
OSHA takes center stage 
in anthrax war by putting
risks in perspective
Matrix helps assess chance of worksite contamination

In the continuing saga of “the problem that won’t
quite go away,” the Occupational Safety and
Health Administration (OSHA) in Washington,

DC, has stepped forward with a new tool for help-
ing occupational health professionals assess the risk
of anthrax contamination in the workplace.

Called the Anthrax Matrix, in OSHA’s words, it
“guides employers in assessing the risk to their
workers, providing appropriate protective equip-
ment, and specifying safe work practices for low-,
medium-, and high-risk levels in the workplace.”

One of the key goals of the matrix is to put the
risk of contamination into perspective. As U.S.
Labor Secretary Elaine L. Chao pointed out when
announcing the Matrix, there have been only five
deaths and 17 confirmed cases of anthrax infection.
Nevertheless, as this issue went to press, the U.S.
Department of Health and Human Services
announced it would make the anthrax vaccine
available to congressional employees and others
deemed at risk.

The bottom line is folks are still worried. “We
were getting a tremendous number of questions —
not only from the post office or [the Department of]
Justice, but from private employers and employ-
ees,” notes Richard Fairfax, CIH, OSHA’s director
of compliance programs. “Do they need to be wor-
ried? How can they assess their workplace and
determine the level of risk? What precautions
should they be taking? Based on these calls, John
Henshaw, assistant secretary for the Department of
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Labor, decided OSHA needed to come out with
something to answer those questions.”

“The problem is everybody’s so hysterical
about it,” adds Iris Udasin, MD, associate profes-
sor and medical director of environmental and
community medicine at the University of
Medicine and Dentistry of New Jersey Medical
School in Piscataway. “I’m involved with a lot of
post offices, and some people there are burning
their mail, ‘torturing’ their mail. I think the situa-
tion became unsettling because of the people who
acquired anthrax with what I would consider a
minimal amount of exposure, so of course it’s
scary, but by the same token there aren’t that
many people who have the illness.”

Udasin is also pleased to see OSHA take such
a high-profile position in the anthrax war.
“Occupational health people were not involved
early on,” she notes. “We needed to stand up
and be counted. People still look to the [Centers
for Disease Control and Prevention] CDC, which
is fine, but they are not occupational health peo-
ple; it’s good we’re working together.”

Part of OSHA’s rationale for the matrix, says
Fairfax, was to create a single resource after dis-
cussions with other government agencies, such as
the CDC. “We certainly didn’t want to contradict
what had been written before,” he notes, “but we
also wanted to write to a different audience than
the CDC. We wanted it to be in more understand-
able language for a wider range of people.”

Making informed decisions

OSHA’s anthrax matrix, which can be found on
its web site at www.osha.gov, has several compo-
nents, including a section on assessing risk enti-
tled “Making Informed Decisions.” “All of this is
to get people thinking, rather than jumping to
conclusions,” notes Fairfax. “If you get several
‘yes’ answers [to the bulleted points] you should
at least start thinking.” The section includes the
following:

• Current patterns of workplace contamina-
tion with anthrax spores: The anthrax exposures
were confined to the East Coast, notes Fairfax. “If
you are in, say, Bend, OR, you don’t need to be
worried as much.” Mail volume also is a consid-
eration “If you’re in Seattle, for example, then
mail centers in the area may need to have an ele-
vated level of concern.”

• The likelihood of the workplace being a tar-
get for Bacillus anthracis contamination: Clearly
some key post offices, members of the news

14 OCCUPATIONAL HEALTH MANAGEMENT ™ / February 2002

related services under a single ‘umbrella.’ This will
include health strategy, integrated disability manage-
ment, clinical services, wellness, and ROI (return on
investment) & Measurement. Occu-pational health pro-
fessionals at AA believe this new structure will help
them identify the health cost drivers at the airline . . 19

Demonstrating value a must in hard times
It’s always important to be able to show the financial
value of occupational health programs, but when times
are tough, it’s absolutely essential, says Deborah V.
DiBenedetto, president of the American Association of
Occupational Health Nurses and an occupational health
consultant. With occupational health nurses often the
first to go when budgets get tight, the ability to show
the financial benefits of existing programming, or to
demonstrate how new programs can bolster the com-
pany’s bottom line can enhance job security as well as
the organization’s performance . . . . . . . . . . . . . . . . . 20

