and
SH&E performance can deteriorate.

However, it is not only negative changes that distract
employees. Increased medical, regulatory, legal and other
issues related to liabilities in today’s litigation-crazy
society, along with increased demands, new equipment,
increased responsibilities, cross-training and other
administrative initiatives also play a part.

When employees are worried about any aspect of
their job, sidetracked by challenging new duties or con-
cerned about problems at home, they do not bring a clear
mind to the job. This diminished ability to focus can lead
to an error and decreases employees’ ability to manage
their own performance and that of others.

THE ERROR-FREE WORKPLACE

We approach the process in a manner that leaves no
one out and involves all levels of medical and nonmed-
ical employees to ensure that we are more likely to break
free of the bonds of the old culture and the old way of
doing things. We approach the process of performance
improvement by creating a common vision for excel-
lence. Creating and communicating a vision for excel-
lence is key to producing breakthroughs in performance.
Vision is defined as an ideal state, something seen in a
dream.

Also, key to creating breakthroughs in performance is
not only establishing and communicating a vision, but
reiterating and recommunicating this vision at every pos-
sible occasion. We approach the process of creating an
“error-free” environment and performance improvement
from many levels:

Self-management level. Individuals must have skills
to observe and must take personal responsibility to man-
age their own level of attention and focus as well as their
own attitudes and behaviors on and off the job.

Peer/team support level. People must develop an
attitude of mutual support and caring for what we do
individually and collectively and a willingness to inter-
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vene at any time to encourage excellence in coworkers.
Skills are needed to do this constructively.

Leadership-management, supervisory and line
level. All levels of medical and administrative leadership
must be able to put aside political and business issues to
create and maintain an environment in which everyone
can work in an excellent and quality manner regardless
of external or internal organizational circumstances.

Organizational level. Includes the culture and the
norms, values, beliefs, attitudes and commitments of the
organization and its employees. A commitment to excel-
lence, including SH&E, must be a core value. Attitudes
and behaviors that reflect these must be encouraged, sup-
ported and acknowledged.

Working with client organizations, we employ a holis-
tic, integrated approach to prevent errors and subsequent
incidents. It uses a variety of awareness, attitudinal and
behavioral change methods that stress strategies for
thinking, problem-solving and influencing perception
and attention. Cognitive learning approaches employed
involve restructuring knowledge to fit new circum-
stances. People learn strategies for paying attention to
any task and the potential dangers of loss of focus.

Rather than being manipulated by the environment,
the learner is taught to interact with the environment so
that mental structures continue to develop over time and
experience. Both memory and attention develop with
cognitive training. People learn to “think excellence” and
develop related skills to prevent errors that can be trans-
ferred from one environment or task to another.

In a follow-up review session we conducted in a
research and development (R&D) facility, a chemist
noted that he initially planned to make an adjustment to
a process without shutting it down to save time in a com-
petitive environment. Although this was a task he had
performed many times before, he noted that he observed
his thinking process and the belief or internal message
that he could do this and pull it off without a problem.
Recognizing that something could happen, even in a
small likelihood, he stopped himself, followed protocol,
shut down the process and made the adjustment without
error and safely. Afterward, he reported that the extra
time spent was worth it.

The cognitive approach was part of the strategy for
organizational effectiveness training and consulting first
championed by Topf Initiatives in 1980. In 1983 at a
large R&D facility and pilot plant operation for a major
chemical company, Topf associates found that errors and
incidents occurred despite the fact that employees clearly
knew what to do and what not to do. Where can you get
a more highly trained group of people than the medical
industry? Yet errors and incidents still occur.

We concluded that the most effective way to bring
about lasting behavioral change is to start by raising peo-
ple’s awareness. The next step is to examine the core
beliefs and attitudes that shape decisions in individuals
and groups. These beliefs can directly influence and
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affect the results produced in any domain, including
quality, SH&E, medical and patient care and service.

Our experience led us to explore many cognitive
issues that can cause an employee to produce quality
work or to commit errors. One is an understanding of
how complacency sets in, placing medical staff and vari-
ous service employees at risk of committing serious
errors. The culprits include behaviors such as losing
focus, not paying attention or taking shortcuts and
bypassing protocols. The result is an open door to errors,
injuries or incidents, even when people comply with
requirements and follow prescribed procedures. Self-
observation skills are a valuable tool in overcoming com-
placency and avoiding errors.

