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What is it? g| Im The Beginning...SISU...Otherwise known as “supernatural courage”

e was a Finnish word I grew up being reminded of, again and again. I am the
DONATE TO CELEBRATE granddaughter of Finnish immigrants who worked in the mills of Maynard

NECOEM

We Need Your Help To Sup-
port Our Ongoing Mission!
Make a tax-deductible dona-
tion to NECOEM to help sup-

port our programs and ser-

vices

Donate HERE

Upcoming Webinars

June 1 630 pm OEM Knee Injuries,
Dr. James Karlson, Boston Ortho-
pedics

June 28 Noon Migraine Education
and Management Program in the
Workplace, Dr. Olivia Begasse de

Dhaem,

Neurology, Hartford HC

August 4 Noon CRPS,
Dr. Austin Sumner (OEM)

and Fitchburg, Massachusetts. Hard work, frugality and common sense living
meant that we always had enough, and I learned from a very early age that in
this life, when you dealt with challenges, you needed to be tough, have SISU,
as they would say. I was inspired by one of the few women family physicians
near where I lived, Dr. Betty Lewis of Groton, MA, as well as my mother, a
nurse, to become a FP. I kept the idea of SISU close at hand. I graduated
with a BA in biochemistry from Brandeis University and this led me to go for
the dream...go to medical school (deciding on UMMS Worcester, MA) and
then complete a residency at the UMMS Fitchburg Family Practice Program.

Professional Life Takes a Turn...During that time, the hostility towards
Family Medicine was very high in Massachusetts, and repeatedly, the com-
ments made to me...the slights, the digs, the insults...from medical colleagues
as well as patients...regarding this were very disturbing. This was a problem
very unexpected, and it persisted despite my doing the best I could to be a
good FP. I was clearly not mentally prepared for that aspect of medicine.
Perhaps this was my immaturity showing, not giving myself enough time in
the field, or lack of having a mentor, but I felt I was never good enough and
would never be good enough, in the eyes of the medical community and pop-
ulation. I would never garner the respect like Dr. Betty. My SISU wore thin. I
worked for two years as an FP in Gardner, MA and while I tried my best, the
same theme persisted.

During that time, I treated injured workers and performed truck driver ex-
ams. I recall the satisfaction of treating injured patients who improved under
my care and were able to return to their work. That being said, the “dream”
of being an FP faded and I needed to seriously look at an alternative option. I
wanted to pursue being a specialist, but my FP training was inadequate to
qualify me for application to most specialty fields, except for OEM. While I
grieved giving up the many skills I had developed with hospital care and
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other aspects of being an FP, I had the good fortune
of being able to return to train at the UMMS OEM
fellowship for 2 years, under well known experts—
Drs. Glenn Pransky, Jay Himmelstein, Jerry Beavers,
among others. With this experience, I felt valued.
Some fond memories included spending time inside
manufacturing facilities, being exposed to how things
were really made and in doing so, how workers’
health was impacted, or spending a month at NIOSH
in Cincinnati, where I was able to travel with the in-
vestigative teams to different parts of the country
performing indoor air quality assessments, a very hot
topic of the time. I struggled with the evolution of
the use of computers in medicine which was just be-
ginning and recall the difficulty I had performing
computerized calculations in the statistics course of
my MPH program because of my limited skills. I
managed to learn enough at the time to pass the
course, fortunately. I also recall Dr. Pransky saying
that if someone was not mad at you while you were
practicing in occupational medicine, you were not
doing a good job.

A New Professional Life...That training has
served me well and I have worked in several different
outpatient settings in occupational medicine

NECOEM Journey...Many years ago, I became a
member of NECOEM and early on served on the BOD
for a period of time until I had my child. Later, I ran
for the BOD again and was not elected. At the time, I
was asked to become involved with the newsletter team
and started as an assistant editor and then was ad-
vanced to the editor position, where I have had the real
joy of meeting many people in the field, writing arti-
cles, supporting and editing other submissions, and
working closely with the executive director to produce
newsletters three times per year. While it is not a
world renowned medical publication, it offers some
interesting insights into the everyday lives and inter-
ests of our NECOEM colleagues who share their stories
or explore timely topics in their articles. I want to
thank all who have helped in this activity.