After Allison: 
Hospital rebounds from storm in a big way
Having your facility flooded and shut down for months
does not at first glance seem the best recipe for occu-
pational health improvement, but that’s exactly what
happened at East Houston (TX) Regional Medical
Center. In the wake of Tropical Storm Allison, the facil-
ity’s industrial medicine department created opportu-
nity out of disaster, instituting new procedures to
improve patient flow through the emergency depart-
ment and enhance its communication platform with
local authorities to better serve injured workers in the
future. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 21

COMING IN FUTURE MONTHS

■ Do work force shortages contribute to violence
against hospital staff?

■ Using technology to tailor health promotion and
disease management programs

■ Strategies for targeting your aging ‘baby boomer’
population

■ Does complementary and alternative medicine
have a place in occupational health?

■ Efforts to recruit and retain more nurses move to
Capitol Hill

Continued from cover page



media and the Senate were targeted, but if you’re
an employer who makes widgets in the middle of
Iowa, you will probably not be targeted, Fairfax
observes.

“Look at the kinds of workplaces that have been
a target, and see if there’s any sort of reason you
could be as well,” he advises. “Do you serve any
of those places? How do you interact? If you’re a
printer for CBS and you send them 1,000 copies of
documents, your risk is probably very low. But if
your job involves going to CBS and picking up
materials then that, in my mind, would say you
should have an elevated level of caution.”

• The proximity of a workplace or worksta-
tion to areas known to be contaminated with
anthrax spores: For example, some of the mail for
the Department of Labor building comes from
the post office’s Brentwood facility, which added
to their level of concern, notes Fairfax.

• The likelihood of the workplace receiving
mail or other items from a contaminated facility.

•Any information provided by law enforce-
ment or public health officials about the work-
place’s risk of receiving contaminated items:
You could be contacted by local authorities about
a potential risk, notes Fairfax. Or, you may open a
letter and have, say, sugar fall out, in which case
you should follow the procedures recommended
by those local authorities.

• The amount of mail your workplace
received: The more mail you receive, especially if
it is received from a variety of areas, the more
likely something picked up from a contaminated
area could come through, says Fairfax. “Some
places get a small amount of mail three days a
week, while others get a truckload every day,” he
observes.

• The type of workplace: For example, a post
office, bulk mail center, or public or private mail-
room where contamination might be possible.

• The potential that workplace operations
and tasks could result in exposure if contami-
nated mail is received: This could include han-
dling mail, working on sorting machines, and so
on, says Fairfax. “Try to get people focused on the
jobs they do, and how they might potentially
come in contact with anthrax,” he advises.

• The use of high-speed mail handling
equipment, or other processes that might
aerosolize anthrax spores: High-speed mail-
handling equipment utilizes rollers to move the
letters along, Fairfax explains. They squeeze the
letters and force the air out, and any spores con-
tained in the letters are aerosolized. “That’s

what killed the postal workers,” he says. 
• Any other information or analysis that

would indicate the workplace might be contam-
inated with anthrax: “Maybe you had a threat
come in by phone,” Fairfax suggests. “Or you
received a misdirected letter intended for a tar-
geted department.”

The Risk Pyramid

Occupational health professionals can use the
answers to the questions posed above to assign a
specific level of risk to their workplace. Those
risk levels, illustrated by a pyramid on the OSHA
web site, are as follows: 

• Red Zone: Workplaces where authorities
have informed you that contamination with
anthrax spores has been confirmed or is strongly
suspected.

• Yellow Zone: Workplaces where contamina-
tion with anthrax spores is possible.

• Green Zone: Workplaces where contamina-
tion with anthrax spores is unlikely.

“Employers should consider the factors listed
above and use their knowledge of their own
workplace, together with information about the
anthrax threat from law enforcement organiza-
tions and public health departments, to deter-
mine the zone that best describes their
workplaces,” OSHA advises.

