
Nursing shortage: 
It’s likely to get worse
before it gets better
Experienced, specialized nurses in very short supply

The numbers don’t lie; the nursing shortage is
real. According to a recent Washington, DC-
based American Hospital Association (AHA)

poll, there is an 11% vacancy rate among registered
nurses in the United States. (For more on the AHA
report, see related article, p. 89.) And the problem
is even more pressing for managers of occupational
health facilities, who require the help of nurses
with specialized experience.

“When we look to place nurses, it’s becoming
more and more of a challenge to find experienced
occupational health nurses who can go on-site
independently,” explains Ginny Lepping, RN,
MBA, COHNS, executive vice president of Provi-
dence Occupational Health Services in Granite City,
IL. Providence Occupational Health Services is a
for-profit hospital-affiliated occupational health
program.

In addition to its clinic environment, it provides
prevention and rehab services, work conditioning,
job site analysis, employee assistance programs,
and it operates a wellness center, as well as placing
nurses on-site. 

“Typically, our nurses must have a very strong
clinical background as well as management and
financial skills,” says Lepping. “The challenge has
been to find someone with that expertise, especially
when there are fewer people coming into the pro-
fession in general.”

“There are simply not enough nurses to go
around,” explains Rachelle Rolshoven, RN,

Nursing shortage: It’s likely to get worse 
before it gets better

The bad news is there aren’t enough nurses to go
around; the worse news is there are precious few
replacements in the pipeline. A combination of
demographic changes, the graying of the current
nursing population, and a plethora of other options
for women professionals will exacerbate the nursing
shortage in the years ahead, and occupational
medicine is no exception . . . . . . . . . . . . . . . . . cover

AHA confirms nursing shortage . . . . . . . . . . . . . 89

Publication paints a bleak picture . . . . . . . . . . . 89

Job insecurity can have an impact on worker safety
While many studies have taken a close look at how

downsizing impacts stress levels and job satisfaction,
none have examined the potential relationship
between job insecurity and safety. Now, a new study
has done just that, and the findings should make
occupational health professionals sit up and take
notice; pressured to ‘do more with less,’ most
employees, it seems, can’t worry about productivity
and safety at the same time . . . . . . . . . . . . . . . . . . 90

IN THIS ISSUE

AUGUST 2001
VOL. 11, NO. 8 (pages 85-96)

NOW AVAILABLE ON-LINE! 
www.ahcpub.com/online.html

For more information, call: (800) 688-2421

Continued on next page 



director of YOH Health Care in Sherman Oaks,
CA, which provides contract and relief occupa-
tional health nurses to business and industry.
Rolshoven also is president of the Southern
California Chapter of the American Association
of Occupational Health Nurses (AAOHN).

The shortage, she says, stems from two sepa-
rate dichotomies:

“First, occupational health has been around for
some 50-plus years,” she says. “A lot of nurses who
originally started out in ‘oc health’ are now retiring,
leaving a big void in the availability of qualified
nurses. [Second], there are not a lot of nursing pro-
grams that teach occupational health, so if you’re a
nurse trying to get into the field, it is sometimes dif-
ficult, depending on your background. An emer-
gency room or emergent care background some-
times makes it a little easier, but there are big gaps
in workers’ comp and [Occupational Safety and
Health Administration] expertise. 

“Some of these nurses can be pulled in and
trained quickly, while others take more time,”
Rolshoven adds. (For the American Organization
of Nurse Executives’ recommendations on com-
bating the nursing shortage, see related article,
p. 89.)

The situation will get worse

As bad as things are, they are going to get
even worse. Experts agree that the demographic
changes ahead will exacerbate the lack of experi-
enced nurses for occupational health facilities.

Deborah V. DiBenedetto, president of the
Atlanta-based AAOHN, is emphatic about focus-
ing on the future. 

“No. 1, there’s a lot more publicity about the
shortage than the current situation might war-
rant,” she notes. “The shortage is not that dire
now, but it is projected that by 2008 and beyond,
there will be a severe shortage as Boomers start 
to attrition out and people continue to leave the
profession. There is increased difficulty in hiring
bedside nurses, and the negative press offers an
additional disincentive.”

Also, she points out, women today have more
job options, many of which offer better pay, more
job satisfaction, and perceived better working
conditions.

Rolshoven suggests that the shortage is
“probably not as apparent in occupational
health as it is in other areas of nursing, only
because we are such a small portion — perhaps
somewhere between one-fifth and one-tenth —
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of the total nursing population.”
The current situation has significantly affected

the hiring practices at occupation health clinics,
and placed upward pressure on salaries, note
observers.

“Instead of using registered nurses, we’re
going to LVNs [licensed vocational nurses] 
and LPNs [licensed practical nurses],” says
Rolshoven. “Some clients have gone to using
paramedics, so we’re moving down the ladder, 
so to speak, as to the educational background 
of people. 

Paying for quality

“In the long run, I assume it’s cheaper for them
to do that, since we pay LVNs about 75% of what
we pay RNs, but I don’t know that the quality of
care is quite the same. I don’t think that someone
with four to six months’ training as a medical
assistant can provide the same quality of care as
someone with two to four years of nursing edu-
cation; it’s a totally different knowledge base,”
she says.

