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M I S S I O N

AOHP is dedicated to promoting the 
health, safety and well-being of workers in 
healthcare by:
• Advocating for employee health and 

safety.
• Occupational health education and 

networking opportunities.
• Health and safety advancement through 

best practice and research.
• Partnering with employers, regulatory 

agencies and related associations.

The Journal of the Association of 
Occupational Health Professionals (AOHP) 
– in Healthcare (© 2017 ISSN 2168-8044) 
is published quarterly by the Association 
of Occupational Health Professionals in 
Healthcare and is free to members. For 
information about republication of any 
article, visit www.copyright.com. The 
AOHP Journal is indexed in the CINAHL® 
database.
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health services.
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Staying Current on Government Affairs

On New Year’s Day 2015, 
the Occupational Safety 
and Health Administration’s 
(OSHA) new severe injury 
and fatality reporting rule be-
came effective, significantly 
revising the triggering events 
for reporting workplace ac-
cidents to OSHA under the 
agency’s Injury and Illness 
Recordkeeping regulations at 
§29 CFR 1904.

How the New Injury and 
Illness Reporting Rule 
Differs
The new regulation differs 
from the long-standing se-
vere incident reporting rule in 
four ways:

1. It lowers the threshold 
for proactively reporting a 
catastrophic incident from 
the hospitalization of three 
or more employees to the 
hospitalization of a single 
employee. This is a sig-
nificant change from the 
prior reporting rule, which 
required a report to OSHA 
only if three or more em-
ployees were hospitalized 
overnight. It was extraordi-
narily rare for a single work-
place incident to result in 
the overnight hospitaliza-
tion of three or more work-
ers, and so the instances 
of reporting under that rule 
were infrequent. The new 
rule, however, requires a 
report to OSHA for the hos-
pitalization of a single em-
ployee.

what it means, there are two 
limiting elements that must 
be present for a visit to the 
hospital to be an “inpatient 
hospitalization”:
 Formal admission to the in-

patient service of a medical 
facility; and

 Delivery of medical care or 
treatment after formal ad-
mission.

Therefore, to meet the defini-
tion of an inpatient hospital-
ization, the employee must 
move beyond the emergency 
room and emergency status 
at the hospital to a formal 
admission to the inpatient 
service. On top of that, medi-
cal care or treatment must 
be provided after that formal 
admission to the inpatient 
service. 

Importantly, in the context of 
evaluating an inpatient hospi-
talization, the language of the 
standard does not limit “care 
or treatment” to “medical 
treatment beyond first aid,” 
as it does for recording inju-
ries on the OSHA 300 Log. 
OSHA has clarified that for 
the reporting requirements, 
an inpatient hospitalization 
“involving any treatment,” 
even if it's just first aid, must 
be reported to OSHA.

While OSHA reportedly con-
tinues to work on a formal 
guidance document in this 
area, the concepts of “formal 
admission” and “inpatient 
service” seem to be causing 

significant confusion. The fol-
lowing examples may shed 
some light on the inpatient 
requirement:
1. An employee breaks a leg 

and goes to the hospital 
emergency room (not the 
inpatient service of the hos-
pital), where his leg is set 
and he is given prescription 
drugs for pain administered 
before release—Not Re-
portable because the event 
was not an “inpatient” hos-
pitalization. However, this 
injury is a recordable on the 
OSHA 300 Log because of 
the rigid cast and the pre-
scription for pain meds.

2. An employee breaks a leg 
and goes to the hospital 
emergency room where his 
leg is about to be set, but 
he begins to bleed out, so 
the emergency room (ER) 
staff replenish his blood 
before setting the leg. The 
employee is then admitted 
to a ward for monitoring/
observation because of the 
blood loss—Not Reportable 
because medical care was 
provided in the ER prior to 
admission, and admission 
was for observation only. 
Once again, this injury is 
a recordable on the OSHA 
300 Log.

Amputations
“Within 24 hours after … an 
employee’s amputation …, 
as a result of a work-related 
incident, you must report the 
… amputation … to OSHA.… 
For an … amputation …, you 

OSHA’s Severe Injury & Fatality Reporting Rule: Three Years and Still 
Questions!

By Stephen A. Burt, MFA, BS
Government Affairs Committee Chair

2. It adds amputations (includ-
ing partial amputations with 
no resulting bone loss) and 
loss of an eye to the types 
of injuries that employers 
must proactively report to 
OSHA.

3. It introduces an internet 
portal for employers to sub-
mit reportable events.

4. It requires publication of the 
reporting events on OSHA’s 
public website.

Requirements of the 
New Reporting Rule

Employee 
Hospitalization
OSHA has changed the defini-
tion of “hospitalization.” First, 
as defined by the regulation, 
an inpatient hospitalization 
occurs only upon: “formal ad-
mission into the inpatient ser-
vice of the hospital or clinic for 
care or treatment.” Under the 
new rule, whether the hospi-
talization is a reportable event 
is determined not by whether 
the employee stays overnight, 
but rather, whether the em-
ployee is formally admitted 
to the inpatient service of the 
hospital. The visit, however, 
must involve medical care af-
ter the inpatient admission. 
If an employee is held only 
for observation or diagnostic 
testing, even if it involves in-
patient admission, it will not 
constitute a reportable event. 

Based on the plain language 
of the regulation and guid-
ance issued by OSHA about 
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must only report the event 
to OSHA if it occurs within 
24 hours of the work-related 
incident.” The long and short 
of the new reporting require-
ment is that an amputation 
constitutes an automatic re-
port to OSHA even if it does 
not result in a hospitalization 
or any days away from work, 
or even require medical treat-
ment beyond first aid.  

What constitutes an amputa-
tion? The rule defines “ampu-
tations” as:

“[T]he traumatic loss of 
a limb or other external 
body part. Amputations 
include a part, such as a  
limb or appendage, that 
has been severed, cut 
off, amputated (either 
completely or partially);  
fingertip amputations 
with or without bone 
loss; medical amputa-
tions resulting from ir-
reparable  damage; 
amputations of body 
parts that have since 
been reattached. Am-
putations do not include 
avulsions, enucleations, 
deglovings, scalpings, 
severed ears, or broken 
or chipped teeth.”

There seems to be ambigu-
ity around the distinction be-
tween a “partial amputation” 
and an avulsion or laceration. 
Based on OSHA’s defini-
tion, the term “amputation” 
would require the complete 
severing of an appendage 
such that it is no longer at-
tached to the body in any 
way. Under this definition, it 
seems that a partial amputa-
tion would involve only a por-
tion of an appendage (e.g., 
half of a finger or toe), but 
that portion would have to be 
completely severed from the 
body (as opposed to an en-

tire appendage being partially 
severed). OSHA has been 
very clear that loss of the 
tip of a finger is considered 
an amputation. The defini-
tion of amputation expressly 
includes the loss of the tip 
of a finger with or without 
bone. There is no qualifica-
tion for what portion of a 
fingertip must be severed to 
trigger the reporting require-
ment (i.e., just a small part 
at the top requiring nothing 
more than a Band-Aid versus 
a larger portion that may re-
quire re-attachment). Thus, 
employers should report any 
incident that results in some 
part of the fingertip being 
entirely removed. OSHA has 
reported that approximately 
half of all fingertip amputa-
tions required 18 or more 
days away from work, and 
the agency believes that a 
fingertip amputation may 
very well be a near miss of a 
more significant amputation.

Addressing Multiple Bases 
for Injury Reporting: So 
what happens if the amputa-
tion also requires overnight 
formal admission to the hos-
pital? OSHA has been clear 
that an employer must sepa-
rately report the amputation, 
even if the same incident 
was already reported as an 
inpatient hospitalization. In 
other words, if an employer 
later learns that an amputa-
tion occurred within 24 hours 
of the work-related incident, 
and the employer had already 
reported the incident be-
cause the employee required 
an inpatient hospitalization, a 
second report must be made 
to OSHA of the amputation. 
Both the inpatient hospital-
ization and the amputation 
can be reported at the same 
time if both are known by the 
employer.

Enucleations
Concerning the loss of sight, 
workplace injuries resulting 
in enucleation do not seem 
to be causing much confu-
sion. OSHA indicates that the 
loss of an eye is the physical 
removal of the eye, including 
enucleation and evisceration. 
The loss of sight without the 
removal of the eye is not re-
portable under the require-
ments of section 1904.39. 
However, a case involving 
loss of sight that results in 
the formal inpatient hospital-
ization of the worker within 
24 hours of the work-related 
incident is reportable.  