At some point, a BOD member resigned and could not
complete their term and I was asked to step into that
position. I have now been serving on the BOD for about
5-6 years continuously. I was asked to take on the
NECOEM’s VP role early last year when the original VP
moved on to the west coast. This position progressed
to NECOEM’s president, which I assumed in December
2022. (Definitely an unusual course to this position!)

(hospital based, big business, pri-
vate practice.) I must say that Dr.
Pransky was right, but at least with
what I do, many people value me
and I no longer feel demoralized by

If someone was not mad at you
while you were practicing in occu-
pational medicine, you were not
doing a good job.

Challenges Ahead...We Need
SISU! NECOEM historically has
been a self sufficient non profit organ-
ization able to support an executive
Dr. G. Pransky | girector and other activities during

being in the field that I am in. And I will say, that in-
spite of my angst and true sadness over not continu-
ing as an FP, I have come to the conclusion that all
was not lost...I have been a far better OEM profes-
sional because of that background and in the end, it
has also served me well. I work at my private occupa-
tional medicine practice, Bayside Employee Health
Center, in Portland, ME. We provide various general
OEM services and continue to survive inspite of
mounting competition from the big business OEM
providers and urgent care centers.

Practically Married to OEM...Along the way, I
met my husband, Paul, a classmate at UMMS and
although his path led him to Internal Medicine,
when we moved to Maine in the mid 9os, his options
led him to occupational medicine as well. And so, we
are likely one of the few, if any, married physician
couples both practicing occupational medicine in the
US. Having that type of support and understanding
of what I do in my work life has been invaluable.

the year. Most of our income was obtained via mem-
bership dues, some sponsorships and proceeds from
the annual conference. Just prior to the pandemic, we
had agreed to a multiyear contract with the Marriott
organization which included guarantees for hotel lodg-
ing and food services with our conference. We also
hired a new executive director, Thomas Cote, whose
work overlapped somewhat with our retiring executive
director, Dianne Plantamura.

The pandemic hit and as a result, there was declining
attendance at the annual conference. There was a de-
cline in our overall membership and resultant dues and
we lost a large sponsor. This has now lead us to a posi-
tion where our financial status is tenuous, and as a re-
sult my primary focus in on improving our financ-
es. This includes various activities:

»The Donate to Celebrate Campaign which in-
vites members to provide a tax deductible donations to
the organization.



» Adjusting the fees of our annual conferenceto  Case Study: Orthopedic versus Vascular
be more fiscally sound. Presentation of Knee and Lower Extremity

Pain in the Occupational Health Setting

» Offerin webinar educational rograms
e s By Ashley Kelly, PT, DPT

throughout the year, modestly priced, to support our
organization. This involves collaborating with MARCO- Case: Mr. P. was a 43-year-old male presenting to
EM who is providing financial and technical support our clinic a week after sustaining a right knee injury.
and is allowing us to keep the profits of the webinars He described the onset of pain after standing up
for this year. from kneeling at work. He was a field technician,
which involves off-loading oil trucks and climbing
inside of oil tanks to clean them out. His job de-
mands also included frequent walking, lifting, kneel-
ing, stooping, crawling, bending and twisting. He

The Great Reflection...The pandemic has caused had sgstained'prior work-related injuries but none
many in the medical field to rethink their priorities in involving the right knee.

life and volunteerism in the medical fields has been de- Upon examination, the OEM provider found that he
clining. Yet, in order to remain a vigorous organiza- had right medial knee pain that radiated into the calf
tion, we need your support. A small number of us can- and shin. There was a positive McMurray’s test, and
not do all this work and I urge you to consider what decreased flexion range of motion (ROM). First rec-
part you might be able to play. It is said that “many ommendations included NSAIDS and light duty
hands make the load lighter” and this is true for us. which were initially helpful. Two weeks later, howev-
er, he presented to the clinic for follow up and re-

ported that he was not doing well. Provocative test-
Inspite of these challenging times, we can prevail if ing was negative at that time (McMurray’s, Drawer
members will help us with their time and talents. Sign, Varus/Valgus Stress tests), but his gait had be-
come antalgic, and he had continued decreased
ROM. The pain was no longer localized to the medial
aspect of the knee, but instead was more generalized.
He reported vague ache in the rest of the leg, espe-
» Use your connections and/or influence to help us cially distally, but had no signs of DVT. Distal pulses
find sponsors for our organization (e.g. corpora- were 1+/equal. X-ray of the right knee was unre-
tions, insurers, legal or large medical organizations). markable. A course of physical therapy was initiated.
Reach out to T. Cote FMI.