“One of the things companies are doing now is
hiring EMTs and paramedical people,” Lepping
adds. “Certainly from an occupational health
nursing standpoint, these people are not equally
prepared to provide the same quality of care or
breadth of service.”

Some ED nurses are interested in picking up
additional time, she notes, and will do weekend
or evening occupational health work, but that
resource will dry up soon because the medical
centers will ask them to do the same thing. “We’re
all going after the same resources, which will also
drive up salaries,” she predicts.

Salaries already are on the rise, says Janie
Blackman, vice president of Park Med Occupa-
tional Health in Knoxville, TN. Park Med has two
lines of occupational health services. The com-
pany provides nurses at construction sites and in
business and industry, and it also operates an
occupational health medical call center that is
staffed by registered nurses around the clock.
Park Med also owns several walk-in clinics that
combine occupational health and general health
services.

“Nurses are getting harder to find, and they
are demanding more money,” Blackman says. “If
I have a contract with a company to provide on-
site nursing, I am limited by that contract as to
how much I can pay the nurses. If I have a 10%
profit built in and have to pay a nurse 20% more

than I projected, I not only do not break even,
but I go in the hole. And, basically, that’s my
problem.”

From her perspective, she has things tougher
than managers of hospital-based clinics. “They
are not affected to the same extent we are,” she
asserts. “They have a larger pool of nurses who
want ‘off’ the floor. In fact, some nurses might
even be willing to take a cut in pay just to get off
the floor!”

“I went through [a nursing shortage] in the
’70s, and salaries did go up,” recalls DiBenedetto,
“But what happened was they got rid of ancillar-
ies like nurses aides. For every two hands that dis-
appeared, we only had one left. But the demand
for quality in health care demands a better quali-
fied individual, so you have a Catch-22. Salaries
will go up.” 

What’s also a growing trend, and perhaps of
greater concern, is the limited ability of nurses to
make changes in their job tasks.” This is causing a
lot of dissatisfaction and burnout,” DiBenedetto
notes. 

“The biggest issue is that we’ve moved to 12-
hour shifts when nurses were plentiful, but there’s
a decrease in patient continuity and lack of morale
because we’re finding perceived patient safety
issues. Stress levels are high; absenteeism is high,”
she says.

Solutions, anyone?

So, what’s to be done? Are there any short-
term solutions to the problem? And if not, how
can we help the nurses who remain on the job?

“We can help mitigate these effects,” suggests
DiBenedetto. “For one thing, we have to have
employee health services available to nurses, or
programs from an occupational health and well-
ness perspective that screen for changes in behav-
ior and effects of high stress levels. We should
also have [employee assistance programs] avail-
able; they can be our best friend in terms manag-
ing employee health and safety.”

Unfortunately, she says, the penetration rate
of such programs in hospitals is just 2% to 3%.
“There is a severe curtailing of access to emo-
tional health benefits,” she says.

To directly address the shortage in California,
“We are trying to use some mentoring programs,”
says Rolshoven. “Our association is trying to
reach out to student nurses throughout the state,
to try to educate them about the field of occupa-
tional health. 
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“There are a couple of certificate programs in
occupational health we refer people to frequently.
UCI [University of California-Irvine] and UCSD
[San Diego] are very helpful in getting the basic
information. There also are programs for nurse
practitioners at UCLA [Los Angeles] and UCSF
[San Francisco],” she continues, “But that’s a step
above the RN. They will get higher salaries, as
they can write prescriptions, do physical exams,
and work independently.”

“In the past, we have had a mentorship program
with a local university,” says Lepping. “Nurses
who had gone back for their BSNs would be part of
our program for a semester. This was an opportu-
nity to groom people to use on call or hire in as
part- or full-time employees, but with fewer people
coming into the school of nursing we have fewer
people to draw from.

“One of the things we’ve thought about doing
was offering mentorships within our own pro-
gram if nurses outside the nursing school envi-
ronment were interested in it,” she continues.
“But so far, we’ve not had the need to do that.”

“The key for occupational medicine clinics is 
to hire non-RNs and train them for other tasks,”
offers Bill Patterson, MD, MPH, FACOEM, chair of
the medical policy board at OH+R in Wilmington,
MA. 

“Often, the most valuable person is an respira-
tory therapist, who can then be trained to do pul-
monary function tests, audios, phlebotomy, drug
and alcohol testing and collection, and other rou-
tine tasks. Cross-training is a key in the efficient
management of an oc med clinic.”

Patterson adds that his organization is finding
that “[certified occupational health nurses] are
best at on-site activities, where their broader
knowledge of the principles of occupational
health, prevention, public health, and ability to
work independently are valuable assets.”

Will the solutions work?

To combat the financial crunch, Blackman says
she’s gone back to some of her long-term contrac-
tors to try to renegotiate fees. “We try to make
them see that financially we can’t continue like
this,” she says. “No. 2, we’re trying to point out
to nurses the benefits of working with us, even
though it may be at a lower rate of pay. But that’s
tough; one nurse, for example, was making $19
[an hour] with us, while a hospital could hire her
at $28 an hour. I can’t compete with that.”