OTHER FACTORS

A primary cause of communication errors and misin-
terpretations is a loss of focus or inattention. Although
no one wants errors, employees sometimes behave in
what we call a deliberate or nondeliberate manner that
causes mistakes to occur. Awareness wanes due to day-
dreaming, inattention, repetitive tasks, stress and distrac-
tion. Preoccupation with both positive and negative orga-
nizational issues, changes or personal issues can also
lead to lack of focus and resulting errors.

The other culprit is conscious or premeditated behav-
iors. In these instances, an individual talks him/herself
into taking shortcuts, such as not reading through a
patients chart thoroughly, not understanding handwriting
in a chart or not checking out exactly what was written
before beginning a task. These premeditated risk behav-
iors tend to be supported by rationalizations and justifi-
cations and are often ascribed to factors such as time,
comfort and convenience or the belief *“I know what |
am doing.”

In other circumstances, errors occur because insuffi-
ciently trained personnel are placed in positions that
require levels of experience and expertise beyond what
they possess. Ingrained attitudes such as, “We cannot
afford to spend the money or time on training people
completely; we need to focus on providing services,”
contribute to errors.

CHANGING ATTITUDES & BELIEFS

Raising awareness and addressing attitudes, beliefs
and counterproductive circumstances are a proven means
to reduce errors. Leaders set the stage by identifying and
addressing the negative influences that shape employees’
attitudes and behaviors. Leadership’s attitudes and
behaviors must also reflect the awareness and under-
standing that focus and attention on quality must be
heightened in these times, not diminished. Essential
resources necessary for proper education, training, equip-
ment and resolution of performance issues must be allo-
cated. To diminish resources from this area to “save
money” can be far costlier in the long run. This cost can
be in dollars or in human suffering.
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Defining and tirelessly communicating desired values
and commitments, then backing them with human, finan-
cial and material resources help convey quality and excel-
lence in performance as esteemed values. The attitudes of
employees at all levels must be examined and measured
against the vision for the organization. The desired result is
that each person exhibit responsibility for his/her perform-
ance and for the performance of others. When responsibili-
ty is perceived as an organizational and individual value,
employees at all levels are less likely to take or overlook
shortcuts and to make the compromises that result in error.

When a person is internally motivated by the value and
benefit of excellence in performance for themselves and
their organization, improvement tends to be more perma-
nent. External motivational strategies are most effective
when combined with internal motivation. Leaders must be
skilled in coaching and counseling techniques to construc-
tively lead and interact with employees regarding perform-
ance issues, attitudes and behaviors. This is especially true
when you have medical and ancillary staff working side by
side. Error-related costs can push a healthcare organization
over the edge or seriously impair its viability. Legal issues
related to the healthcare industry are causing many to
reassess working in their field.

Optimum opportunities for breakthroughs in perform-
ance occur when employees reflect the values and beliefs
in quality and performance excellence. Accomplishing
this shift requires consistent and sustained effort. A gen-
uine value for excellence will endure despite changing
circumstances. Improving attitudes and behaviors around
quality and performance yields improvements in atti-
tudes and behaviors that impact all areas.

THE ROLE OF EMPLOYEE INVOLVEMENT

Employee involvement is another key feature in error
prevention. With trimmer staffs in healthcare organiza-
tions, all team members must see themselves as leaders
who proactively seek ways to identify and solve per-
formance problems. Sometimes employees assume the
posture of a victim around errors and performance
issues. They may say the organization is too lax, other
individuals are careless or the equipment is inadequate.

Some employees are like spectators at a game and
passively observe. They may comment on how the game
should be played, but they seldom take effective action
to help others prevent errors and incidents. This often
occurs because they may have had negative interactions
in the past with coworkers or with leadership. Employees
must be encouraged to participate and should be trained
in improving interpersonal interactions.