» Promoting a robust sponsorship program as
developed by Thomas Cote.

K %%

Ways you can support NECOEM...

» Make a tax deductible donation on line at our
website at “Donate to Help Celebrate” on the first page.
No donation is too big or too small!

Of note our patient had a BMI of 47 kg/m2, which
» Offer an idea for a webinar or meetup. according to the CDC puts him into the extremely
obese category.! Other significant past medical histo-
ry included HTN, diabetes, hyperlipidemia, prior
DVT in R LE, long term cigarette use in the past, pri-
> Write an article for the newsletter or connect us Or history of heavy alcohol use but now with long

with someone with expertise who is willing to do so. ~ term sobriety, and varicose veins throughout his dis-
tal lower extremity.
»Plan to attend our annual conference at the

Marriott in Newton, MA Nov 30 - Dec 1, 2023.

» Connect us with an expert who might be willing to
provide a webinar or present at the annual conference.

Upon physical therapy evaluation, he had an antalgic
gait pattern, generalized knee pain, but more signifi-
»Prepare a presentation (research, case study, cant complaints of cramping distal to his knee upon
other) for our posters at the annual conference exertion. Given his past medical history, presenta-
tion, and description of pain, and concerns of a con-
current vascular disorder, an ankle brachial index
(ABI) was performed. His ABI was 0.88, which is an
susanupham1960@gmail.com. indication of peripheral artery disease. He was en-
HAVE SISU! couraged to reach out to his PCP at this  contdonp. 4

» Have an idea that could improve our organization?
Let us know. You can reach me at...



time, as well as continue PT for his work-related knee pain.
He participated in 14 physical therapy sessions with little to
no resolution of his leg pain. An MRI of the knee was ob-
tained which showed chronic degenerative changes.

Presentation of PAD: Risk factors for PAD include dia-
betes mellitus, tobacco use, BMI >30, age >50, HTN, hyper-
lipidemia, and a family history of CVD/PVD. PAD is the
atherosclerotic process resulting in decreased blood flow
resulting in macro and micro-vessel dysfunction.4 Patients
will likely present differently clinically based on their level
of disease. The presentation can range from asymptomatic
to eventual limb loss secondary to limb ischemia.

PAD can be difficult to diagnose given the range of presen-
tations, and when there is a potential orthopedic injury, it
becomes even more difficult to distinguish between the
two.4 The most common symptom of PAD is intermittent
claudication, which in essence is an imbalance of supply
and demand. This is most observed during tasks that re-
quire increased blood flow to the lower extremities, such
and prolonged walking, standing and lifting. Claudication is
often described as cramping, fatigue and/or pressure
throughout the lower extremity.2 More severe PAD may pre-
sent with pallor, pulselessness, muscular atrophy, cold skin,
and arterial or venous ulcerations of the lower extremity.4
Any of these findings during clinical examination would
help the provider to determine if the patient was presenting
with underlying vascular disease versus an orthopedic inju-
ry. If the patient presents with any of these symptoms in
addition to having risk factors for PAD, an ABI can be ob-
tained to help determine the level of risk, which will aid in
guiding the next steps for evaluation and treatment in the
occupational health setting.

What is the ankle brachial index (ABI)? The ankle
brachial index is the ratio of the systolic blood pressure
measured in the ankle to the systolic blood pressure meas-
ured at the brachial artery.2 According to the American
Heart Association, it is a measure of systemic atherosclero-
sis, meaning it can be an indication of CVD or PAD.2 There
is a correlation between having a lower ABI and decline in
functional mobility activities such as decreased walking en-
durance and speed of walking. It was observed that patients
with an ABI less than or equal to 0.9 also had a poor perfor-
mance on the 6 minute walk test compared to patients with
a normal ABIL The ABI is an easy measure to obtain in an
outpatient clinic setting using a sphygmomanometer when
a doppler is not available. Literature suggests that in the
setting of an ABI <0.9, the ABI has both high sensitivity and
specificity when compared to an ABI calculated when a dop-
pler is used to obtain SBP in both the ankle and the arm.2

Interpretation of the ABI is quite commonly used to help
determine when to refer patients either to their PCP or in
some cases to a vascular surgeon. In occupational medicine,
it is important to remember that if a patient’s ABI indicates
possible PVD, that there may not be sufficient blood flow to
the extremity to facilitate healing of an orthopedic injury.