The experts are not particularly sanguine

about the prospects of overcoming these prob-
lems anytime soon. “We may be able to satisfy
some of the needs through EMTs, and we see
some of the acute care organizations looking to
foreign-trained nurses as a short-term solution,”
says Lepping. “But that’s not an immediate
answer for us, because our nurses need to have a
very good command of the language. Many
actually work as employee advocates, and they
need to be aware of the benefits program. The
learning curve will be greater than it would from
an acute care standpoint.”

More job options available to women

“I don’t know if there’s an immediate answer
to the problem,” says Rolshoven. “Women have
so many options now compared to when I went
into nursing 20 to 25 years ago. They can do bed-
side nursing, but they don’t have to. Even with
the numbers of nurses available, there are never
going to be enough because of all the other career
options. You can bring in all the foreign nurses
you want and not make up the difference.”

Rolshoven points out that as employers, occu-
pational health clinics are a breed apart. “[Hiring
foreign nurses] may be alright in the hospital 
setting, but those nurses don’t know any of the
workers’ comp or safety issues. Occupational
health will not be seeing relief coming from that
area,” she asserts.

“I would say that in terms of our employers, if
we can do something in our profession to help
employers recognize the broader value in occupa-
tional health nurses, they may see some more
wisdom in hiring them,” says Lepping, offering
one note of optimism.

But Blackman puts the whole situation into per-
spective. “I’m an old nurse; I’ve been in the profes-
sion for 25 years, and it has cycled before,” she
says. “Over the years, we have had an overabun-
dance of nurses, and then a shortage. But this time,
they’re really getting into trouble because of the
aging population; we’ve never had to contend
with that before. 

“Then there are other issues: Why should I go
to nursing school, spend four years working at
one of the hardest curricula around, and make
$32,000, when I could spend the same amount of
money and brainpower to become an engineer
and make $50,000 or $60,000? Women have
options now. The nursing profession may be
starting to catch up in terms of pay, but it will be
a while before it totally catches up.”
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[For more information, contact:
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14140 Ventura Blvd., Suite 250, Sherman Oaks, CA
91423. Telephone: (818) 377-6990. E-mail: rachelle.
rolshoven@yoh.com.

• Janie Blackman, Park Med Occupational
Health, 431 Park Village Drive, Suite C, Knoxville,
TN 37923. Telephone: (800) 818-2648.

• Deborah V. DiBenedetto, President, American
Association of Occupational Health Nurses Inc., 2920
Brandywine Road, Suite 100, Atlanta, GA 30341.
Telephone: (770) 455-7757. Fax: (770) 455-7271. Web:
www.aaohn.org.

• Ginny Lepping, RN, MBA, COHNS, Executive
Vice President, Providence Occupational Health
Services, 2103 Iowa St., Suite D, Granite City, IL
62040. Telephone: (618) 798-3517.

• Bill Patterson, MD, MPH, FACOEM, OH+R,
66B Concord St., Wilmington, MA 01887. Telephone:
(978) 657-3826.] ■

AHA confirms 
nursing shortage

Anew poll by the Washington, DC-based
American Hospital Association (AHA) con-

firms what many health care professionals already
knew: The health care work force shortage is a
growing problem for hospitals across the country,
and the nursing shortage accounts for the lion’s
share of that shortfall.

The survey of more than 700 hospitals found:
• Hospitals have up to 168,000 open positions;

126,000 of those positions are for registered
nurses.

• The work force shortage is getting worse and
is affecting access to care.

• Both urban and rural hospitals are feeling the
effects of the staff shortages, although in general,
rural hospitals have a larger percentage of open
positions.

• A breakdown of hospital vacancy rates
shows the following: 

— pharmacists, 21%; 
— radiological technologists, 18%;
— laboratory technologists, 12%;
— registered nurses, 11%.
“What this new survey shows is the astound-

ing shortfall of workers that hospitals are already
coping with today across the health care field,”
says Dick Davidson, AHA president. “America

needs up to 126,000 nurses now. We need imme-
diate action to help alleviate this situation.”

Davidson notes that Congress has already held
three hearings this year on the future nursing
shortage.  ■

Publication paints 
a bleak picture

Unlike the current nursing shortage, the future
nursing shortage — demographic in nature

— will be driven by a reduction in the aging
work force and fewer younger nurses replacing
those who retire. At the same time, the demand
for nurses will increase substantially as both the
total population increases and the baby-boom
generation reaches age 65, using more health care
resources.

That’s the bleak picture painted by a publica-
tion issued recently by the American Organization
of Nurse Executives (AONE), a Washington, 
DC-based subsidiary of the American Hospital
Association.

But the publication, Perspective on the Nursing
Shortage: A Blueprint for Action, does more than
just portray a stark reality: It offers a framework
for concrete solutions.

“We believe that it is critical for all levels of the
public and private sectors to focus immediately
on this future nursing shortage,” says Louis L.
Kercher, DNSc, RN, AONE president. “If we do
not begin to address these issues at their root
causes, then the nursing profession will continue
toward a shortage of unmatched proportions.”