TIMING OF REPORTING 
CRITERIA
The new rule requires em-
ployers to report a hospital-
ization, amputation, or loss-
of-eye injury to OSHA within 
24 hours of when any man-
agement representative of 
the employer learns of the 
reportable injury. Note, how-
ever, that the injury must be 
reported only if it results in 
a hospitalization, amputation 
(except for medical amputa-
tions) or loss of eye within 
24 hours of the incident. Fa-
talities still must be reported 
within eight hours of when 
employers learn of the death, 
unless the death results more 
than 30 days after the under-
lying incident.  

Does Timing and the 
Sequence of Events 
Matter in the Reporting 
Process?
The timing and timeline of an 
inpatient hospitalization is crit-
ical in determining whether a 
visit to the hospital is report-
able to OSHA.  

First, medical treatment or 
care given prior to formal 
admission into inpatient ser-

vices does not constitute a 
reportable hospitalization 
under 29 C.F.R. 1910.39(a)
(2). Not only must an em-
ployee be admitted to the 
inpatient service for an in-
jury to be reportable, the 
hospitalization is only re-
portable to OSHA if medi-
cal treatment is provided 
after the admission. Major 
medical care provided to an 
injured worker only in the 
emergency setting is not 
reportable. This is also true  
where an employee re-
ceives substantial medical 
care in the emergency ser-
vice prior to being formally 
admitted as an inpatient, if 
the subsequent admission 
involves only observation.  

Second, the reporting rule 
limits employers’ duty to 
report inpatient hospitaliza-
tions to those  hospitaliza-
tions that occur within 24 
hours of the work-related 
incident. More specifically, 
for a  hospitalization to be 
reportable to OSHA, an in-
jured employee must move 
beyond the emergency  
service to a formal admis-
sion to the inpatient ser-
vice, and then receive med-
ical treatment while in  the 
inpatient service, all within 
24 hours of the incident.  

Third, instances where 
medical treatment is de-
ferred for a day or two after 
an incident (e.g., surgery 
delayed until swelling re-
duces) are not reportable 
if no other medical treat-
ment was provided in the 
inpatient setting during the 
delay.

Electronic Reporting and 
Inadvertent Admissions: A 
final concern about the new 
rule is the introduction of a 
web portal by which employ-
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ers can electronically report 
incidents, in addition to the 
historical telephone reporting 
options (i.e., calling OSHA’s 
24-hour hotline [1-800-321-
OSHA] or the nearest OSHA 
Area Office). Employers 
should be wary of using this 
web portal to report incidents 
because it requires a detailed 
written explanation of an in-
cident that has just occurred 
a few hours earlier, and for 
which a thorough investiga-
tion could not yet have been 
completed. These prelimi-
nary descriptions will be me-
morialized as the employer’s 
statement of the event, and 
could later be used against it 
as an admission in an OSHA 
enforcement proceeding or 
a personal injury or wrong-
ful death civil action. Indeed, 
anyone can access these 
written reports through a 
Freedom of Information Act 
(FOIA) request, including 
plaintiffs’ attorneys, union 
organizers, the media, com-
petitors, etc. Accordingly, the 
old-fashioned telephone call 
should remain the preferred 
method of reporting.

WHAT HAPPENS AFTER 
YOU REPORT?
According to the “Revised 
Interim Enforcement Pro-
cedures for Reporting Re-
quirements under 29 CFR 
1904.39” issued by OSHA’s 
Directorate of Enforcement 
on May 4, 2016, OSHA will 
automatically conduct onsite 
inspections for all reported 
incidents that involve:
 A fatality.
 The hospitalization of two 

or more employees.
 Injuries to employees 

younger than 18.
 Incidents at a workplace 

with a “known history of 
injuries” (i.e., the same or 
similar events within the 
last year).

 Incidents at a workplace 
with a history of egregious, 
willful, failure to abate, or 
repeat citations.

 A hazard that is the subject 
of a local or national empha-
sis program.

 Any report from an SVEP 
(Severe Violator Enforce-
ment Program) employer.

 An imminent danger.

OSHA may (but will not nec-
essarily) inspect reported inju-
ries that involve:
 Hazards that continue un-

abated.
 Amputation hazards.
 Serious hazards (i.e. explo-

sive materials, combustible 
dust, falls, and heat).

 Temporary workers or other 
vulnerable populations.

 Health issues such as 
chemical exposures, heat 
stress, etc.

 A referral from another gov-
ernment agency (federal, 
state or local).

 A pending whistleblower 
complaint/inspection.

Rapid Response Investiga-
tion: For all other types of inci-
dents, and for those for which 
OSHA exercises its discretion 
to not inspect, OSHA will uti-
lize its new Rapid Response 
Investigation (RRI) protocol.  
Here’s how the new RRI pro-
cedure will work:

• When it first receives an 
accident report, OSHA 
will send the employer a 
new questionnaire. Among 
other things, the question-
naire will ask employers to 
determine the cause of the 
accident and state whether 
similar accidents have oc-
curred before.

• OSHA plans to place each 
report into one of three 
categories to determine 
whether it warrants an on-

site inspection or a new 
RRI. Under the RRI pro-
gram, the employer will 
receive an RRI letter which 
asks the employer to con-
duct an accident investiga-
tion, document the findings 
and corrective actions, post 
a copy of this letter where 
employees can review it, 
and submit the findings and 
corrective actions to OSHA.

o Category 1: Includes fatali-
ties, hospitalizations of two 
or more employees, repeat 
offenders, hazards covered 
by an emphasis program, 
imminent dangers, or inju-
ries to minors. These will 
automatically trigger an on-
site inspection.

o Category 2: Includes re-
ports involving two or more 
of the following. These re-
ports may trigger an onsite 
inspection at the discretion 
of the area director.
 Continued exposure to 

the hazard.
 Safety program failure 

such as lockout or tag 
out.

 Exposure to serious haz-
ards such as falls.

 Temporary workers.
 Referral from another 

government agency.
 Employers with a prior 

inspection history.
 Employers with a pend-

ing whistleblower com-
plaint.

 Employers in a coop-
erative program such as 
VPP.

 Health issues such as 
chemical exposure or 
heat stress.

o Category 3: Includes re-
ports that do not meet 
the criteria for Category 2. 
These reports may trigger 
the RRI, which is much 
more involved than the 
traditional phone and fax 
inquiry that OSHA now 
uses. Under an RRI, OSHA 

will send a letter request-
ing that the employer con-
duct its own investigation 
of the incident and report 
its findings with support-
ing documentation. The 
letter provides a blank in-
vestigation report form for 
employers to use. Some 
of the questions on the 
form are worded in such a 
way that could potentially 
raise liability issues for 
employers. As such, em-
ployers are highly encour-
aged to provide relevant 
information in lieu of com-
pleting OSHA’s form.

• Finally, the procedures also 
call for a new database de-
signed to capture all of the 
information received from 
employers. OSHA has not 
said how this data will be 
used or whether it will be 
made available to the public.

Employers facing a reportable 
incident should keep these 
considerations in mind:

• Are you actually required to 
report the incident under 
the new rule? 

• Once you’ve sent in a re-
port, assume your facility 
will be subject to an onsite 
OSHA inspection. 

• Take care when respond-
ing to OSHA’s requests for 
additional information. As 
with any audit or investiga-
tion, your responses can be 
used by OSHA (or others 
who might obtain OSHA’s 
information through the 
FOIA) to hold your facility 
liable or to expand OSHA’s 
investigation. In a fatal-
ity, catastrophic accident or 
other significant cases, get 
the advice of legal counsel 
before responding with 
anything more than what 
you are required by law to 
initially report.
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• Although the initial report 
is required by law, OSHA’s 
new procedures are only 
internal enforcement guide-
lines and are not legally 
binding on employers.

Determining whether an in-
patient hospitalization should 
be reported to OSHA, and by 
when, is not always clear, and 
the consequences of getting 
it wrong, either way, are seri-
ous. When an employee expe-
riences an injury or illness that 
results in a visit to the hospital, 
an employer must determine, 
through reasonable inquiry 
and investigation, whether: 

• The employee was admit-
ted to the inpatient service 
of the medical facility.