The pyramid also puts the risk, or lack thereof,
more clearly into perspective. While the pyramid
seems to indicate a fairly healthy representation
of the red and yellow zones, “I would say that
99.999% of the facilities in the country are in the
green zone, and a fraction of one percent are in
the yellow zone,” says Fairfax. “We just couldn’t
draw the red zone like we wanted to.”

“I totally agree with the OSHA people who
indicate that there should be a very small part of
the pyramid to indicate the workplaces that actu-
ally get the problem,” says Udasin. “Yes, we
know the problem exists, and yes, there is cross-
contamination, but even there we’re not sure how
high the risk is. For example, this woman [in
Connecticut] who died of anthrax was 94 with
chronic renal failure,” she asserts.

In addition, notes Fairfax, you can proactively
change your workplace’s risk zone. “Our location
[near the Brentwood facility] initially pushed us
out of the green zone and into the yellow,” he
notes. “But we closed down our mailroom and
irradiated, then tested and checked for anthrax.
We started to get clean mail, so we dropped back
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into the green zone.”
(Conversely, after an employee of a hospital in

New York City died recently of inhalational
anthrax, area hospitals perceived themselves to
be at a higher level of risk and swung into action.
See the related story that follows this article.)
Fairfax emphasizes that what you do with the
pyramid and your self-ranking are in your hands.
“These are voluntary suggestions from OSHA,”
he declares. If you do fall within the yellow zone,
says Fairfax, he advises considering the volun-
tary provision of respirators or gloves. “There is a
link on our site to respirator standards,” he adds.

Use common sense

Clearly, no system — however thorough — can
cover all possible situations. Are there other crite-
ria occupational health professionals might con-
sider as they wrestle with the anthrax issue?

“What OSHA says about making informed
decisions makes sense,” says Udasin. “I was con-
sulting with a company to help reduce their lev-
els of concern. They had been in the World Trade
Center and had to relocate. They received a pack-
age of white powder and went into panic mode.
Somebody had nasal swab testing; she showed
up with positive baccilus, but not anthrax.
Everybody got extremely excited; they want all
kinds of elaborate things done in the mailroom,
but I advised against it. Unless you fit the pat-
tern, or you have a prominent person who’s visit-
ing, you shouldn’t be that worried. If you are a
big, high-profile company that has a major
defense contract, or you’re a very big, important
company, you may fit the bill.” 

Otherwise, she says, common sense should
prevail. “Things like keeping babies out of the
workplace are always a good idea, whether it has
to do with anthrax or not,” she says. “But spend-
ing a fortune to get rid of anthrax when you’re
not in a high-risk situation is just not worth it.” 

Finally, she warns, there’s no way to assure
100% protection. “If you look at mail facilities, it’s
difficult to sterilize the entire mail supply,” she
says. “It’s always a potential worry.”

[For more information, contact:
• Richard Fairfax, CIH, director of compliance

programs, OSHA, Compliance Programs, N3603, 200
Constitution Ave. N.W., Washington, DC 20210.

• Iris Udasin, MD, associate professor and medi-
cal director of the environmental and community
medicine, UMDNJ Medical School, EOHSI Clinical

Center, 170 Frelinghuyesen Road, Piscataway, NJ
08854. Telephone: (732) 445-0123. E-mail: udasin@
eohsi.rutgers.edu.

• Additional OSHA Contact Information:
If you have an emergency: Call (800) 321-OSHA

(6742). TTY: (877) 889-5627. Do not send mail.
If you have workplace safety and health-related

questions: Call (800) 321-OSHA (6742).  ■

NY anthrax death spurs
hospitals into action
Mail handlers use gloves, masks, respirators

Acase of inhalational anthrax that killed a New
York hospital worker and shut down an out-

patient hospital has triggered a new look at just
what preventive actions are necessary to protect
employees from the current bioterrorism threat.

For example, should mailroom workers wear
gloves? What about respirators? Who else might
need protective equipment? Although anthrax is
not spread through person-to-person contact,
public health experts have struggled to under-
stand the distribution of spores.

While clear answers to the anthrax threat
have thus far proved elusive, hospitals have
responded based on perceived risk to minimize
the potential danger of employee exposure
and/or contamination.