Here are some of AONE’s recommendations:
• Establish ongoing collaborative partnerships

between educators, employers, and regulatory
bodies that monitor and implement responses to
changing demand for nursing services;

• Advocate for increased state and federal
support of nursing education programs, partner-
ships with employers to provide clinical training,
and tuition assistance for students;

• Cultivate work environments that improve
work-life quality and support the changing
demands of an older work force;

• Convene a forum for discussion and men-
toring of new graduates with organizational
leaders to enhance sensitivity to the demands 
of their respective roles;

• Improve data collection efforts to evaluate
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patient care outcomes as they are related to deliv-
ery models and staffing patterns;

• Maximize the use of technology to increase
the efficiency of nursing personnel;

• Provide incentives and access to degree-
granting education in order to retain maturing
staff and ensure an adequate pool of nurses to
move into education, management and commu-
nity-based, advanced practice roles.

[Copies of the Perspective on the Nursing
Shortage: A Blueprint for Action, (item #154195)
are available for $45 for AONE members and $80 for
nonmembers from AHA Order Services at (800)
AHA-2626. World Wide Web: www.ahaonlinestore.
com.] ■

Job insecurity can have an
impact on worker safety

Ever since downsizing became a reality in cor-
porate America, researchers have spent a

great deal of time studying job insecurity and its
effects on job satisfaction, employee turnover,
and employee health. It wasn’t until recently,
however, that anyone took a look at the relation-
ship between job insecurity and employee safety.

Now that’s changed, with the publication of a
recent study in the Journal of Occupational Health
Psychology.1

The researchers examined 237 employees in
two food-processing plants, assessing attitudinal
outcomes such as job satisfaction, employee
knowledge regarding appropriate safety behav-
iors, and employee motivation to comply with
organizational safety policies, in conjunction with
self-reported safety violations, on-the-job acci-
dents and workplace injuries.

In one plant, an entire shift had been laid off,
and focus-group interviews showed employees
expected the plant to be entirely phased out. In
the other, the swing shift was being eliminated in
favor of a night shift, and employees who could
not make the change were expected to lose their
jobs. Overall plant production was expected to
remain the same in both facilities, however.

The workers first responded to survey instru-
ments immediately after the shift changes and
layoffs were announced, and then again six
months later. The results were disconcerting for
professionals concerned with employee safety. 

“This study produced important initial evi-
dence that job security is related to meaningful
safety outcome measures, such as safety knowl-
edge, safety motivation, and to a lesser degree, by
safety knowledge and compliance,”1 the authors
write.

A direct relationship

“The thing that really struck me the most was
the relationship between being dissatisfied with
your job security and how that affected your lev-
els of safety policy knowledge — and your moti-
vation to comply,” notes Tahira M. Probst, PhD,
assistant professor of psychology at Washington
State University in Vancouver, and the study’s
lead author. 

“That was the biggest contribution of this
study — showing the direct relationship.” This
study, she notes, was the first to link together 
perceptions of security and these outcomes. 

Probst built upon several theories that had
been advanced in earlier research, including the
following:

• Employees tend to focus their attention on
performance rather than on safety during times
of stress.

• Employees perceive that safety is subordi-
nated to the demands of production.

• Unsafe behavior may actually be perceived
to be rewarding if it allows the employee to per-
form work tasks more quickly.

This has particular significance for managers 
of occupational health clinics — as well as for
employers, says Probst, noting that employees
have a finite amount of “cognitive resources”
available to them at any given time. 

This may make it difficult, if not impossible,
for workers to pay attention to quality when their
attention is so strongly focused on how much
they produce. “Many of the employees we talked
with said they were taking shortcuts just to keep
production numbers up,” recalls Probst. “The
emphasis was on doing just as much with fewer
resources.”

This harsh reality calls for a two-pronged
approach for occupational health professionals,
Probst suggests. 

“When dealing with employees, they must be
made aware that your job shouldn’t put your
health and safety at risk. They need to know that
if they’re insecure about their jobs, their mind
may be elsewhere -– like thinking about produc-
tivity. They need to be equally concerned about
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safety and health, and to not underestimate the
impact of job insecurity.”

The best place to start focusing on this issue
may be before workers start the job — during the
training process — suggests Probst. 

“One of the things I have taken away from this
study is that it implies organizations have to con-
sider the effects job insecurity may have,” she
observes. “Often companies have incentives for
being good producers, but if you look at their
safety programs you will most likely see that the
only ‘recognition’ they receive is a disincentive,
such as a citation or a letter in their files when
they do something wrong. 

“In my mind, if people are insecure about their
jobs, companies need to provide rewards for
employees to comply with the safety policy. They
also need to think strongly about the message
they send to workers about how vital safety is.
Otherwise, all the employee will be worried about
is what he can do to convince his employer to
keep him on the job.”

Letting employees know they’re valued

It’s not that organizations don’t care about
employee safety, says Probst: they just need 
to communicate that value more effectively.
“Employees can’t perceive that management 
is just paying lip service to safety,” she asserts.
“Companies must be concerned about the mes-
sage they are sending employees.”

To demonstrate that commitment to safety,
Probst suggests the introduction of incentives.
“Basically, companies should offer the same kinds
of incentives they use to increase production.” 

“Make safety considerations an integral part of
whether an employee gets a raise or a promotion,
as important as whether or not they show up on
time. Companies could offer an ‘Employee-of-
the-Month safety award,’ for example,” she says.

What’s important, she emphasizes, is a clear,
consistent message — through in-house market-
ing vehicles, signs, and posters in prominent
places. “Does the company have supervisors
walking around and patting people on the back
when they exhibit proper safety practices, or 
do they just let them know when they’re out of
line?” Probst posits.