• The employee received 
medical treatment beyond 
observation and diagnosis 
at the medical facility.

• The medical treatment was 
provided after admission to 
the inpatient service.

• The admission to the in-
patient service and subse-
quent medical treatment 
occurred within 24 hours of 
the incident that caused the 
injury.

• The injury was work-related.

Only if the answer to all of 
those questions is yes must 
OSHA be notified of the hos-
pitalization, and that notifica-
tion must be made within 24 
hours of learning of the rele-
vant information to draw that 
conclusion.

Getting STARTED2016  15th Edition

There's still time to buy the 
latest version of AOHP's 
renowned Getting Started 
Manual
This comprehensive resource provides an overview of essential 
information the novice occupational health professional needs to 
promote the health, safety and well-being of healthcare workers. Some 
areas of occupational health practice that require expertise supported 
by Getting Started include:

• New regulatory mandates and compliance requirements.
• Health hazards associated with new technologies.
• Emphasis on a safe and healthy worksite.
• Recordkeeping processes and requirements.
• Health assessments and fitness for duty for duty policies.
• Injury prevention and case management to reduce workers' 

compensation costs.
• Risk management and loss control.
• Emergency preparedness.

If you purchased the 2014 edition of Getting Started after March 1, 2016, contact Headquarters at 
info@aohp.org to receive 40% off when you order the 2016 edition Getting Started Manual CD.

AOHP Insight!

AOHP Insight, offered exclusively to AOHP 
members, provides a wide range of occupational 

health tools and resources that can enhance 
every level of practice from beginner to 
advanced. From up-to-date professional 

information to legislative updates, AOHP Insight 
is committed to deliver the knowledge you need 

to the right place, at the right time. 

For more information about the benefits of your 
AOHP membership, visit 

http://www.aohp.org/aohp/MEMBERSERVICES/
MemberBenefits.aspx 

or email info@aohp.org. 
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Editor's Column
By Kim Stanchfield, RN, COHN-S
Executive Journal Editor

Surviving Flu Vaccine Season

This was my 30th influenza 
vaccine season. That’s a lot 
of shots, a lot of people, and 
in my case, a lot of grumbling. 
I admit it; I very much dislike 
flu vaccine season. I do not 
know what it is, but flu vac-
cine can bring out the worst 
in employee behavior. And 
one should not have to dread 
October and November - two 
of the most beautiful months 
of the year!

When I first started in occu-
pational health (then known 
as employee health), I gave 
a few hundred flu shots in a 
year and thought I did a good 
job. Then the hospital grew 
in numbers, became part of 
a health system, and flu vac-
cine changed from free and 
encouraged to part of a Man-
datory Protection Policy.

If all I did was sit and admin-
ister flu vaccine, I could eas-
ily survive “the season.” But 
there are always phone calls, 
emails, and questions… oh, 
the questions!

I am an optimistic person, 
cheerful by nature and happy 
with life. I know that during 
this “least favorite” time, I 
will have an encounter that 
makes it all worthwhile. This 
year it came in the form of 
an email from an employee. 
I have copied the entire email 
below (omitting the name of 
the employee). I hope all of 
you receive a similar word 
of encouragement from a 
life you touch this flu vaccine 
season!!

From a grateful employee:

Hey Kim,

Just wanted to show my appreciation for 

your relentless dedication to giving out flu 

shots. I know this is part of your job, but it 

has to seem thankless and unappreciated at 

times. Just remember how many people you 

are helping in this process; not only the people 

escaping the flu but all the people they come 

into contact with. You are probably saving 

thousands upon thousands of flu start-ups.

Helping me...

The KIM Buster...
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Association Community Liaison Report
By MaryAnn Gruden, MSN, CRNP, NP-C, COHN-S/CM
and Bobbi Jo Hurst, BSN, RN, MBA, COHN-S, SGE
Association Community Liaison

Community Liaison 
Transition

As you may be aware, earlier 
in 2017 I officially retired from 
the corporate world of occu-
pational health in healthcare. 
With that comes the need to 
transition to a new Commu-
nity Liaison. As my last offi-
cial column, the format will 
reflect this transition. I would 
like to share some parting 
thoughts with you, introduce 
AOHP’s new Community 
Liaison and share updates 
from OSHA, NIOSH and oth-
er AOHP partners.

Looking back…
It has been an honor and 
privilege to have been af-
filiated with AOHP since 
1990, initially serving at the 
chapter level, and then be-
ing elected to the Executive 
Board in 1995. It was my 
own curiosity about possibly 
being on the association's 
Executive Board that led me 
to ask if I could run for Re-
gional Director that year --- 
how bold was that? Little did 
I know what lay ahead, as I 
have had the opportunity to 
serve in a number of roles 
for the association including 
Region 4 Director, Execu-
tive Vice President, Execu-
tive President, and President 
Emeritus. Since 2004, I have 
served as the Community Li-
aison. The networking oppor-
tunities with CDC, NIOSH, 
OSHA, The Joint Commis-
sion and other organizations 
have been exceptional and 
will continue and expand un-

der the leadership of the new 
Community Liaison.

In the end, it has been AOHP 
that has provided me the 
greatest support and helped 
keep me sane as an occupa-
tional health professional in 
healthcare, although some 
might dispute that! AOHP 
has afforded me more pro-
fessional opportunities than I 
ever thought possible, includ-
ing challenges. Opportunities 
and challenges are still pres-
ent and will continue to be a 
part of what we do in our jobs 
and by being part of AOHP.

Thank you to everyone who 
has supported me and helped 
me over the years, from the 
chapter level, to the Board, 
and to our Executive Director, 
Annie. The camaraderie and 
friendships have been so spe-
cial. AOHP will remain near 
and dear to my heart.

I cannot conclude my re-
marks without thanking the 
“man behind the woman”, 
my husband and best friend, 
Bob Trujillo. He has been my 
emotional support, as well 
as “tech support”, especially 
late in the evenings when I 
was working on AOHP busi-
ness and encountering com-
puter glitches. If I had not had 
his support, not only for the 
work I did with AOHP, but for 
the demanding role in my job, 
I could not have done either 
very well. 

I was very humbled at the 
Annual Business Meeting to 

be bestowed the Honorary 
Member Award. Thank you to 
the Executive Board for this 
honor. I hope to continue to 
serve in a less visible capacity 
for AOHP as I transition into 
retirement and the possibility 
of doing some consulting. 

Transition and beyond…
The Executive Board has 
appointed Bobbi Jo Hurst, 
BSN, RN, MBA, COHN-S, 
SGE (Special Government 
Employee) from the Penn-
sylvania Central Chapter and 
Lancaster General Health/
Penn Medicine as the next 
Community Liaison. I am ex-
cited that Bobbi Jo will be 
filling this role. She already 
has links with OSHA as an 
SGE, as she is a surveyor for 
OSHA’s Voluntary Protection 
Program (VPP) and has been 
involved in the Healthcare 
Worker TB Screening Work 
Group, a national work group 
evaluating the usefulness/ef-
fectiveness of annual TB skin 
testing among healthcare 
workers. We are in a transi-
tion that should conclude by 
the end of 2017. I wish every 
success to her and continued 
support to AOHP as the asso-
ciation supports its members 
and creates safe and healthful 
working environments for our 
colleagues.

Moving forward… with 
Community Liaison Bob-
bi Jo Hurst
I want to thank the Board for 
allowing me the wonderful 
opportunity to serve as Com-
munity Liaison. I also want 

to thank MaryAnn for the ex-
ceptional work she has done, 
as well as for her continued 
support as I transition into 
this position. The Community 
Liaison allows AOHP to have 
input into areas that affect our 
everyday work in employee 
health. Through our involve-
ment with government and 
other regulatory bodies, we 
are able to help develop the 
best practices of which we 
will be evaluated.