Hospitals served by postal facilities that have
been contaminated by anthrax have implemented
special procedures, such as offering gloves and
masks or N95 respirators to mailroom workers.
Occupational health professionals at other hospi-
tals around the country have sought to calm fears.

Jeffrey Koplan, MD, MPH, director of the
Centers for Disease Control and Prevention
(CDC) in Atlanta, deemed the risk of transmis-
sion of anthrax to mail recipients from contami-
nated facilities as “very, very small.”

“The risk isn’t zero as the mail passes through
these facilities,” Koplan said at a press briefing.
“It’s very, very small, but we can’t say it’s zero
because of the contamination that has occurred in
some of the facilities. Yet the risk to individual
recipients, whether it’s in the workplace or at
home, is extremely small.”

Even so, Koplan acknowledged that a higher
level of awareness is warranted. “I’ll admit, I look
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at [mail] with greater scrutiny than I’ve ever
looked at it before,” he said. “If there were some-
thing there that didn’t have a return address, and
it was handwritten, and had any of these [suspi-
cious] characteristics, I sure would call local law
enforcement and wash my hands fast, and get
that thing covered up.”

The CDC is recommending that all personnel
who handle mail wear nonlatex gloves. Those
working near machinery that could aerosolize
particles (such as electronic mail sorters), or those
emptying large bags of mail or hand-sorting mail
could be at risk for inhalation anthrax and should
wear N95 respirators. The U.S. Postal Service
announced it purchased 86 million pairs of gloves
made of vinyl and nitrile and 4 million N95 respi-
rators. (For mail handling dos and don’ts, see
box on p. 18.)

“Certainly, if individuals are in a setting and
they’re concerned, those measures could help
protect them,” says CDC spokesman Tom
Skinner.

In addition, the New York City Health
Department has requested that all health care
providers in the city who are seeing patients
with flu-like illnesses get several pieces of infor-
mation. The checklist includes taking down a
thorough employment history, including
whether the patient handles mail, and asking
about any exposure to suspicious letters or
powders in the last one to two weeks. Hospitals
also are urged to review their policies for han-
dling mail and review employee health and
absenteeism data since Oct. 1, especially among
employees who work in or near the mailroom.
Any staff with suspicious lesions should be
evaluated for testing.

Worker dies of anthrax

A 61-year-old stockroom employee of the
Manhattan Eye, Ear and Throat Hospital died of
severe respiratory symptoms brought on by
inhalation anthrax. The woman, who worked
near the mailroom in the basement of the hospital
and occasionally handled mail, developed chills
and muscle aches on Oct. 25. On Oct. 28, she was
hospitalized with symptoms of severe breathing
difficulty and fluid in her lungs. Despite receiv-
ing a combination therapy of three antibiotics,
she died three days later.

Initial tests of the mailroom and hospital build-
ing did not detect any anthrax spores, and CDC
investigators were unsure where the woman’s

exposure occurred.
Investigators were considering the possibility

that the hospital worker may have been exposed
to cross-contamination from another, undetected
letter.

“It is going to be a painstaking investigation,
tracing back,” says Eric K. Noji, MD, MPH, chief
of the epidemiology, surveillance, and emergency
response branch in CDC’s office of bioterrorism
preparedness and response. “I think what we
have to do is step back and find out her daily
activities for the last 12 days [during the incuba-
tion period for anthrax].”

However, area hospitals already had been on
alert. St. Francis Medical Center in Trenton, NJ, is
served by the Hamilton Township mail-processing
center, where anthrax was found, and the hospital
is serving as an evaluation center for postal 
workers.

“Each of our [mailroom] employees have been
given special education sessions by our safety
officers,” says Carol McAloon, RN, MSN, direc-
tor of critical care. “They have access to N95 res-
pirators and masks if they desire to wear them.
They are not a requirement.”

In fact, most mailroom workers have chosen
not to wear the respirators, though most wear the
gloves. All employees have received additional
education about bioterrorism, she says. That edu-
cation helps allay fears, as does the regular disas-
ter preparedness training conducted by the
hospital, says McAloon.

First, assess your risk

Assessing risk is a critical part of any prepared-
ness, says Susan McLaughlin, MBA, CHSP,
MT(ASCP)SC, a Barrington, IL-based consultant
on health care safety and regulatory compliance.