[For more information, contact: 
• Tahira M. Probst, Department of Psychology,

14204 N.E. Salmon Creek Ave., Vancouver, WA
98686. Telephone: (360) 546-9746. E-mail: probst@
vancouver.wsu.edu.]
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FMLA taking its toll 
on ‘oc-med’ nurses

As if dealing with an unprecedented nursing
shortage weren’t enough, occupational

health nurses have an additional — and no less
heavy — burden to bear: the Family Medical
Leave Act (FMLA). (For more on the nursing
shortage, see cover story.)

According to executives at CORE Inc., an
Irvine, CA-based national provider of employee
absence management services, the considerable
administrative responsibility FMLA calls for has
fallen to occupational medicine nurses by default.

“The FMLA doesn’t have its own specific in-
house structure within the hospital, like you do
with risk management,” explains Becky Auerbach,
CORE’s vice president of research. 

“The responsibility often falls on the shoulders
of oc-med nurses, who do not necessarily have
the requisite expertise,” she says. “The FMLA
needs a full-blown department, but no one has
been able to demonstrate its impact on the orga-
nization, which would raise it to the level of
human resources or risk management.”

It’s not that industry organizations haven’t
taken notice. Auerbach has attended the last two
conferences of the American Association of
Occupational Health Nurses, which included ses-
sions on the FMLA. “The first year [the organiza-
tion] held a half-day session, and this year it was
a full day,” she notes. “The focus was on produc-
tivity; people seem to be at their wits’ end.”

They have good reason for concern, based on
CORE’s most recent survey of 400,000 FMLA
absence records collected since CORE launched
its own FMLA product in 1995. 

Here are some of the key findings:
• Employers can expect to add the equivalent

of one full-time employee to administer FMLA
absences for every 3,500 to 5,000 employees.

• 30% of the intermittent FMLA leaves studied
were for absences of less than eight hours, adding
to the administrative burden on employers, and
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those administering the program.
• FMLA utilization ranges from 30 to 40 work-

days per year for every 100 active employees.
• Employers can expect to spend $50 to $170

per employee per year due to the FMLA.
• Employers who do not track FMLA absences

correctly with paid disability leave (which counts
against FMLA days) may experience 50% more
FMLA days.

These administrative burdens can truly be
onerous, says Auerbach. “Let’s say an employee
is out with migraine headaches, and she is absent
six times a month, for three hours each day,” she
posits. “The employer — read: occupational
health nurse — has to do the paperwork that
many times; that’s six hits of administration.
Also, you have to figure out how to cover three
hours of somebody’s time. 

Buried under the paperwork

“Occupational medicine nurses are handing
out the paperwork; they are responsible for file
drawers of all the various pieces of administra-
tion, filing, certification, and so on,” she adds.

What’s worse, failure to administer the pro-
gram properly can leave the company open to an
employee lawsuit, or to an audit and fines by the
Department of Labor. “The scary part is it’s not
being done consistently, but because it’s a federal
law, it should be,” says Auerbach. “The nurses
are just trying their best to keep their heads
above water.”

Then there’s another twist: Although there is a
federal FMLA, approximately 20 states have their
own family leave laws, which in some cases are
more generous — and thus supercede — the fed-
eral law. “In California, for example, on top of the
12 weeks the federal FMLA gives you for preg-
nancy, you have 12 additional weeks for bonding
time,” she explains. “Employees are beginning to
figure out how to maximize their time off using
both laws.”

What’s worse, employees also can take off
more time than they’re entitled to, if the individ-
ual administrating the program has not read the
fine print.

“Time off from work for workers’ comp or
short-term disability count against FMLA time,
explains Jim Franklin, CORE’s vice president of
strategic partnerships. “So, if you have 12 weeks
of FMLA time and you are out for nine weeks for
workers’ comp, you only have three weeks left.
However, if the employer does not calculate this

correctly, the employee can literally take another
12 weeks.” 

In short, many employees may understand the
loopholes of the FMLA better than their employ-
ers. That is certainly true of some unions, notes
Auerbach. “FMLA leave is protected leave; it was
not intended to cover casual absence, just serious
illness,” she notes. “But the definition of ‘serious
medical condition’ can be interpreted very loosely,
and unionized populations have figured out how
to characterize it to their benefit.”

Productivity costs are great

In addition to the considerable administrative
challenges, the FMLA has taken a toll in produc-
tivity as well. “We can demonstrate significant
productivity loss due to FML absences,” says
Auerbach. “Even though it’s unpaid leave, you
have the ramifications of people not being at
work; a lost day is a lost day. You pay indirectly
for their overhead, their benefits, and for some-
one to replace them — often at a higher rate of
pay, either through a temp or overtime.”

This, in turn, puts more stress on employees,
which can heighten the risk of physical or emo-
tional health problems. “You’ve got more stress,
certainly from the perspective of more overtime
— sometimes whether the employee likes it or
not, like having to work extra workdays or week-
ends,” notes Franklin. 

“Also, you have more stress on management.
This message came out loud and clear on Capitol
Hill [where CORE recently hosted a visit by staff
from the Committee on Education and Workforce
of the U.S. House of Representatives and the
national FMLA Technical Corrections Coalition,
to discuss the impact of FMLA on employers].
Basically, you have eliminated the employer’s
ability to incentivize employees’ coming to work
through an attendance program,” he says. 