Organizational systems and structures should encourage
involvement, including identifying and solving problems
and should receive feedback on progress. This is essential
for continuous improvement. When employees are in-
volved in organizational decision making, they tend to care
more about the environment, their services and the image
they project. That often means working more carefully and
with fewer errors. Key areas to focus on are:
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eexperience a shared vision and purpose for them-
selves and their coworkers that is aligned with the pur-
pose of their institution and/or department;

eunderstand the human mechanisms that contribute to
errors, accidents and injuries;

elearn the principles and skills for preventing errors of
all types;

«discover the elements necessary to be an effective
self-manager and team manager;

«discover the elements of an effective team;

elearn the skills necessary to dissolve barriers to
teamwork;

«discover the role of personal responsibility for error
prevention;

edevelop an increased sensitivity to others’ points
of view;

eunderstand the technology for effective
communications;

elearn how to eliminate misinterpretations and to
ensure your communications were understood as you
meant it;

<know how to make effective requests to ensure error
prevention;

elearn the principles of committed speaking and
listening;

elearn how to communicate in a nondefensive and
nonjudgmental manner;

eenhance personal ability to be supportive and
cooperative with others;

elearn behavioral management concepts and
techniques;

elearn to interface effectively with other personnel;

eincrease their ability to respond to each situation
effectively;

elearn to resolve problems and conflicts quickly;

elearn practical self-management skills and techniques
to easily relieve workplace pressures;

ediscover skills for constructive assertiveness;

elearn effective time and desktop management skills
(organizing nursing stations, other work areas and man-
aging paperwork flow);

elearn skills to minimize distractions and to control
and manage work cycles;

elearn how to increase our ability to concentrate;

elearn how to set up a time management system to
manage daily priorities;

elearn method to increase our attention span;

elearn the principles of effective decision making.

Do these ideas and skills apply to the healthcare
industry? You bet. Most errors are the result of human
factors and can be prevented. As such, the quality of
service and care can be increased with greater patient
and staff satisfaction, health and well-being. ©

Michael D. Topf, M.A., is president and CEO of Topf Initiatives
in Wayne, PA. He may be reached at (610) 783-1776 or mtopf@
topfinitiatives.com.
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By K. LAMORRIS WALLER

Gulf War Syndrome

he Persian Gulf War, commonly known as the

Gulf War, took place between August 1990 and

February 1991 in Kuwait. The war was a military

conflict between Irag and a coalition of 34
nations attempting to remove Iragi forces from Kuwait
after Iraq’s invasion and annexation of the country in
August 1990.

ORIGINS & SYmpTOMS OF GULF WAR SYNDROME

Although many nations were involved in the Gulf
War, most soldiers consisted of U.S. and U.K. armed
forces. Upon their return home, many thousands of vet-
erans became ill and experienced symptoms such as per-
sistent memory loss, chronic headaches, widespread
pain, gastrointestinal issues, concentration problems and
other chronic abnormalities. However, when these veter-
ans sought treatment, doctors could not find the root
cause of the illness and, therefore, could not properly
treat the soldiers. After some time, more soldiers and
those in constant contact with them became increasingly
ill, so much so that many dubbed the illness “Gulf War
Syndrome.”

While many soldiers experience relatively the same
symptoms, many experts and naysayers believe the ill-
ness stems from psychological issues or from contact
with various forms of bacteria unrelated to the war.
Nevertheless, a Dec. 8, 2008, report found that roughly
one in four of the 697,000 U.S. Gulf War veterans suffer
from this illness.

The report was compiled by a panel of scientific
experts and veterans serving on a mandated research
advisory committee on Gulf War veterans’ illnesses,
though they were unable to determine whether a cure
existed. Additionally, few to no soldiers have recovered
after developing symptoms. Michael Harbut, M.D., chief
of the Center for Occupational and Environmental
Medicine and diplomat for the American Board of
Preventive Medicine and Occupational Medicine, says
that in terms of the Gulf War, many were exposed to
agents, which may have similar pathways in terms of the
disease’s manifestation and, therefore, make it difficult to
pinpoint an exact condition.

“There may have been cases where soldiers were
administered vaccines without knowing they were (being
given them),” he says. “In fact, it has been reported that
many who handled them did not know what they (vac-
cines) were.”