OSHA Update
Final rule to update 
walking-working sur-
faces and fall protection 
standards
The final rule went into effect 
in January 2017. It updates 
and revises the outdated gen-
eral industry Walking-Work-
ing Surfaces and Personal 
Protective Equipment (Fall 
Protection Systems) stan-
dards on slip, trip, and fall 
hazards, which are a lead-
ing cause of workplace inju-
ries. Because the final rule 
harmonizes general industry 
requirements with OSHA's 
existing construction industry 
standard and many American 
National Standards Institute 
(ANSI) standards, the new 
rule will make compliance 
both easier and less costly. 
OSHA adopted the existing 
standards in 1971 and has 
not updated them since. The 
final rule also adds new re-
quirements on personal fall 
protection systems (29 CFR 
part 1910, subpart I). Several 
provisions had phased-in im-
plementation dates. 
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All industries, including 
healthcare, are affected by 
this revised standard. In 
healthcare we may automati-
cally think of maintenance 
and construction workers be-
ing affected; however, this 
standard covers any walking-
working hazards in the work-
place. Facilities must conduct 
fall risk inspections to iden-
tify fall risks on any walking-
working surfaces. For more 
information on the final stan-
dard, including the complete 
language of the standard, 
please go to https://www.
osha.gov/walking-working-
surfaces/index.html.

Connecticut company to 
compensate employees 
fired after raising TB ex-
posure concerns
A Connecticut district court 
has ruled that Charter Oak 
Health Center in Hartford 
must repay the lost wages 
of three workers who were 
fired after they announced 
their concerns about poten-
tial tuberculosis exposure in 
their workplace. OSHA found 
that the workers lost their 
jobs after they tried to raise 
awareness among fellow 
employees, management 
and the public, and after co-
operating with public and 
workplace health agencies 
that looked into the workers’ 
concerns. Under whistle-
blower provisions enforced 
by OSHA, employers are 
prohibited from retaliating 
against employees who raise 
concerns about workplace 
health and safety. For more 
information, read the news 
release at https://www.osha.
gov/news/newsreleases/re-
gion1/06192017.

OSHA updates guide-
lines for effective safety 
and health programs
OSHA has recently updated 

the Guidelines for Safety and 
Health Programs it first re-
leased 30 years ago to reflect 
changes in the economy, 
workplaces, and evolving 
safety and health issues. The 
new Recommended Prac-
tices have been well received 
by numerous stakeholders 
and are designed to be used 
in a wide variety of small and 
medium-sized business set-
tings. The Recommended 
Practices present a step-by-
step approach to implement-
ing a safety and health pro-
gram, built around seven core 
elements that make up a suc-
cessful program. For a copy 
of the revised guidelines, visit 
https://www.osha.gov/shp-
guidelines/.

OSHA investigation 
finds psychiatric hospi-
tal workers remain ex-
posed to serious work-
place hazards
A Massachusetts behavioral 
health facility faces $207,690 
in proposed penalties from 
OSHA for violations found 
while conducting a follow-up 
inspection. On June 29, 2017, 
OSHA issued UHS of West-
wood Pembroke, Inc. – doing 
business as Lowell Treatment 
Center – a notification for fail-
ure to abate a violation involv-
ing workplace violence. This 
follows a serious violation 
related to the same hazards 
that federal safety and health 
inspectors found on May 19, 
2015. As a result of the 2015 
inspection, the employer and 
OSHA entered into a Formal 
Settlement Agreement on 
April 12, 2016, which outlined 
specific provisions of a work-
place violence prevention pro-
gram.

OSHA opened a follow-up in-
spection on January 5, 2017, 
after Lowell Treatment Cen-
ter failed to provide docu-

mentation to show that it had 
implemented a workplace 
violence program, and the 
agency's Andover Area Office 
received a complaint alleging 
employees remained at risk. 
OSHA found the center had 
failed to comply with mul-
tiple terms of its agreement, 
and that – despite previous 
citations and worker injuries 
– the risks for workers to suf-
fer fatal injury or serious harm 
still existed. OSHA also cited 
the company for one repeat 
violation and three other-than-
serious violations related to 
recordkeeping. 

UHS of Westwood Pembroke, 
Inc. is one of the nation's larg-
est healthcare management 
companies. Through its sub-
sidiaries, UHS operates 350 
behavioral health facilities, 
acute care hospitals, ambula-
tory centers, and freestand-
ing emergency departments 
throughout the United States, 
the United Kingdom, Puerto 
Rico, and the U.S. Virgin Is-
lands. With approximately 
130 workers, the Lowell 
Treatment Center is a 41-bed 
satellite facility of Westwood 
Lodge. The center is a psy-
chiatric hospital that offers 
inpatient hospitalization and 
partial hospitalization for ado-
lescents and adults.

UHS of Westwood Pembroke 
has notified OSHA of its in-
tent to contest the findings 
before the independent Oc-
cupational Safety and Health 
Review Commission.

NIOSH Update
Total Worker Health® 
resources
As announced during the 
summer, AOHP became a 
NIOSH Total Worker Health® 
(TWH) Affiliate. To enable 
AOHP to fulfill the Memo-
randum of Agreement with 

NIOSH, the Executive Board 
decided to include the TWH 
initiative in the association’s 
new strategic plan. Initially 
AOHP wants to ensure that 
members are aware of the re-
sources available on the TWH 
website. These resources 
should be shared at chapter 
meetings and with facility 
stakeholders who are striving 
to improve the health of their 
workforces.  

A quarterly newsletter is 
dedicated to providing up-
dated TWH information and 
highlighting affiliate success-
es. In addition, a “Let’s Get 
Started” section serves as a 
guide for practitioners to cre-
ate or expand organizational 
cultures of safety, health, and 
well-being. Resources on this 
site will provide information 
on how to create policies, pro-
grams, and practices which 
protect and promote worker 
safety, health, and well-being 
from the organizational and 
environmental level. It also in-
cludes a Hierarchy of Controls 
for TWH. For more informa-
tion, visit https://www.cdc.
gov/NIOSH/twh/.

Updated website for haz-
ardous drug exposures 
in healthcare
NIOSH recently updated the 
Hazardous Drugs and Anti-
neoplastic Agents webpages 
to enhance user navigation 
experience. All information re-
lated to the hazardous drugs 
listing, including antineoplas-
tic agents, can now be found 
at one location. Stay tuned 
to this website for future up-
dates to the NIOSH Antineo-
plastic and Other Hazardous 
Drugs List. https://www.cdc.
gov/niosh/topics/hazdrug/de-
fault.html

New video series: im-
proving EMS worker 
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safety through ambu-
lance design and testing 
NIOSH partnered with the 
Department of Homeland 
Security’s Science and Tech-
nology Directorate, as well 
as other federal agencies and 
the ambulance industry, to 
develop a seven-part video 
series that covers new crash 
test methods. The series 
highlights changes impact-
ing ambulance design, test-
ing, and manufacture. These 
changes support efficient pa-
tient care and improve safety 
in the ambulance patient 
compartment for emergency 
medical services workers, 
first responders, and their 
patients. To view the video 
series, visit https://www.cdc.
gov/niosh/topics/ems/videos.
html?s_cid=3ni7d2_Vid_
June_eNews.

CDC releases 2018 Yel-
low Book
CDC Health Information for 
International Travel (com-
monly called the Yellow Book) 
is now available. For the first 
time, the Yellow Book in-
cludes a section on work-re-
lated travel. This is an impor-
tant document for healthcare 
providers who work at travel 
clinics where people may be 
getting vaccinations, as well 
as for occupational health 
doctors. To access the Yellow 
Book, go to https://wwwnc.
cdc.gov/travel/page/yellow-
book-home.

New Jersey adopts Haz-
ardous Drug Safe Han-
dling Act
On May 11, the New Jersey 
(NJ) Legislature adopted Bill 
No. 837, Hazardous Drug Safe 
Handling Act, which requires 
promulgation of standards 
and regulations concerning 
safe handling of hazardous 
drugs by certain healthcare 
personnel. The NJ Legislature 

determined that it is the public 
policy of the state to provide 
for the appropriate regulation 
of the handling of hazardous 
drugs consistent with the 
2004 NIOSH alert, as well as 
any updates to the NIOSH list 
of hazardous drugs. New Jer-
sey is the fourth state to pass 
similar legislation following 
Washington, California, and 
North Carolina. Several other 
states have proposed similar 
legislation. More informa-
tion on preventing exposure 
to hazardous drugs is avail-
able at https://www.cdc.gov/
niosh/docs/2004-165/.