Interpretation of the Ankle Brachial Index (ABI)

ABI Interpretation | Recommendation
Score
<0.9 Abnormal PAD confirmed
0.91- Borderline Exercise ABI (if high clinical
0.99 suspicion)
1-1.4 Normal Evaluate for other causes
>1.4 Noncompress- | Toe Brachial Index
ible

Based on data from Ref 3. Stanford Medicine

Take Aways: The management of patients with PAD in
the occupational health setting may differ from that of a
primary care setting in which the physician can address
underlying health conditions. Because our patients are
presenting with injuries sustained while working, it is pos-
sible that the patient’s primary complaints will most often
lead providers to look for orthopedic injuries. We must
remember to obtain a past medical history when evaluat-
ing the patient, and to look at their entire constitution as
opposed to just the area of injury. When considering risk
factors and patient presentation, it may remain difficult to
discern the difference between orthopedic injury and vas-
cular disease. However, the ABI is an easily performed
measure that can be obtained to aid occupational health
physicians in determining if the patient should be referred
to their PCP or a vascular specialist for further manage-
ment of potential underlying disease.

Our Patient’s Outcome: The occupational health physi-
cian strongly encouraged the patient to reach out to his
PCP for further evaluation after the ABI was performed.
When the patient saw his PCP, unfortunately the focus was
on his knee pain only, so we instructed him to reach out to
his PCP again. Our patient was followed by our provider
and after another 6 weeks, had continued episodic leg
cramps but resolution of the work related knee pain. He
was able to be released to regular duty.

References:

1.Centers for Disease Control and Prevention. Assessing your
Weight. June, 2022

2. Aboyans V et al. Measurement and Interpretation of the Ankle Bra-
chial Index. Circulation. 2012. https://www.ahajournals.org/
doi/10.1161/CIR.0bo13e318276fbcb

3. Stanford Medicine. Measuring and Understanding the Ankle Bra-
chial Index. Updated 2022. https://stanfordmedicine2s.stanford.edu/
the2s/ankle-brachial-index.html

4.Gul F, Janzer S. Peripheral Vascular Disease. Stat Pearls. Updated
5/1/2022. https://www.ncbi.nlm.nih.gov/books/NBK557482/

Dr. Kelly received her BS in Exercise Science from
Simmons College in 2014, then completed her
Doctorate in Physical Therapy from Simmons Col-
lege in 2016. She has practiced in the inpatient
setting at Maine Medical Center and now is a full
time physical therapist in occupational medicine
at Bayside Employee Health Center, Portland, ME.
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AC 2022

Provides Opportunity for

Researchers to Offer
OEM Poster

Presentations

Bill Christian, MD, MPH

PROFILE: Dr. Bill Christian is a second-year fellow at
the UMass T.H. Chan Preventive Medicine Program. He
earned his undergraduate degree in psychology from
Rollins College and his M.D. from Ross University. Ad-
ditionally, he attended the University of Massachusetts
School of Public Health and Health Sciences in Am-
herst, earning a Master of Public Health in Public
Health Practice. His study focused on community health
promotion and indoor air quality within schools. Before
his Preventive Medicine training, he served in mitiga-
tion efforts of the COVID-19 pandemic for the State of
Florida Department of Health. Dr. Christian will begin
his OEM training at the University of Texas Health Sci-
ence Center in Houston in the summer 2023.

POSTER: “Tingling In My Arm”: A Case of Scale-
nus Syndrome.