You can’t count FML time as time off, Franklin
explains. “If you give an attendance award, the
winners could be people with perfect attendance
records, or they would be workers who had actu-
ally been out of work for 12 weeks.”

For those occupational health professionals
overwhelmed by the ins and outs of the FMLA,
there are resources available, and more on the
way. “We currently do FML administration for six
companies, which represents about 150,000 cov-
ered lives,” says Franklin. 

“Later this year we will introduce a web-
enabled FML administration product that will
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help employers and employees initiate the
absence and get their certification correctly
administered.”

At present, Franklin notes, a large number of
employers don’t even know about the FMLA.
“When they don’t, it’s incumbent on them to do
something about it — or they’ll be at much higher
liability,” he warns. 

“They need to understand that the FMLA is
here, and that it’s not a benefit; it’s a law. If you
are audited by the [Department of Labor], you
have to show you have a plan in place to admin-
ister that law, or you will be subject to fines or
grievance awards to employees,” Franklin adds.

[For more information, contact: 
• CORE Inc., 18881 Von Karman Ave., Suite

1750, Irvine, CA 92612. Telephone: (800) 258-CORE.
World Wide Web: www.coreinc.com.]  ■

Mercury fillings pose
health threat to workers

While literally millions of us are walking
around with mercury amalgam fillings in

our mouths, most of us are unaware they could
pose a serious health threat.

But Mark Breiner, DDS, a practicing dentist in
Orange, CT, is trying to change all that, and he
wants occupational health professionals to sit up
and take notice.

“The mercury in your employees’ mouths can
affect their day-to-day activities, how well they can
concentrate at work, and how well they can per-
form and get job the done,” says Breiner. “Millions
of people have these fillings; there could be even
200 million Americans who have at least one mer-
cury filling.”

There have been numerous studies showing
that mercury causes increased incidences of
depression, and affects memory and concentra-
tion, notes Breiner, who spells out his concerns in
his book, Whole-Body Dentistry.1 (See suggested
reading list, above right.)

“People can’t think as clearly; they tend to be
depressed and have mood swings. It clearly
affects how they work,” Breiner emphasizes. But
while mercury has been linked to diseases as dra-
matic as Alzheimer’s, not all of its effects are so
readily apparent. 

“Anybody who has an amalgam filling is going
to have a negative impact at some point,” he
explains. “They may not be at the point where they
manifest symptoms overtly; the effects may be at
the cellular level. We have great compensatory
mechanisms and redundancies built in; our bodies
can put up with a certain amount of insult.”

Mercury fillings have been the subject of con-
troversy for years, Breiner notes in his book.
When the process was first introduced in the
United States in 1833, many dentists were con-
cerned such a highly toxic substance was being
introduced into patients’ mouths; in Germany, it
was dubbed “Quacksilber,” a play on the word
“Quicksilver,” often used to describe mercury.
Proponents insisted it was safe, however, because
it was stabilized in the amalgam compound.

Controversy erupted again in the 1930s when a
German physician showed that mercury escaped
from fillings in the form of dangerous vapor.
Interestingly, notes Breiner, while the U.S. Food
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and Drug Administration (FDA) approved mer-
cury and alloy powder for dental use, the amal-
gam mixture never has been approved as a dental
device.

In 1986, when the third controversy arose, the
American Dental Association (ADA) in Chicago
conceded that mercury vapor does escape from
an amalgam filling, but still insisted that mercury
in the mouth is safe.

“But mercury in the mouth is not safe,” writes
Breiner. “Mercury is unquestionably a toxic sub-
stance, and it does indeed escape from amalgam
fillings, continuously vaporizing in amounts that
are frequently in the hazardous range.”

Breiner notes that a four-foot fluorescent bulb,
which should be disposed of as hazardous waste,
has approximately 22 mg of mercury, while the
average dental amalgam filling contains about
1,000 mg of mercury.

Why does the ADA continue to support mer-
cury fillings? “I really don’t know,” says Breiner.
“In my opinion, they’ve lied for so long [that]
they can’t retreat any longer. But lawsuits are
going to eventually surface that will make the
tobacco issue look like kid’s play. Among health
care professionals, dentists have the highest sui-
cide rate, and that’s due to exposure to mercury
vapor.”

Difficult to recognize

Unfortunately, there aren’t two or three key
signs and symptoms that would indicate to an
occupational health professional that a worker
might be suffering from mercury poisoning.
However, says Breiner, when many are seen in
combination, this should arouse suspicion. Early
symptoms include:

• fatigue;
• headache;
• forgetfulness;
• inability to concentrate;
• apathy;
• depression;
• outbursts of anger;
• decline of intellect.
Later problems can include:
• numbness and tingling of hands, feet, 

and lips;
• muscle weakness progressing to paralysis;
• dim or restricted vision;
• hearing difficulty;
• speech disorders;
• loss of memory;

• lack of coordination;
• emotional instability;
• dermatitis;
• renal damage;
• general central nervous system dysfunction.
“Mercury can cause almost all of these symp-

toms,” says Breiner. “I have a health form that
lists most of them, and very often we will see
patients who have a multiplicity of symptoms.
When several of them are checked off, especially
symptoms that are irritating but do not overtly
compromise quality of life, you have a pretty
good clue.”