NIOSH MSD Program 
updates key ergonomics 
guide
The NIOSH Musculoskeletal 
Disorders (MSD) Research 
Program recently updated the 
NIOSH document Elements 
of Ergonomics Programs – a 
step-by-step guide to create, 
implement, and maintain an 
ergonomics program. The 
guide provides basic infor-
mation useful for employ-
ers, workers and others in 
designing an effective ergo-
nomics program to prevent 
work-related musculoskeletal 
disorders. The updated infor-
mation and document can be 
found at https://www.cdc.
gov/niosh/topics/ergonomics/
ergoprimer/default.html.

NIOSH science blogs re-
late to healthcare issues
Two current NIOSH science 
blogs relate to current hot 
topics in healthcare. The first 
is Understanding Respiratory 
Protection Options in Health-
care: The Overlooked Elasto-
meric, which can be found at 
https://blogs.cdc.gov/niosh-
science-blog/2017/07/06/
elastomerics/. The second is 
Fentanyl Exposure Risks for 
Law Enforcement and Emer-
gency Response Workers 

and can be found at https://
blogs.cdc.gov/niosh-science-
blog/2017/06/22/fentanyl/. 

Study examines safe ad-
ministration of liquid an-
tineoplastic drugs
A web-based survey conduct-
ed by NIOSH looked at how 
organizational factors and per-
ceived safety climate might 
affect use of personal protec-
tive equipment and engineer-
ing controls, as well as the 
likelihood of spills, leaks, or 
skin contact, during adminis-
tration of liquid antineoplastic 
drugs. Antineoplastic drugs, 
also known as chemothera-
py, cytotoxic, and oncology 
drugs, are used to treat can-
cer, as well as arthritis, mul-
tiple sclerosis, and other non-
cancer medical conditions. 
This study was published in 
the July issue of the Journal 
of Occupational and Envi-
ronmental Hygiene, and the 
abstract is available at http://
www.tandfonline.com/doi/ful
l/10.1080/15459624.2017.12
85496.

Research Rounds
Lifting equipment linked to 
fewer injuries among nursing 
home workers
Injuries among nursing home 
workers significantly de-
creased after the start of a 
safety program that included 
mechanical lifting equipment 
and training on how to use it, 
according to a NIOSH-funded 
study at the University of Mas-
sachusetts Lowell published 
in the journal Safety Science.

Compared to workers in 
other occupations, nursing 
home workers have a higher 
rate of work-related injury to 
the muscles and bones. In 
fact, musculoskeletal injury 
results in more days of work 
missed among nursing home 
workers than among con-

struction workers, according 
to the U.S. Bureau of Labor 
Statistics. Often, these inju-
ries result from tasks that in-
volve manually lifting or mov-
ing nursing home residents. 
Consequently, occupational 
safety and health specialists 
are interested in whether me-
chanical lifting equipment can 
help reduce injury and protect 
workers.

For this eight-year study, in-
vestigators compared injury 
rates from before a safety 
program began to after the 
program had been in place 
for six years. Started by a 
large healthcare corporation 
to reduce musculoskeletal 
injuries, the program included 
purchasing mechanical lifting 
equipment and training work-
ers to use it. The program also 
provided the nursing homes 
with detailed procedures for 
using and maintaining the 
equipment.

Using workers’ compensa-
tion claims, the investiga-
tors compared injury rates 
for 136 nursing homes in 11 
states employing 18,571 full-
time employees annually, on 
average. Claims related to 
resident handling decreased 
by 32% within the first three 
years of the study and by 38% 
within four to six years. Over-
all, injury claims decreased in 
72% of participating centers 
after six years, and resident 
handling claims decreased by 
82%. Based on these find-
ings, the investigators con-
cluded that mechanical lifting 
equipment helped reduce 
injuries among the nursing 
home workers in this study. 
Since injuries still occurred, 
however, more research is 
necessary to understand the 
causes and prevention of 
musculoskeletal injury among 
nursing home workers.
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Perspectives in Healthcare Safety
By Cory Worden, MS, CSHM, CSP, CHSP, ARM, REM, CESCO 

Congratulations! You’ve been 
escalated into a hospital lead-
ership position. You now have 
a great opportunity to lead 
your organization to providing 
the highest quality healthcare 
and be an employer of prefer-
ence in your area. While many 
equate a new position like 
this to higher pay, increased 
authority and other benefits, 
it also means increased ac-
countability to your patients 
and their families, your Board 
of Directors and, most defi-
nitely, your employees. Your 
employees will look to you to 
exemplify your team’s safety 
culture. In a few words or 

with a pivotal decision, you 
can earn your credibility and 
their trust, or you can destroy 
it. So, how do you get on the 
right track to developing a 
high-reliability safety culture 
in which ownership, empow-
erment, and engagement are 
felt by everyone? Below are a 
few key points. 

Communication
1.Communication is the 

key for successful 
safety communication:

• The C-Suite must have 
consistent communica-
tion on employee safety 
issues and status. (What 

are the issues, how are we 
resolving them, and what 
do our leading and lagging 
indicators look like?)

• This can come from a 
team such as the Em-
ployee Safety Commit-
tee, often an extension of 
the Environment of Care 
(EOC) or campus Safety 
Committee.

• The System-Wide Safety 
Committee has repre-
sentation from the whole 
system. Initiatives and 
developments from this 
committee should be 
communicated from the 
campus representatives 
back to the campus Em-
ployee Safety Committee 
and up to the C-Suite.

• Finally, information and 
initiatives developed at 
the committee level need 
to be communicated back 
to each unit. A mecha-
nism such as Safety 
Coaches, SOS Champi-
ons, or another is needed 
to accomplish this. They 
can also return feedback 
and input to the Employee 
Safety Committee from 
the employees.

Success Mode 
• Employee Safety issues 

are analyzed and solutions 
are developed at the Em-
ployee Safety Committee, 
including feedback and 
input from employees on 
the floor.

• All Employee Safety Com-
mittee information is com-
municated to the C-Suite, 
who can provide support 

and resolution, if needed.
• With information in hand 

from the Employee Safe-
ty Committee, Safety 
Coaches or another re-
source provide the rollout 
to each unit. 

• ALL committee members 
and others involved must 
be actively engaged.

First Steps 
1. If your team doesn’t have 

one, build an Employee 
Safety Committee. 

2. Leaders, ensure commu-
nication with your Em-
ployee Safety Committee 
chairs and System-Wide 
Safety Committee Rep-
resentatives (who might 
be the same person). Re-
quest recurring updates. 

3. With information and ini-
tiatives ready to roll out, 
send content through the 
Safety Coaches (or anoth-
er resource) so that every 
employee gets the infor-
mation. 

Why?
• Employee Safety requires 

a team of cross-functional 
committee members to 
analyze hazards, deter-
mine hazard controls/so-
lutions and develop action 
plans for safety initiatives, 
and also provide points 
of contact for Employee 
Safety issues from em-
ployees.

• The campus System-
Wide Safety Committee 
member brings back in-
formation from that com-
mittee to the campus. 

The Leader’s Primer to Developing a Safety Culture 
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• All initiatives from the 
campus Employee Safe-
ty Committee (including 
system-wide initiatives 
brought to the committee) 
need to be communicated 
to the C-Suite. Without 
this communication, the 
C-Suite can’t support the 
initiatives. 

• Finally, with the initiatives 
ready to roll out, the Safe-
ty Coaches (or another 
resource) will ensure the 
information gets to every 
employee.  

With gaps in communication, 
Employee Safety simply can’t 
improve.

2. Setting Expectations:
• Now that an Employee 

Safety Committee is in 
place to determine what 
issues need to be re-
solved, the committee 
will be able to:
▪ Serve as the campus/

organization point of 
contact for Employee 
Safety concerns, recom-
mendations, input, and 
feedback. 

▪ Analyze Employee Safe-
ty data to determine 
where improvement is 
needed.

▪ Make recommenda-
tions as to what hazard 
controls are needed 
(process change? equip-
ment? training? other?)

▪ Provide recurring up-
dates on Employee 
Safety progress (gaps, 
needs, metrics, and 
more). 

▪ Provide directions and 
information for Safety 
Coaches (or another re-
source) to communicate 
to each unit. 

▪ And more!
• With the Employee Safety 

Committee set up to ana-
lyze hazards, risks, and 

hazard controls, we now 
need to take the mes-
sage, information, and 
most importantly, expec-
tations, to all employees.

Setting Expectations 
• All leaders, from the top 

down, communicate the 
expectation that safe 
work practices are to be 
followed at all times with-
out exception. If there's a 
question as to what the 
safe work practice is for 
a task, employees should 
ask instead of proceeding 
unsafely. 