E.E. is a 38-year-old female right-handed surgical tech
who presented to employee health clinic with a right
shoulder injury after attempting to catch a falling cart. A
shoulder MRI revealed a near full-width tear of the su-
praspinatus tendon. She subsequently underwent a
Mumford procedure, where the outer portion of the
clavicle is shaved off or removed. She had a successful
recovery and reported no history of neck injury, neck
pain, or limited mobility. During physical therapy, she
intermittently felt tingling in the entire right arm
brought on by reaching above the head and direct mas-
sage over the neck. Physical exam and previous imaging
were consistent with Scalenus Syndrome. The brachial
plexus, which supplies nerve innervation for the entire
arm, passes through the interscalene triangle then un-
der the clavicle and is thought to be compressed during
specific movements. *See image found at https://
www.orthobullets.com/shoulder-and-elbow/3064/
thoracic-outlet-syndrome

While Scalenus Syndrome is similar to neurogenic tho-
racic outlet syndrome, it is named as such due to the
differing pathology. Becoming familiar with this presen-
tation of unilateral arm tingling may help broaden one’s
differential diagnosis of this uncommon secondary syn-
drome during treatment and prevent unnecessary cervi-
cal radiculopathy workup.

Jennifer Stanton, NP

PROFILE: Jennifer Stanton, MSN, FNP, AGNP, COHN-s,
CCM is employed as an Occupational Health Nurse Practi-
tioner with Bristol Myers Squibb. Ms. Stanton received a
Bachelor of Science in Cardiopulmonary Science from
Northeastern University in 1999 and returned to academia
to pursue a Bachelor and Master of Science degree in Nurs-
ing in 2007 and 2014 respectively. Through Ms. Stanton’s
educational and career journey, she has worked and trained
in hospital based and ambulatory care settings. Areas of
practice have included Cardiac and Pulmonary Rehabilita-
tion, Med-Surg Nursing, Internal Medicine, Urgent Care,
and Occupational Medicine. Interests include health pro-
motion, injury/illness prevention and sustaining a healthy
working population through the lifespan.

POSTER: Covid 19 Negative Effect on Low-density
and High-density Lipoproteins: Occupational
Health Interventions for Worker Health.

During the Covid 19 pandemic “stay-at-home” period, re-
search has shown a significant increase in Low-Density Lip-
oproteins (LDL) and reduction in High-Density Lipopro-
teins (HDL) from the year 2020 to 2021. Stay-at-home or-
ders have contributed to loss of daily activity and barriers to
health care visits. Elevated LDL increases the risk for both
heart disease, the leading cause of death, and stroke, the 5th
leading cause of death in the United States. Occupational
Health professionals are at the front line to educate workers
and partner with company leadership to implement wellness
programs for optimal worker health.

Posters Cont’d on p 6—7

NECOEM Thanks Poster Sponsors

Dr. David Diamond

Bayside Employee Health Center
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Michael Dolliver, RN, MHA, COHN-S
Donna Ferreira ANP, MS, COHN-s/CM, FAAOHN

The First 5 minutes of Triage

First Look: What is the situation, and “Am | safe?”
Identify hazards and call for appropriate assistance to mitigate and
prevent others from injury/illness (fire, hazardous chemicals, spills etc.)

RopllAc ceament |

Determine if Emergency Services (911) required?

4
Refer to appropriate resource when ‘ GE; Initiate 911
Empl L rted to ER
issue is not for the OHN role: ° mployee transpol o

* Human Resource issue

* Benefits Issue i

* Security issue Care beyond the scope of the OHN? Se_‘e;;:p':mp":m Iml,af core 3":' \raf;s:lun:
r to onsite physician, and if available

* Send to care off company site via
-Employee drives self

* Facilities issue
* safety issue -Employee family or friend drives
l ~TaxifUber

* Employee Assistance issue
* Union issue

-Medical Van/Chair Car

Obtain pertinent health history

Perform physical assessment

Gather Safety Data Sheet or other needed resource information for appropriate care

Provide appropriate care within OHN scope

Establish follow up as needed

Document in medical record

Complete reports such as work-related injury report

Communicate non confidential information such as workplace restrictions to the Supervisor and Safety Officer.

CAUTION
Single nurse onsite’
clinics should
consider having
Security nearby or
Panic Buttons
available

PROFILES: Michael Dolliver RN, MHA, COHN-S has 12 years’ experience in occupational health at both chemi-
cal and defense manufacturing companies. He received his master’s degree in Healthcare Administration from Regis
College and his nursing degree from the University of West Alabama. He was a past Vice President of Massachusetts
Association of Occupational Health Nurses (MaAOHN) and served as Class President in college. Prior to his occupation-
al health career, Michael worked in dialysis, infectious disease, and HIV primary care at Mass. General Hospital as well
as community health in South Boston.