Breiner warns, however, that health care pro-
fessionals should not wait until more dire symp-
toms appear. “My personal opinion is that no one
should have mercury in their mouths,” he says.

There is a technique for removal of mercury fill-
ings, says Breiner, but this must be approached
with great care. “You don’t want to injudiciously
remove the fillings, because that might make the
worker sick [from vapor exposure]. There are spe-
cific things that must be done prior to, during, and
post-removal.” 

It’s important, therefore, to conduct careful
research to find dental professionals who are certi-
fied to perform such removal. One resource is the
International Academy of Oral Medicine and
Toxicology in Orlando, FL, (www.iaomt.org) a cer-
tifying organization.

When mercury fillings are removed, they can
be replaced with superior materials such as plas-
tic glass, used in a process commonly known as
“bonding.” This material actually strengthens the
tooth, says Breiner, while amalgam weakens it.
“Ideally, blood testing should be done for com-
patibility, to find which materials are least offen-
sive to your immune system,” he advises.

The bottom line, says Breiner, is that employ-
ees should think twice about the mercury in their
mouths. “Mercury is the most toxic natural sub-
stance known to man, next to plutonium,” notes
Breiner. “Why would anyone willingly keep poi-
son in their mouth?”

[For more information, contact: 
• Mark A. Breiner, DDS, 325 Post Road, Suite

3A, Orange, CT 06477. Telephone: (203) 799-6353.
Fax: (203) 795-2749.]
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OHR offering electronic
workers’ comp billing

In a move that will enable it to offer electronic
billing services for clients involved with work-

ers’ compensation, Skowhegan, ME-based
Occupational Health Research (OHR), a leading
provider of software and services for occupa-
tional medicine professionals, has entered into 
a long-term agreement with eStellarNet Inc. of
Concord, CA.

eStellarNet provides the property and casualty
industry’s transaction hub for medical transac-
tion processing. This hub will now enable com-
prehensive payer connectivity services to 500
occupational health facilities currently using
OHR’s SYSTOC software, serving more than
150,000 corporations in 46 states. There are two
versions of SYSTOC currently in the field, notes
Ken Martin, vice president of customer solutions
for OHR. The 6.x version, which operates in a
DOS environment, is used by 65% of OHR’s
clients and is the version that is currently com-
patible with eStellarNet. It is anticipated that
compatibility with the Windows version will be
achieved later this year.

“We’ve had clients asking for this type of tech-
nology for a long time,” says Martin. “There have
been ongoing problems with billing.

“If you come out of the hospital environment
as an end-user, you’ve been able to do electronic
billing to Medicaid and Medicare for years. In
fact, Medicare has announced that soon it won’t
accept paper at all. The problem is that the work-
ers’ comp insurance payer typically requires
more documentation about claims than Medicare
does, for example, about an urgent care claim.
They want to know if the employee is able to do
work, to perform light duty, if the diagnosis is
related to the accident, when they might be able
to come back to work, and so on.”

A logical fit

The OHR/eStellarNet partnership makes
sense, Martin notes, because both organizations
are specialized. “The beauty of SYSTOC is that it
is designed for the occupational health clinics,”
he notes. “The problem has been that electronic
claims submissions have not been designed to
handle workers’ comp claims. But eStellarNet
serves the same niche we do; it is designed for

workers’ comp electronic claims.”
Sophisticated workers’ comp billers know that

if they want to keep their AR (accounts receiv-
able) down when they send out their billing, it’s
critical to make sure the progress note goes with
it. “What you generally find, however, is that half
of the occupational health clinics don’t do this, or
they don’t even have transcribed notes; they have
hand-written notes,” says Martin.

The transaction hub electronically “clips” all the
required attachments to the bills and batch-delivers
them within 24 hours. “That is huge,” Martin
asserts. “What is being clipped on is the medical
record that will ensure the bill will be paid.”

The way the new system works is through
what Martin describes as a “two-way data
dump.” 

The day-to-day SYSTOC customers don’t
really do anything very different; they enter their
workers’ comp bill, which has payer IDs in the

August 2001 / OCCUPATIONAL HEALTH MANAGEMENT ™ 95

Occupational Health Management™ (ISSN# 1082-5339) is published monthly
by American Health Consultants®, 3525 Piedmont Road, Building Six, Piedmont
Center, Suite 400, Atlanta, GA 30305. Telephone: (404) 262-7436. Periodical
postage paid at Atlanta, GA 30304. POSTMASTER: Send address changes to
Occupational Health Management™, P.O. Box 740059, Atlanta, GA 30374.

Opinions expressed are not necessarily those of this publication. Mention of
products or services does not constitute endorsement. Clinical, legal, tax, and
other comments are offered for general guidance only; professional counsel
should be sought for specific situations.
Editor: Steve Lewis.
Vice President/Group Publisher: Brenda Mooney, (404) 262-5403,

(brenda.mooney@ahcpub.com).
Editorial Group Head: Leslie Coplin, (404) 262-5534,

(leslie.coplin@ahcpub.com).
Managing Editor: Kevin New, (404) 262-5467, (kevin.new@ahcpub.com).
Senior Production Editor: Ann Duncan.
Copyright © 2001 by American Health Consultants®. Occupational Health
Management™ is a trademark of American Health Consultants®. The trademark
Occupational Health Management™ is used herein under license. All rights
reserved.