“[Hospitals] have to look at their area, their cir-
cumstances,” she says. “In Washington, DC,
you’re probably going to look at it differently
than you are in the middle of Iowa.

“In some areas of the country where there have
been incidents of the exposure, [N95 respirators]
might be something they’d want to consider.”

McLaughlin notes that the use of N95 respira-
tors requires fit-testing of employees.

At hospitals in areas that haven’t been affected
by anthrax, employee health professionals are
taking a low-key approach. For example, at
Sewickley (PA) Valley Hospital, the mailroom
clerk has the option of wearing gloves. With cases
isolated in New York, New Jersey, Washington,
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DC, and Florida, she deemed the risk to be low
and chose not to wear gloves, says MaryAnn
Gruden, MSN, CRNP, NP-C, COHN-S/CM,
employee health nurse practitioner.

“[Mailroom employees] know they can do that
if they need to or want to,” she says.

Occupational health professionals are prepared
to change their advice as new information
evolves from the CDC. That sense of flux can be
unsettling, acknowledges Gruden, who is presi-
dent of the Association of Occupational Health
Professionals in Healthcare.

18 OCCUPATIONAL HEALTH MANAGEMENT ™ / February 2002

The Centers for Disease Control and
Prevention in Atlanta offers the following advice
on handling mail:

While it is not possible to eliminate the risk of
anthrax, the risk to the general public is low and
can be further reduced by being alert for suspi-
cious packages and by hand washing after open-
ing the mail. Heightened public health surveillance
continues and has been intensified so that
anthrax promptly can be recognized and treated.

While the risk is considered to be low to indi-
viduals from possible contamination in the mail,
people should continue to be alert for suspi-
cious mail. If a package or envelope appears
suspicious, do not open it.

Suspicious packages and envelopes could
include some of the following characteristics:

Inappropriate or unusual labeling.
• handwritten or poorly typed addresses;
• excessive postage;
• misspellings of common words;
• strange return address or no return

address;
• incorrect titles or title without a name;
• not addressed to a specific person;
• marked with restrictions, such as “personal”;

“confidential,” or “do not X-ray”;
• marked with any threatening language;
• postmarked from a city or state that does

not match the return address.

Appearance.
• powdery substance felt through or appear-

ing on the package or envelope;
• oily stains, discolorations or odor;
• lopsided or uneven envelope;
• excessive packaging material such as

masking tape and string.

Other suspicious signs:
• excessive weight;

• ticking sound;
• protruding wires or aluminum foil.

Dos and Don’ts for suspicious letters
Don’t
• Shake or empty the contents.
• Carry the package or envelope, show it to

others, or allow others to examine it.
Do
• Put the package or envelope on a stable

surface; do not sniff, touch, taste, or look closely
at it or any contents that may have spilled.

• Alert others in the area about the suspicious
package or envelope. Leave the area, close any
doors, and take actions to prevent others from
entering the area. If possible, shut off the venti-
lation system.

• Wash hands with soap and water to prevent
spreading potentially infectious material to face
or skin. Seek additional instructions for exposed
or potentially exposed persons.

• If at work, notify a supervisor, a security offi-
cer, or a law enforcement official. If at home,
contact the local law enforcement agency.

• If possible, create a list of persons who were
in the room or area when this suspicious letter
or package was recognized and a list of persons
who may have handled this package or letter.
Give the list to both the local public health
authorities and law enforcement officials.

Cutaneous anthrax is a boil-like skin lesion
that eventually forms an ulcer with a black cen-
ter or crust (similar in appearance to some spi-
der bites). The cutaneous form of anthrax
responds well to antibiotics if treatment is
started soon after symptoms appear, such as in
this case.

Individuals should, especially in areas that
have been directly affected, review and be famil-
iar with advice provided to all postal patrons by
the U.S. Postal Service and follow that advice.

CDC Advice: Be Alert When Opening Mail

Source: Centers for Disease Control and Prevention, Atlanta.



“It is worrisome that they’re still finding
cases,” she said in late October. “It’s unfolding.
Because we’ve not had the experience with it
before, the experts even at CDC are learning as
we go along here.”