•  Safe work practices must 
be in place for all tasks. 
If we don't know how 
to work safely, and we 
haven't communicated it 
and trained employees to 
do it, how can we expect 
them to do it? 
▪ For each task, ensure all 

employees are trained 
on the safe work prac-
tice using the hazard 
control in place.

▪ For each task, ensure 
the hazard controls are 
readily available, acces-
sible, and convenient. 

▪ Regularly communicate 
the hazard and hazard 
control at each oppor-
tunity (safety huddles, 
Town Hall meetings, 
newsletters, and more).

Success Mode
• If we poll employees, all 

would be familiar with not 
only leadership's expecta-
tion that they work safely, 
but all safe work practices 
in their areas.

• For every task in every job 
classification, a safe work 
practice exists for every 
hazard.

• Every hazard control is 
readily available, acces-
sible, and convenient for 
use at all times.

• Employee Safety infor-
mation (hazards, hazard 
controls, and reminders 
to work safely) is com-
municated at every oppor-
tunity. If we check news-
letters, bulletin boards, 
safety huddles, and other 
forums, Employee Safety 
is covered every time. (In-
formation doesn't need to 
be long or detailed, but a 
one-minute Safety Mo-
ment does wonders for 
hardwiring information.)

First Steps  
• All leaders - communicate 

the expectation of safe 
behavior and openly ask 
for suggestions, recom-
mendations, and input on 
how to better Employee 
Safety, offering all em-
ployees a chance to give 
their opinion. Commu-
nicate Employee Safety 
points of contact for your 
campus.

• Employee Safety Com-
mittee - ensure that safe 
work practices using 
hazard controls exist for 
every task (gap analysis) 
and, if needed, make rec-
ommendations to execu-
tive leaders on gap-fills.

• All leaders - ensure all haz-
ard controls are in place 
and convenient for em-
ployee use (eliminate rea-
sons for not using them). 

• Designate points of con-
tact to provide Employee 
Safety information, which 
can be pulled from the 
Workplace Safety Share-
Point, to local communi-
cations for additions to 
newsletters, agendas, 
huddles, and more each 
week/month.

Why? 
• Setting safety expecta-

tions lets all employees 
know the value and im-

portance of safety. 
• Asking for employee 

feedback creates buy-in. 
• Before anybody can be 

expected to work safely, 
safe work practices must 
be known and in place.

• If hazard controls aren't 
available, accessible, and 
convenient, employees 
might not use them. We 
don't want to leave any 
reasons to work unsafely. 
(Back to expectations; the 
expectation should be 
that all employees are ex-
pected to use hazard con-
trols at all times, regard-
less of circumstances.)

• If Employee Safety infor-
mation is communicated 
regularly, it not only hard-
wires it, but it reinforces 
the perception of value 
and importance in the or-
ganization.

Without expectations, Em-
ployee Safety simply can't 
improve.

3. Recognize and 
Incentivize!

• Once all hazards have 
been identified and con-
trols have been imple-
mented, with comprehen-
sive communication and 
expectations set, now is 
the time to reinforce the 
expected safe behaviors 
and conditions.

• It can be tricky incentiviz-
ing safety, and OSHA can 
penalize employers for 
doing so incorrectly. We 
don’t want to inadvertent-
ly promote employees 
not reporting incidents, 
and we don’t want unsafe 
behaviors to continue as 
long as nobody is injured. 

• We do, however, want 
to incentivize proactive 
processes that lead to 
increased hazard identifi-
cation, assessment, and 
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control, and to positively 
promote the safety cul-
ture.

Success Mode
• For each component of 

the safety program – haz-
ard identification, hazard 
control, information pro-
gram, leading indicators, 
lagging indicators, and 
accident prevention – in-
centives should be tied 
to processes that lead to 
safe behaviors and condi-
tions.

• Employees can be incen-
tivized and recognized for 
participating on the Safety 
Committee.

• For example, during the 
hazard identification and 
analysis phase, employ-
ees can be incentivized 
for identifying hazards to 
leaders or recommending 
a hazard control.

• In another example, dur-
ing the information pro-
gram phase, employees 
can be incentivized for 
leading a safety talk or 
writing a newsletter ar-
ticle. 

• The leading indicator 
phase is especially impor-
tant. With observation, 
inspection, near-miss, and 
other indicator processes 
in place, employees can 
be incentivized for partici-
pating (performing obser-
vations and inspections 
and/or submitting near-
miss reports) and for per-
forming (being observed 
working safely or identify-
ing and correcting an un-
safe condition).

• Lagging indicators must 
be handled with care. If 

employees are only told 
that they will be incentiv-
ized for a reduction in in-
juries or recordables, this 
could lead to employees 
simply not reporting them 
or getting lucky by achiev-
ing reductions resulting 
from  working unsafely, 
instead of applying actual 
safe behaviors and condi-
tions. 

• Although promulgated 
by injuries and expo-
sures, investigations can 
become proactive. For 
example, departments 
can be incentivized for 
completing 100% of the 
investigations in their 
departments, for imple-
menting preventive mea-
sures for each investiga-
tion, or other proactive 
processes. 

• Recognition is the fun 
part! Employees "caught" 
doing good things and 
working safely should 
be recognized publicly. 
It’s amazing how much 
goodwill and positivity 
can come from a leader 
such as the CEO publicly 
recognizing an employee 
for working safely or par-
ticipating on the Safety 
Committee.

• If you’re incentivizing or 
just requesting informa-
tion and recommenda-
tions from your team, 
make sure you either 
implement their feedback 
or at least respond to it. 
If employees don’t see or 
hear anything about their 
input, they’ll eventually 
quit bothering, especially 
if it’s optional. 

First Steps
• Processes must be es-

tablished for each com-
ponent of the program. 
Without employee en-
gagement in hazard anal-
yses, controls, communi-
cation, leading indicators 
and investigations, they 
won’t understand what’s 
being incentivized.

• Engage the Safety Com-
mittee in determining 
what will be incentivized 
and what the incentives 
will be. 

• Check with your legal 
advisor to ensure every-
thing is correct in terms 
of OSHA compliance, 
taxes and the like.

• Ensure everyone knows 
about the incentive pro-
gram, and train them on 
how to participate. 

• Keep it consistent. Once 
everyone sees it happen-
ing on a recurring basis, 
it can become part of the 
culture. 

• For each part of the incen-
tive program, employees 
can be recognized. This 
is very effective and can 
be done as often as you’d 
like for no cost (well, per-
haps the cost of a certifi-
cate... )

Why?
• What gets rewarded gets 

done!
• If employees are incen-

tivized for proactive and 
preventive processes, 
this motivates them and 
provides you, the leader, 
with fantastic feedback 
and data from the field. 

• Observations, inspec-
tions, near-miss report-

ing, and other proactive 
processes become part 
of the recurring workflow 
within the team, helping 
to hardwire the safety 
culture. 

• By using this information, 
you’ll be able to imple-
ment effective solutions 
to safety concerns, some-
thing that employees will 
respect you for. But, if 
you don’t, they’ll notice 
that, also. Follow-through 
is very important. 

Final Thoughts for the 
Time Being….
Ultimately, you’ve been 
placed in a leadership posi-
tion because you’ve proven 
your abilities both techni-
cally and as a leader. Lead-
ing safety will prove to be 
one of the most important 
initiatives you do as a leader 
and can provide the best op-
portunity possible to engage 
and connect with your team-
mates. However, if done in-
correctly, it can damage your 
credibility. If proactivity is in-
centivized, this will lead to in-
creased hazard identification, 
hazard control recommenda-
tions and feedback observa-
tions, inspections, near-miss 
reporting, investigations and, 
by default, safe behaviors 
and conditions. This is much 
more effective than simply 
incentivizing a reduction that 
may be achieved by luck or 
bullying. Also, it’s certainly 
worth noting that recognizing 
employees for safety can be 
one of the most rewarding 
and fun activities you do as 
a leader! 
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In Grateful Appreciation

Message from the 2017 Conference Chair 

By Dana Jennings
2017 AOHP National Conference Chair

I want to thank everyone, 
including the 2017 National 
Conference Committee, for 
all your excellent work in pre-
paring for and participating 
in this year's conference! It 
was one of the best attended 
and most successful in many 
years. We were pleased to 
provide our attendees a va-
riety of topics including in-
formation on how to work 

in Safer Workplace Environ-
ments, Retaining and Manag-
ing an Aging Workforce, and 
working with today’s young-
est workers. We heard im-
portant updates from OSHA, 
NIOSH and EEOC that affect 
occupational health practice. 
Stephen Burt reviewed the 
ever-changing legislative and 
regulatory topics that directly 
impact our work. Getting 

Started gave our new mem-
bers the foundation for suc-
cess in their evolving prac-
tices.  