Donna Ferreira ANP, MS, COHN-S/CM, FAAOHN is a Director Clinical Operations at a premier occupational
health company serving a large defense manufacturer and was previously employed at a large electric utility. She has
over 34 years of experience in occupational health nursing. She is the President of the MaAOHN and Co-Chair of the
NECOEM 2023 conference. She received her master’s degree from the University of Massachusetts Graduate School of
Nursing. Donna has been published in The Nurse Practitioner and Occupational Health Management journals. She has
been a presenter at over fifty national and international conferences on various topics in occupational health.

POSTER: Occupational Health Triage the First 5 Minutes “My chest is killing me!” “I got acid on my hands!”
These and a host of other scenarios may present to the occupational health nurse (OHN) in the workplace. It is crucial
for the OHN to ask the right questions, assess the employee, and act fast with accuracy. The first impressions and skilled
triage are key to employee health and safety.

Responding to Emergencies in the Workplace: First Steps

1 Is it safe to approach the ill/injured employee? Check for imminent hazards. Don personal protective equipment
where appropriate.

2 What happened, including mechanism of injury or illness, question witnesses, and gather a short history of the illness/
injury. Determine the number of patients.

3 Things to consider: Need Emergency Medical Services (911)? What is the ratio of rescuers to patients? Obvious sign
of mortality?

4 Establish responsiveness and consent to treat.

5 The initial assessment using ABCDE.

A: Airway -Open the airway, look in the mouth and clear obvious obstructions.

B: Breathing -Look, listen, and feel. Expose and assess chest injuries.

C: Circulation -Check pulse at the neck. Look and sweep for severe bleeding. Control life-threatening bleeding. Look

for obvious bleeding or wet places on the patient’s clothing, or on the ground.

D: Decision on Disability —evaluate patient status. Assess for Verbal or Pain Response. Utilize AVPU below:
Alert-Answers questions can proceed to check mental status, level of consciousness while continuing evaluation.
Verbal- can moan or make noise but not alert.

Pain- flinches or withdraws from painful stimulus.

Unresponsive — No response.
E: Expose & Examine Major Injuries -Expose and treat life-threatening injuries. Without moving the patient, ex-
pose and examine for major injuries that may be hidden, unzip zippers, open cuffs, and look under jackets and coats.



Ann Backus, MS

PROFILE: Ann Backus, MS, an instructor of Occupa-
tional Health at the Harvard Chan School of Public
Health, is Director of Outreach for the Harvard Chan —
NIOSH Education and Research Center. She became
active with NECOEM not only as part of her duties as
Director of Outreach, but also as the Coordinator of the
Harvard Occupational and Environmental Medicine
Residency program (1997-2019). Ann became closely
connected with the fishing industry in the northeast in
early 2000 when she, in collaboration with the NIOSH
extramural fishing safety program, conducted an in-
person survey of the hazards of lobster fishing in
Maine, NH and MA. Ann has written under the byline
FISH SAFE for Commercial Fisheries News for over 22
years and serves as a gubernatorial appointee on the
Maine Commercial Fishing Safety Advisory Council
(CFSC) of the Maine Depart-
ment of Marine Resources.

POSTER: Near misses, In-
juries and Other Data
from the 2022 Survey of
Maine’s Commercial Fish-
ing Fleet.

Data about fishermen’s health
and safety is difficult to obtain |
for a number of reasons: Fish-
ermen are reticent about dis-
cussing their health problems and reluctant to describe
safety issues related to gear or vessel. Many do not
have health insurance, so health databases are of little
help. The US Coast Guard boards fishing vessels to
check compliance but does not collect other safety-
related data when they board. Data collected by the US
Coast Guard when they investigate a fatal or non-fatal
injury are entered into the commercial fishing incident
database (CFID), but the only way to get significant de-
tails is through a FOIA request.

Recognizing that we as a Council (CFSC) did not have
the data we thought would be most helpful for our
work, we sent out a “near-miss” survey to commercial
fishermen in Maine who were licensed by the Depart-
ment of Marine Resources. The 182 surveys returned,
out of 5220 sent out, were mostly from lobstermen —
Maine’s most numerous fishery (82%). Although many
of the responses reinforced what we already knew, for
example, that most incidents happen on the boat (82%)
and that the hand and torso sustain a majority of the
injuries (63%), we learned that 46% of fishermen had

had a “near-miss.” They attributed these near-
misses to rope entanglements and parting (35%),
to weather and/or rough seas (18%), and to man
overboard or an overboard close-calls (11%). Col-
lisions, congestion and “other” made up the rest
of the near-misses (42%).