SusPECTED CAUSES
When the U.S. first became involved in the war, Iraq
boasted the world’s fourth largest army with Saddam
Hussein’s famed Republican Guard at the forefront. It was
widely speculated that Iraq used chemical weapons on its

enemies, such as on Iran during the
Iran-Iraq war and on the Kurds of
northern Iraq to crush uprisings.
Despite experiencing some damage
from Iraqi SCUD missiles, when U.S.
troops moved into Iraq and Kuwait
from Saudi Arabia in the Gulf War,
Hussein’s army retreated out of
Kuwait. After brief fighting, Kuwait
was safely restored to its former gov- =
ernment. Although troops were trained
to deal with chemical and biological
weapons, the war was brief and Irag’s
army was dissolved without a major
chemical incident.

Soldiers returned home victorious, which also result-
ed in former President George H.W. Bush’s approval rat-
ings being among the highest in history. However, con-
cerns surfaced after veteran illnesses began to occur. A
Gulf War veteran suddenly died without a known cause;
a veteran’s child was born severely disfigured; a veteran
suddenly developed an enormous tumor without previ-
ous illness. These events caused panic and concern about
the threats of chemical weapons that were widely report-
ed in the media during the war. After some time, more
veterans became ill with wide-ranging but similar symp-
toms. About 6% of Gulf War veterans have reported an
ailment that they believe is linked to their service.

In 1996, Gulf War Syndrome came under scrutiny
after some experts discovered that this illness could be a
result of other circumstances. The New England Journal
of Medicine claimed that many veterans’ symptoms
could be similar or linked to other illnesses such as mul-
tiple chemical sensitivity, modernly known as hypochon-
dria, chronic fatigue syndrome or fibromyalgia, a disor-
der causing muscle and connective tissue pain.

Since the rise of these various symptoms, researchers
have pursued dozens of different explanations as to a
cause. Military doctors at Walter Reed Army Medical
Center discovered sick soldiers suffering from Leish-
mania tropica, a parasite transmitted through bites of
infected sand flies. Although it normally causes only
skin lesions, these parasites invaded soldiers’ bone mar-
row and internal organs, which then caused diarrhea and
fever. University of Buffalo (UB) geneticist professors
theorized that some veterans may have a genetic predis-
position for developing the condition. Their research
showed that affected veterans had an increased frequency
of a nonbeneficial genetic variant in a gene involved
with enzymes that help control blood pressure and elec-
trolyte balance.

“The results of this study are somewhat controversial
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because people do not necessarily want to accept the
possibility of a genetic predisposition,” says a UB pro-
fessor involved in the research. They believe that exter-
nal or environmental factors play a role in Gulf War
Syndrome but likely as triggers in those with a genetic
predisposition.

Another popular theory is that American soldiers were
poisoned by their own weapons. Tanks and artillery
shells were coated with depleted uranium, a byproduct of
the material that fuels nuclear weapons. Although it is
hard and helps protect tanks from enemy fire while also
helping artillery pierce armor, upon impact, the byprod-
uct is released and can be harmful to people.

CONTROVERSY & CONSPIRACY THEORIES

In a related theory, Captain Joyce Riley, who served
on active-duty missions on a C-130 aircraft during the
war, then became an organ transplant nurse in Houston,
TX, believes that the American government, at some
point, provided biological chemicals to Iragis that were
later used on American troops. In a January 1996 lecture
given to the Natural Health and Longevity Resource
Center, Riley described how soldiers were forced to take
injected vaccinations without a clear explanation of their
contents. She also said that although soldiers were made
to believe they were immunized to withstand bacteria
created in the Middle East, she later claimed the
American government actually sold chemicals to the
Iraqis.

“The basic fact is that biological agents, chemical
agents and germ warfare were used on our troops,” she
said. “It was passed through the Centers for Disease
Control and many other American companies, which
was then passed on to Saddam.”

However, at the time of Riley’s research and accusa-
tions of a government cover-up, national publications
such as Time Magazine and The Los Angeles Times
reported that “there is no scientific or medical evidence
that chemical or biological weapons were deployed at
any level against us [America].”