Through Discover Your Inner 
Champion, keynote speaker 
Tricia Downing captivated 
the audience with her story 
of perseverance through 
tragedy and how she has 
dealt positively with chal-

lenges in her personal and 
professional life. 

We also personally wel-
comed the organization's 
newest members who joined 
us in Denver, and we hope to 
see you at many conferences 
to come.  

It was my pleasure to serve 
as your conference chair. 

Keep Your Benefits
Renew Your Membership!
AOHP is your single best source for advanced 

practice information and support, and the 
only national professional organization with an 
exclusive focus on the needs and concerns of 

occupational health professionals in healthcare. 
Our association represents thousands of 

healthcare workers – including you. AOHP’s 
success is measured by the level of experience 

and dedication shown by our members. 

The deadline to renew your membership for the 
coming year is February 28, 2018, but you can 

renew at any time online at 
https://www.aohp.org/aohp/

MEMBERSERVICES/RenewMembership.aspx.  
Just log in with your user name, as showed on 

the renewal notice, and password.

Please budget accordingly for 2018 so you 
can retain all the benefits AOHP offers while 
continuing to be a part of this vibrant, thriving 

organization that is well known as an authority in 
occupational health in healthcare. 
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Healthy Plant-Based Diet
What Does it Really Mean?*

By Kim Allan Williams, SR, MD, Hena Patel, MD

Copyrighted content. Please contact AOHP 
Headquarters at 800-362-4347 or info@aohp.org to 

purchase a copy of this Journal issue.
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Do You Know the Many Benefits AOHP Offers to Members? Let’s Name A Few!

Listserv
AOHP hosts an electronic Discussion Email List Service as a 
free benefit of membership. The purpose of the AOHP Listserv 
is to facilitate discussions among AOHP members. By joining, 
you can connect with colleagues across the nation via email 
to share best practices and dialogue about the challenges and 
successes of working in occupational health in healthcare. 
Subscribe now to explore electronic networking, change your 
subscription format and access archived posts.

E-Bytes
AOHP E-Bytes provides a summary of 
current occupational health information. It is 
distributed electronically from Headquarters 
every month and provides updates on the 
latest educational, regulatory and association 
information to keep members informed about 
pertinent, current information related to your 
professional practice.
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Mark Your Calendar! AOHP 2018 National Conference
September 5-8, 2018    Glendale

Renaissance Glendale Hotel    9495 W. Coyotes Blvd., Glendale, AZ 85305

It is never too early to start planning. Join us at the 2018 
National Conference – Occupational Health A-Z. It will feature 

the most up-to-date information from A to Z and everything 
in between. A conference for both novice and experienced 
professionals in many occupational health practices areas. 

Need help to get approval? 
Go to our website http://www.aohp.org/aohp/EDUCATION/NationalConference.aspx to 
download the Articulating Attendance Value Guideline and use the template to help to 
justify your conference attendance with your supervisor. 
  
Keep Your Benefits - Renew Your Membership!
AOHP is your single best source for advanced practice information and support, and the 
only national professional organization with an exclusive focus on the needs and concerns 
of occupational health professionals in healthcare. Our association represents thousands of 
healthcare workers – including you. AOHP’s success is measured by the level of experi-
ence and dedication shown by our members. 

The deadline to renew your membership for the coming year is February 28, 2018, but you can renew at any time online at 
https://www.aohp.org/aohp/MEMBERSERVICES/RenewMembership.aspx.  Just log in with your user name, as showed on 
the renewal notice, and password.

Please budget accordingly for 2018 so you can retain all the benefits AOHP offers while continuing to be a part of this vi-
brant, thriving organization that is well known as an authority in occupational health in healthcare. 

Do You Know the Many Benefits AOHP Offers to Members? Let’s Name A Few!

Listserv
AOHP hosts an electronic Discussion Email List Service as a free benefit of membership. The purpose of the AOHP Listserv 
is to facilitate discussions among AOHP members. By joining, you can connect with colleagues across the nation via email 
to share best practices and dialogue about the challenges and successes of working in occupational health in healthcare. 
Subscribe now to explore electronic networking, change your subscription format and access archived posts.

E-Bytes
AOHP E-Bytes provides a summary of current occupational health information. It is distributed electronically from Headquar-
ters every month and provides updates on the latest educational, regulatory and association information to keep members 
informed about pertinent, current information related to your professional practice.

AOHP Insight!
AOHP Insight, offered exclusively to AOHP members, provides a wide range of occupational health tools and resources 
that can enhance every level of practice from beginner to enhanced. From up-to-date professional information to legislative 
updates, AOHP Insight is committed to deliver the knowledge you need to the right place, at the right time. 

For more information about the benefits of your AOHP membership, 
visit http://www.aohp.org/aohp/MEMBERSERVICES/MemberBenefits.aspx or email info@aohp.org. 
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The Urgency of Creating a Culture of Caring: 
Start with You!

By Kim Richards

Copyrighted content. Please contact AOHP 
Headquarters at 800-362-4347 or info@aohp.org to 

purchase a copy of this Journal issue.
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CALL FOR SPEAKERS
AOHP 2018 National Conference, September 5-8, 2018

Renaissance Glendale Hotel & Spa, Glendale, AZ
Deadline to submit:  January 31, 2018.

Successful applicants will be notified by April 27, 2018.

http://www.aohp.org/aohp/EDUCATION/NationalConference/AbstractSubmission.aspx

AOHP Annual National Conference Suggested Topics:
• Competencies for occupational health professionals (OHPs)
• How OHPs can demonstrate value to management using metric tools 
• Innovative ideas for organizing an Occupational Health Department
• Career advancement in OH; educating new healthcare workers about the 

OH specialty
• Mental health for the OHP; coping with/reducing workplace stressors
• Leadership skills development for OHP managers; benefits of certification
• Embracing new technologies in the workplace
• Business-oriented classes, organizational charts, program management
• Cost avoidance
• Case studies highlighting evidence-based best practices
• Advance practice topics: financing, staffing, program development
• Professional ethics/legal obligations/compliance issues in occupational 

health
• Case management of occupational health issues
• Managing/developing a successful wellness program: budget, job 

descriptions, making a case   
• Health, well-being and wellness topics
• Emergency preparedness; Emergency Response Team; disaster evacua-

tion and restoration
• Mass dispensing drills
• OSHA compliance and inspections
• OSHA standards pertinent to hospitals and/or other healthcare settings
• OSHA, NIOSH, CDC (updates, hot topics)
• FMLA and leave management; ADAAA; Pregnancy Discrimination Act; 

other legal issues
• Fitness for duty as relates to policy, interactive process with employee, 

appeals, legal issues  
• Legislative updates
• Drug diversion in the workplace; interventions for impaired workers
• Drug testing; DOT drug screening; alcohol testing
• Best practices for post offer physicals; drug screenings
• Pre-placement exams; new hire/transfer physicals
• Immunization programs: influenza, shingles, pneumonia

• Impact of mandatory influenza vaccination: worker health, nosocomial 
influenza, absenteeism  

• Immunization updates related to CDC requirements for healthcare profes-
sionals

• Blood and body fluid exposure management; post exposure prophylaxis
• Safe patient handling in varied settings: bariatric, acute care, long term 

care, outpatient sites
• Dealing with worker injuries/safe patient handling/slip, trip and fall 

prevention
• Hazards in healthcare
• Workplace safety strategies and behaviors; accident prevention; ac-

cident/illness investigations
• Workers' compensation topics
• Components of effective return-to-work programs
• Workplace violence prevention programs
• TB/Hepatitis C updates
• Legionella outbreak investigations
• Respiratory protection programs; personal protective equipment/annual 

respirator fit testing
• Air quality investigations in the healthcare setting
• Laser safety
• Managing emerging infectious diseases with appropriate surveillance 

program
• Sharps injuries; EXPO-S.T.O.P. survey updates
• Ergonomics implementation
• Surveillance for employees administering chemotherapeutic agents
• Chronic disease management
• Grief in the workplace
• Mental health topics, including methods for identification and screening
• Interventions for employees in crisis
• Identifying and managing issues related to the aging workforce; popula-

tion health
• “Future trends.” What’s coming, and what changes need to be made to 

prepare

For more information, please contact AOHP Headquarters 
at 800-362-4347 or e-mail info@aohp.org.
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Understanding Trends in Pertussis Incidence: An
Agent-Based Model Approach