(Editor’s note: Up-to-date information on the
anthrax scare and bioterrorism are available from the
Centers for Disease Control and Prevention on the
web at www.bt.cdc.gov.)  ■

AA integrating health 
concepts under one roof
Goal is healthier, more productive employees

Dallas-based American Airlines (AA) is in the
process of integrating all of its health related

services under a single umbrella. Through this
significant move, says the airline, it is “develop-
ing programs that best make employees happy
and productive at work in the most cost-effective
manner.”

AA’s new Integrated Health Management pro-
gram (IHM), to be headed by David McKenas,
MD, will be responsible for all strategic employee
health-related work. This will include:

• Health Strategy — Health plan management,
benefits management, financial analysis, benefits
compliance.

• Integrated Disability Management — Nurse
case management, absence management,
accommodation (Americans with Disabilities
Act compliance).

• Clinical Services — Supervision and coordi-
nation of area medical directors and employee
health clinics, post-offer exams, drug collection,
return to work disposition, fitness for duty deter-
minations.

• Wellness — Preventive wellness, EAP
(Employee Assistance Program), drug program
administration, health promotion, ergonomics.

• ROI (Return on Investment) & Measurement
— Financial analysis.

“Our integrated health database will be the
‘engine’ for integrating health concepts into AA,”
said McKenas in a communication to the airline
employees. “This permits us to continually iden-
tify where our cost drivers are and then imple-
ment generous preventive programs to drive

those costs down.”
Some of the other ventures McKenas antici-

pates include developing single claim manage-
ment services, regardless of the disability, injury,
or medical condition, and comprehensive absence
management programs. These will be provided
through both telephonic and Internet tools.

A significant shift

IHM represents a significant shift in the way AA
approaches employee health services, notes Tom
Bettes, MD, MPH, director of clinical services.

“As part of a complete top to bottom reorgani-
zation, what we’ve done in a nutshell is that
human resources, personal insurance benefits
and workers’ comp are now under Dave
McKenas’ management,” he explains. “Before, we
had separate reporting structures to the VP level,
and not a whole lot of close cooperation between
all the different entities, which is ideally what
you want.”

How this new structure plays out remains to
be seen, of course, but Bettes believes it will have
a huge impact. “One of the realities of a big cor-
poration is that you have a lot of employees who
utilize benefits,” he notes. “They all tie into each
other, but there hasn’t been a way of seeing the
big picture. For example, family leave impacts all
other leaves — injury on duty leave, long-term
disability, but until recently the management of
these programs was under different people.
We’ve now acknowledged that they all impact
the company, so we’ll manage them all as if they
were time away from work — which is what
they are.”

Benefiting employee health

Bettes has a strong sense that integration will
also help boost employee health efforts. “Our
medical department has been very successful in
opening up an employee health clinic at [Dallas –
Fort Worth] Airport,” he says. “It’s been shown to
have impacted the time off work for injuries
received while on duty, and we believe it has also
impacted time away from work for injuries
received while on personal time. But we have
been using two different measuring systems for
these two types of injuries. The success of these
clinics has helped to drive further integration
under one roof.”

The clinic, now two years old, has been very
popular with employees. Another has recently
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opened in Los Angeles, as well as other medical
‘hubs.’ Now, all of these clinics will be moni-
tored under a single system. “Dr. McKenas is
currently looking at different vendors,” says
Bettes. “He can do this now because he is man-
ager of all the different health-related depart-
ments and entities.”

McKenas and Bettes are also occupational
medicine physicians, which, says Bettes, will be
a plus for employees under this new system.
“Traditionally, our medical department dealt
with things like pilot new-hire physicals,” he
notes. “But since the enactment of the
Americans with Disabilities Act we have been
fairly successful in becoming more in tune with
the full spectrum of occupational services —
prevention, ergonomics, fitness for duty, drug
testing, and so on. We have branched out to
provide even more valuable services.” Many of
the AA physicians and nurses, he adds, are
trained in occupational medicine.