In September 2006, USA Today also reported that the
Institute of Medicine committee found no evidence of a
“mystery illness known as Gulf War Syndrome, though
veterans are more likely to be stricken with certain ali-
ments than non-veterans.” The institute, which is part of
the independent National Academy of Sciences, arrived
at these findings after reviewing 850 cases since the war
ended in 1991.

ReseARCH FINDINGS

In December 2008, a panel of scientific experts and
veterans serving on the congressionally mandated
Research Advisory Committee on Gulf War Veterans’
IlInesses determined that one in four veterans of the Gulf
War suffer from Gulf War Syndrome. According to the
panel, the illness is a condition now determined as a
result of exposure to toxic chemicals, including pesti-
cides and a drug given to protect troops against nerve
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gas. The panel’s 452-page report states that “scientific
evidence leaves no question that Gulf War Syndrome ill-
ness is a real condition with real causes and serious con-
sequences for affected veterans.” It also notes that the ill-
ness has no cure and that many of its victims have not
recovered over time.

CALL FOR RESEARCH FUNDING

Although scientists still search for a cure to this contro-
versial disorder, senior intelligence officers at the U.S.
Department of Defense have recommended that funding
be allocated to the Veterans Administration for better treat-
ment. The administration also made clear that this issue is
not a problem for current soldiers in the war on terror in
the Middle East because the military no longer uses pyri-
dostigmine bromide pills for protection against nerve gas
or pesticides that led to the illness in 1990 and 1991.

Funding has declined significantly since 2001 and as
such, the report calls for a “renewed federal research
commitment to identify effective treatments for this and
other priority Gulf War health issues.” More specifically,
the reports call for $60 million in new annual funding on
research committed to improving the health of Gulf War
veterans. ©
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By SaAaNDRA M. WooOLLEY, PH.D., CPE

Use of Exercise Balls
as a Workstation Chair

0 you spend 8 or more hours sitting at your desk

glued to your computer monitor? Do work and

other commitments prevent you from exercising or
exercising as much as you would like? If so, you are not
unlike the majority, or 78% of the American workforce
(Day Timer Inc.). Wouldn’t it be great if exercise ses-
sions could be completed while working?

According to the Mayo Clinic, core exercises are an
important part of any fitness program. Developing core
strength or stability involves the muscles of the pelvis,
lower back, hips and abdomen working in harmony. One
piece of equipment used in developing core strength is
the exercise ball.

The Swiss Ball or exercise ball was invented in Italy
in 1963 as a toy. By the 1980s, the ball had found its
way into North American physical therapy settings. A
decade later, the exercise ball was used to develop core
strength in the fitness industry. The next logical step
would be to use the exercise ball as a substitute for an
ergonomically designed office chair at a computer work-
station. However, before buying an exercise ball to bring
to work, read the following.

ReviEw oF CURRENT RESEARCH
Exercise balls have been increasingly used in fitness
and rehabilitation programs as an exercise tool (Merritt
& Merritt, 2007). Their usage has focused on stabiliza-
tion exercises, which is a term given to any exercise that
“challenges the stability of the spine while training pat-

Top 7 reasons fitness balls should
not be used as office chairs

1) You have a higher risk of falling when getting on and off or

reaching from the ball.

2) You can't swivel or navigate your workspace while seated.
3) Your buttocks and thighs have insufficient support.
4) You don’t have full seat or back support, making it difficult to

maintain an upright posture.
5) You have minimal adjustability.

6) Your muscles are working excessively to maintain an upright

posture.

7) You are literally exercising all day long, leading to increased

fatigue.

Source: WorkSafe Magazine, July / August 2006, published by the Workers” Compensation Board of

terns of muscle
activity and spine
posture to ensure
sufficient stabiliza-
tion” (McaGill,
2002). In other
words, exercise
balls can result in
increased muscle
activity that will
subsequently in-
crease core stability
and strength, which
is thought to be
beneficial in reduc-
ing the incidence of
low back pain
(Gregory, Dunk & Callaghan, 2006). Some have sug-
gested that dynamic or active sitting with frequent
postural change is beneficial and have recommended
sitting on the exercise ball. It is important to recognize
that these studies have been conducted under the super-
vision of therapists and exercise specialists, whereas this
would not be the case if the exercise balls were used as
office furniture.