By Erinn Sanstead, MPH, Cynthia Kenyon, MPH, Seth Rowley, MPH, Eva Enns, PhD, Claudia Miller, MS, Kristen 
Ehresmann, RN, MPH, and Shalini Kulasingam, PhD

Copyrighted content. Please contact AOHP 
Headquarters at 800-362-4347 or info@aohp.org to 

purchase a copy of this Journal issue.
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You Can Be a ROC Star!
AOHP Recruit Our Colleagues (ROC) – 

A Better and Greater Campaign.
The Recruit Our Colleagues (ROC) campaign is back, and it’s bigger and better than ever! ROC is a great way for members to 
help AOHP grow while earning rewards that can be used toward education and membership. The new ROC campaign offers 
five levels of individual awards, as well as an award for the chapter recruiting the most new members.

AOHP members are the organization’s most valuable asset, and the best way to spread the word about the value and benefits 
of our organization. When looking for ways to recruit new members to AOHP, consider the following:

• Connect with colleagues in your own organization who are not AOHP members. AOHP is not just for nurses. Reach out 
to physicians and advanced practice professionals who are involved in your occupational health program.

• Connect with providers outside your organization who partner with you in your program.  
• Reach out to colleagues from other facilities in your local area.  
• Obtain a list of facilities in your chapter’s geographic area, and make “cold calls” to the occupational/employee health 

employees in those facilities. (Lists were recently provided to chapter presidents). Briefly introduce them to AOHP and 
refer them to the AOHP website, or offer to send them information. Be sure to let them know what you value about 
your membership in AOHP.

• Connect with occupational/employee health providers in non-hospital facilities such as clinics and post-acute care.

The new ROC campaign offers a grand prize that includes free registration to the next AOHP National Conference, three nights 
hotel, airfare reimbursement up to $250, round trip transportation from the airport to the conference hotel (up to $50), and a 
free AOHP membership for the following year. The total value of this prize is approximately $1,500. It would be so exciting to 
award this prize for the first time to one of our members at our conference in Glendale, Arizona in September 2018!

The current ROC campaign period runs from July 1, 2017 through June 30, 2018. There is still plenty of time to work toward a 
ROC reward, so get busy! 

LET’S ROC!  The following ROC awards are available:
• The Whole Shebang – one award to the member recruiting the most new members (must recruit at least 10 to  
 qualify).
• Kit and Caboodle – awarded to members recruiting 10 or more new members, but not the winner of The Whole  
 Shebang.
• Half Kit and Caboodle – awarded to members recruiting six to nine new members.
• Caboodle – awarded to members recruiting three to five new members.
• Feather in My Cap – awarded to members recruiting one to two new members.
• Pie in the Sky Chapter Award – awarded to the chapter recruiting the most new members.

For full details of the awards and campaign rules, please visit 
http://www.aohp.org/aohp/MEMBERSERVICES/RecruitOurColleagues(ROC).aspx.  You can download a ROC Flyer - 
http://www.aohp.org/aohp/Portals/0/Documents/MemberServices/ROC%20Flyer.pdf to share with your colleagues.  

Every new member strengthens our organization. Participate in our ROC Revival by sharing the benefits of AOHP 
membership with your colleagues, and earn rewards that will benefit your practice. For more information, visit 
www.aohp.org, call Headquarters at 800-362-4347, or email info@aohp.org. 

***In order to count as your recruit, new members must list your name as their recruiter when completing their AOHP 
Membership Application!

Let’s ROC someone’s world!!!  Recruit Our Colleagues!
Reach out and share the benefits of AOHP membership with your area colleagues.
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AOHP Headquarters
Annie Wiest, Executive Director
125 Warrendale Bayne Road, Suite 375, 
Warrendale, PA 15086
(800) 362-4347; Fax: (724) 935-1560
E-mail: info@aohp.org   Web: www.aohp.org

AOHP Executive Board of Directors

Executive President: Mary Bliss
dmbliss@gmail.com

Vice President: Lydia Crutchfield
lydia.crutchfield@carolinas.org

Executive Secretary: Stacy Stromgren
stromgrenAOHP@yahoo.com

Executive Treasurer: Dana Jennings Tucker
jenningsd@craighospital.org

Regional Directors

Region 1: Jill Peralta-Cuellar
jperalta@svmh.com

Region 2: Cory Worden
cory.worden@memorialhermann.org

Region 3: Peggy Anderson
peggy.anderson@beaumont.org

Region 4: Alfred Carbuto
acarbuto@montefiore.org

Region 5: Cynthia Hall
cynthia.hall@emoryhealthcare.org

Chapter Presidents

Alabama: – contact Cynthia Hall 

California
Northern:  Curtis Chow
Curtis.Chow@DignityHealth.org

Southern:  Lori McKinster Cox 
lorimcmom@sbcglobal.net

Florida:  Susan Davis
SuDavis@mhs.net

Georgia:  Roger Burnett
rogerdburnett@gmail.com

Heart of America – Kansas City:
Michelle Andra
myandra@cmh.edu

Houston Area: Kathleen O'Neill
katoneil@utmb.edu

Illinois: Lorraine Pacha
pacha@genesishealth.com

Maryland: Alfred Carbuto 
acarbuto@montefiore.org

Michigan: Christine Schemansky
cschemansky@comcast.net

Midwest States: Lisa Kincaid
lrkinca@hendricks.org

New England: Alfred Carbuto 
acarbuto@montefiore.org

New York – Nassau/Suffolk: 
Lorraine Chambers Lewis
llewis@northwell.edu

North Carolina:  Jo Ella Waugh
be JoEllaWaugh@aol.com

Pacific Northwest: Rebecca Schirle
rebecca.schirle@kingcounty.gov           

Pennsylvania: 
Central:  Kimberly Kilheeney
klkilheeney@geisinger.edu

Eastern:  Jodi Simon
jsimon@shh.org

Southwest:  Megan Kapolka 
mkapolka@excelahealth.org

Rocky Mountain:  
Rose Rennell
Rose.Rennell@cchwyo.org 

South Carolina:  E. Denise Smith
edsmith2@lexhealth.org

Virginia:  Sarah Parris
sparris@virginiahospitalcenter.com

Wisconsin:  Sharon (Sherry) Lemerond 
sharon.lemerond@hshs.org

WHILE YOU LOOK AFTER OTHERS,
WHO LOOKS AFTER YOU? We do.

Mission
AOHP is dedicated to promoting the health, safety and well-being of 
workers in healthcare.  This is accomplished through:
• Advocating for employee and safety.
• Occupational health education and networking opportunities.
• Health and safety advancement through best practice and 

research.
• Partnering with employers, regulatory agencies and related 

associations.

Advertisement Guidelines
Advertisement guidelines are available from  AOHP Headquarters 
(800) 362-4347; Fax: (724) 935-1560; E-mail: info@aohp.org.

Subscription Rates
One year (4 issues) $180; back issues when available, $55 each

Membership/Subscriptions
Address requests for information to AOHP Headquarters, 125 
Warrendale Bayne Road, Suite 375, Warrendale, PA 15086; 
(800) 362-4347; Fax: (724) 935-1560; 
E-mail: info@aohp.org.

Journal Ads
Address requests for information to AOHP Headquarters at 
(800) 362-4347 or info@aohp.org.

Advertisement Guidelines
Advertisement guidelines are available from AOHP Headquarters 
(800) 362-4347; Fax: (724) 935-1560; E-mail: info@aohp.org.

Moving?
Bulk mail is not forwarded! To receive your Journal, please notify our 
business office of any changes: AOHP Headquarters, 125 Warrendale 
Bayne Road, Suite 375, Warrendale, PA 15086; 
(800) 362-4347; Fax: (724) 935-1560; E-mail: info@aohp.org.
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