These data plus data about how many fishermen
reported having a damage control kit on board
(12.6%) and how many had had safety training
(12%) will be used by the CFSC to develop out-
reach and education programs. We have plans to
approach a new safety gear provider in Maine to
produce damage control kits and are considering
a variety of other topics including how to im-
prove the availability and scope of training for
fishermen. We will be making recommendations
to the Commissioner of Marine Resources based
on this study and input from fishermen and the
fishing industry.

Introducing
NECOEM’s New
BOD Member

Uche Onuoha,
MD, MPH

Uche Onuoha, MD, MPH is a board-certified
physician in occupational and environmental
medicine with over 10 years of experience in
clinical practice. She has practiced medicine in

New York and in Pennsylvania. Currently, she is
the medical director of occupational medicine at
Southern Maine Healthcare.

She received her medical degree from Temple
University after completing her bachelor’s in
nursing at University of Pennsylvania. She con-
cluded her residency in occupational and envi-
ronmental medicine as well as a master’s degree
in public health at Mount Sinai School of Medi-
cine.

Besides work, Dr. Onuoha enjoys spending time
with her family and friends. She loves music and
traveling around the world to explore other cul-
tures, cuisines and communities around the
world.
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The New England College of Occu-
pational and Environmental Medi-
cine is a nonprofit regional compo-
nent society of the American Col-
lege of Occupational and Environ-
mental Medicine whose mission is
to provide leadership to promote
the optimal health and safety of
workers, workplaces, and environ-
ments by: educating health profes-
sionals, employers, employees,
payers, and the public; encourag-
ing research and the development
of new knowledge; championing
the highest possible quality of
OEM practice; guiding workplace
and public policy; and advancing
the field of occupational and envi-
ronmental medicine.

WHAT IS IT?

By Dr. Christine David

J.D. is a b2-year-old nurse brought to the clinic for a mandatory
fitness for duty evaluation by his nurse manager. He works in the
Intensive Care Unit at a nearby tertiary care medical center. He
was put on a performance improvement program one week ago
due to aberrant behavior (irritability and lashing out at colleagues
and patients/patients’ families during his shift), lack of dependa-
bility (calls off sick and/or comes in late for shifts) and an overall
negative attitude/demeanor at work. J.D. has worked in this hos-
pital for the past 15 years; he worked in the cardiac unit for five
years before transitioning to the ICU ten years ago. He has had a
reputation of being a stellar nurse in the past, always willing to
help a colleague and prioritizing patient care. His demeanor be-
gan to change 6 — 8 months ago following the assignment of a
new nurse manager to his unit.

When interviewed, J.D. complains of increasing symptoms of fa-
tigue, headaches, trouble sleeping (especially during the days
that he works) during the past year. When probed further, J.D.
adds that he lost two colleagues/friends to COVID-19 during the
pandemic, which was very difficult for him. His previous nurse
manager (with whom he was also friends) retired nine months
ago and moved away from the area. JD stated that he no longer
had the passion for nursing like he did before. He continues to
work to pay for his daughter’s college tuition.

His physical exam showed normal vital signs. He scored a 5 and
4 in PHQ9 and GAD?7, respectively.

PHQ-9 (Patient Health Questionnaire-7) score >/= 10 has a sensi-
tivity of 88% and a specificity of 88% for major depression. PHQ-9
scores of 5, 10, 15 and 20 represent mild, moderate, moderately
severe and severe depression respectively.

GAD7 (Generalized Anxiety Disorder-7) cut off score = 8, has a
sensitivity of 92% and specificity of 76% for the diagnosis of gen-
eralized anxiety disorder. 0-4, 5-9, 10-14, and >15 correlate with
minimal, mild, moderate and severe anxiety.

What is it? features a series of trivia, facts, figures, etc. related to
the field of occupational medicine. If you have any such interest-
ing or fun-filled material, please email Dr. Christine David at da-
vid.m.1@pg.com. All material should be related to the specialty

of occupational and environmental medicine and have an educa-
tional, inspirational, historic, or other relevant value.
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