To date, little quantitative evidence supports the prac-
tice of exercise balls as an alternative to standard office
chairs for prolonged sitting at computer workstations.
Anecdotal evidence in a case study of two individuals
with lower back pain suggested that
“active sitting” obtained from using
the exercise ball may be helpful in
alleviating lower back pain in some
patients (Merritt & Merritt, 2007).
Several more quantitative studies
comparing sitting on an exercise ball
and a standard office chair found
that no significant differences existed
in the magnitudes of muscle activity,
spine posture, spine loads and over-
all spine stability (Kavcic, Grenier &
McGill,, 2004; Gregory, et al., 2006;
McGill, Kavcic & Harvey, 2006). In
other words, these studies failed to
find any beneficial changes in spine
stability or compression while sitting
on the ball.

British Columbia. http://www.worksafebc.com/publications/newsletters/worksafe_magazine/Assets/

PDF/wsm_jul_aug_2006.pdf.

However, it was found that sitting
on a ball appears to increase the

27

HealthBeat www.asse.org


http://www.worksafebc.com/publications/�newsletters/worksafe_magazine/Assets/PDF/wsm_jul_aug_2006.pdf
http://www.worksafebc.com/publications/�newsletters/worksafe_magazine/Assets/PDF/wsm_jul_aug_2006.pdf
http://www.exercise-ball-exercises.com
http://www.mayoclinic.com
http://www.asse.org

Developing core
strength or stabili-
ty involves the

the pelvis, lower
back, hips and
abdomen working
in harmony.

seat-user interface, which increases contact area and can
result in uncomfortable soft-tissue compression (McGill,
et al., 2006; Gregory, et al., 2006). It was observed that

muscles of \hen test subjects performed office tasks, they found sit-

ting on the balls less comfortable over time than an
office chair (Gregory, et al.). These authors also suggest-
ed that the use of the exercise ball for prolonged sitting
may not be advantageous and suggested that potential
safety issues may be associated with sitting on an unsta-
ble surface like the exercise ball.

Based on comments received through the Ergoweb
e-mail list, it has been the consensus of ergonomic
experts that exercise balls are not recommended as a
substitute for workstation chairs. In addition to issues
associated with muscle activation and spinal postures,
the following are also a concern:

The balls tend to roll out from under the person as
s/he sits or stands, which can cause the person to lose
balance or fall off the ball. This introduces a workplace
safety hazard.

*Exercise balls are not height-adjustable and this can
potentially result in poor upper-body postures.

Research suggests that exercise balls are not a good
substitute for chairs for computer workstation usage.
Exercise balls may best be left for exercising. ©
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Setting Up Your
Office Workstation

By Mike Wynn, CPE, HUMANTECH

hether you work from home or drive to the

office each day, you probably spend a lot of
time at your computer workstation. How you set up
and use your computer workstation will shape your
job performance. Follow these steps to optimize the
30-in. intersection between you and your work:

oIf you can adjust the height of your keyboard
surface, start at your feet.

1) Adjust your seat height so that you can sit with
your feet flat on the floor, back against the back rest
and knees bent approximately 90°.

2) Sit upright in your chair, with upper arms
straight at your sides, forearms parallel to the floor
and wrists straight.

3) Adjust the height of your keyboard surface so
that your fingertips rest comfortably on the home
row, with wrists still straight and fingers slightly bent
in the typing position.

o[f you cannot adjust the height of your keyboard
surface, start at your hands.

1) If the keyboard surface won't adjust low
enough, obtain a footrest to raise your feet, then
start over with step 1 (placing your feet flat on the
footrest). Place your fingertips comfortably on the
home row, with wrists straight and fingers slightly
bent in the typing position.

2) Adjust your seat height so that you can keep
your fingertips comfortably on the home row with
upper arms straight at your sides, forearms parallel
to the floor and wrists straight.

3) If your feet are not flat on the floor with knees
bent 90° and back against the backrest, obtain a
footrest to raise your feet so that you can sit com-
fortably with your knees bent 90°.
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