Editorial Questions
For questions or comments, call 
Kevin New at (404) 262-5467.

Subscriber Information
Customer Service: (800) 688-2421 or fax (800) 284-3291, 
(customerservice@ahcpub.com). Hours: 8:30-6 M-Th; 8:30-
4:30 F.
Subscription rates: U.S.A., one year (12 issues), $435. Outside U.S., add $30
per year, total prepaid in U.S. funds. One to nine additional copies, $348 per
year; 10 to 20 additional copies, $261 per year. For more than 20 copies, call
customer service for special arrangements. Missing issues will be fulfilled by
customer service free of charge when contacted within one month of the miss-
ing issue date. Back issues, when available, are $73 each. (GST registration
number R128870672.)

Photocopying: No part of this newsletter may be reproduced in any form 
or incorporated into any information retrieval system without the written
permission of the copyright owner. For reprint permission, please contact
American Health Consultants®. Address: P.O. Box 740056, Atlanta, GA
30374. Telephone: (800) 688-2421. Fax: (800) 755-3151. World Wide Web:
http://www.ahcpub.com.



system that indicate the use of electronic claims.
“However, often when they drop the bills SYS-

TOC has all the billing information, the medical
transcription as well as work restriction informa-
tion, and a host of other things,” Martin explains.
“Whenever the clients drop their bills, the work-
ers’ comp bills kick out and the paper claims kick
out behind them; then, they are collated and
mailed out in paper form. But eStellarNet will do
the same thing on the computer screen. You just
press the ‘process bill’ button; it drops out an
electronic copy of all that information, and it is
sent to eStellarNet. [The company] lets you know
within 24 hours if there are any critical omissions,
so you can fix and resubmit the claim. We also
can set up a direct deposit into their account.”

Be careful what you send

Because everything that is sent electronically
will be seen by the insurance carrier, users must
be careful about what they include in their claims
submissions, Martin advises. “There’s a mindset
that says insurance carriers should not be privy
to all of this information, and that’s true to some
degree,” he concedes. “Clinics need to be con-
scious of the fact that workers’ comp insurance
carriers really only should be privy to informa-
tion pertinent to that claim. If a worker got a
nosebleed because he was hit by a ‘2 x 4’ and he
happens to be a diabetic, the two are not related
and the information about the diabetes is not per-
tinent to the claim. Doctors and medical man-
agers need to be careful not enter nonpertinent
information in places where SYSTOC will auto-
matically attach it to the bill. Some users don’t
want to deal with this, and say they will only
give the payer the information as they ask for it;
the price they pay is that their AR will take
longer.”

And that is the key benefit of electronic work-
ers’ comp bill paying. “It’s not so much that it
will reduce administrative costs,” notes Martin. 

“But it clearly will reduce administrative
headaches. If you’ve ever walked into a clinic
that sees between 50 to 100 patients a day on the
day they drop their bills, it’s a nightmare. They
have stacks of paper everywhere that they have
to collate. Through eStellarNet, you are basically
saving headaches and improving efficiency.”

[For more information, contact: 
• Ken Martin, OHR, P.O. Box 900, Skowhegan,

ME 04976. Telephone: (800) 444-8432.] ■
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NEEDLE SAFETY MANDATE:
What you must know before OSHA inspectors come calling

A teleconference for managers and frontline workers

Educate your entire staff at one low cost —
 including CE!

Wednesday, August 29, 2001 at 2:30 p.m. EST
Presented by OSHA experts 

Cynthia Fine, RN, MSN and Katherine West, BSN, MSEd, CIC
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Anew federal law threatens hospitals and outpatient surgery cen-
ters with citations and fines unless needle safety devices such as

retractable or self-sheathing needles are being regularly evaluated.
Further, this law mandates that frontline health care workers be
involved in the evaluation and selection of needle safety devices. 

The new national regulations are closely modeled on earlier pas-
sage of a state OSHA law in California. Lessons learned from

actual Cal-OSHA inspections in California will be revealed including
how OSHA has been enforcing the regulations there and what to
expect during an inspection. Additionally, you will learn what recent
changes on the national level mean for your hospital. Our experts will
bring the right combination of recent real-world experience and time-
honored OSHA compliance tips to make this program a must to meet
the new national mandate for needle safety.

You may invite as many participants as you wish to listen to Needle
Safety Mandate: What you must know before OSHA inspectors
come calling.  Each listener will have the opportunity to earn 1 nurs-
ing contact hour.  CE is absolutely FREE for the first 20 participants
at each facility. A processing fee of $5 will be charged for each par-
ticipant after the first 20 receiving CE.  There is no additional fee for
participants who do not receive continuing education.

Accreditation Statement
American Health Consultants is accredited as a provider of continuing
education in nursing by the American Nurses Credentialing Center's
Commission on Accreditation.  Provider approved by the California
Board of Registered Nursing, Provider Number CEP 10864, for approxi-
mately 1 contact hour.

CALL (800) 688-2421 TO REGISTER TODAY!
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Register today for this informative teleconference and 
educate your entire staff for one low fee so that you
can avoid citations and costly fines. Plus, earn CE!