He sees integrated health as the ultimate fulfill-
ment of this movement. “The final phase is to
branch out into more integrated health,” he
asserts. ”And the occupational health person is
the ideal individual to integrate a lot of these dif-
ferent functions — especially with the prevention
and biostatistical functions. We think this is an
ideal setup.”

[For more information, contact:
• Tom Bettes, MD, MPH, director of clinical ser-

vices, American Airlines, Dallas, TX. Telephone: (817)
963-1251.]  ■

Proving program value 
a must in hard times
Create a business case, demonstrate results

Proving the value of your occupational health
programs is always sound business, but it’s

essential when money is tight and your job might
be the next victim of a cost-containment initia-
tive. The good news is that demonstrating the
worth of your programming or creating the busi-
ness case for new initiatives is not as hard as it
may seem.

“We clearly need to demonstrate our worth to

management in a very tight business
environment,” says Deborah V. DiBenedetto,

MBA, RN, COHN-S/CM, ABDA, president of
DVDiBenedetto & Associates, Ltd., in Yonkers,
NY. “At a time when occupational health nurses
face the danger of being eliminated, we need to
demonstrate the [return on investment] ROI for
delivering business-appropriate programs.”

Defining business-appropriate

Ensuring that the programs you propose
and/or implement are business-appropriate is
critical says DiBenedetto, who is also president 
of the Atlanta-based American Association of
Occupational Health Nurses (AAOHN).

“For example, case management is a big
issue today,” she offers. “But let’s say I put in a
workers’ comp case management program at a
bank where there are very few workers’ comp
claims; that program is not going to mean very
much. But in a company where there are, say, a
lot of ergonomic injuries, it would be very
appropriate.”

Conversely, she notes, if you offered to put in a
hypertension-screening program in a hospital set-
ting where bloodborne pathogens were a key
issue, “They’d laugh you out the door.” 

In other words, DiBenedetto says, assessing
needs is vital. “The occupational health profes-
sional must ask himself or herself what trends
and diagnostic drivers have to align in order to
reduce costs,” she explains. “People can look at
as many pie-in-the-sky plans as they want to,
but if they’re not appropriate they won’t be
successful.”

Many areas to address

An occupational health professional looking to
demonstrate value, or to show how improved or
new programming will save money, can look at a
number of different programming areas, says
DiBenedetto. These include:

•Examining the total cost of benefit programs.
These can include health care, employee assis-
tance programs, work/life programs, short- and
long-term disability.

•Examining the cost of risk programs, such as
workers’ comp.

•Examining the cost of the occupational health
and safety program.

•Examining the cost of absenteeism, or lost
productivity in the workplace.
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•Examining the cost of return to work programs,
such as case management.

•Examining the cost of compliance. These must
be segregated out, explains DiBenedetto, because
they are required programs.

A key question that must be asked, says
DiBenedetto, is the following: “What does the
company have to do to be in business, and what
does it cost them in terms of workplace produc-
tivity to have sick or injured employees?”

By the way; don’t get hung up on who actually
provides the program. “When managers look to
cut costs, they may decide to contract out some
programs,” says DiBenedetto. “But I’m not that
concerned if the program is delivered on-site or if
it’s contracted; there are many contracted pro-
grams where a number of occupational health
nurses are used. What’s critical is for the company
to see that the occ-med program brings value.”

For those who are not familiar with the tools
that can help quantify program value, DiBenedetto
says that AAOHN has a link on the web (www.
bizhealthcheck.com) that outlines several such
tools. It also provides descriptions of different
strategies for reducing costs, and offers six or
seven “success stories” as examples.

Speaking of success

In her own consulting business, DiBenedetto
herself has produced an impressive roster of suc-
cess stories. For example, she recalls, a Blue-Cross
organization was looking at the value of their
occupational health nurse program, in order to
justify the investment. “When we went to evalu-
ate the program, we saw that they did a lot of
walk-in and clinical evaluations, which were cer-
tainly valuable, but they were not used by many
workers. The same was true with workers’
comp,” she says.

DiBenedetto was able to demonstrate that the
program would be more valuable if it added
more health education initiatives, such as well-
ness kiosks. “They put in programs so the
employees could do self-assessments and fol-
low-up with the nurses,” she explains. “They
also charged the nurses with being return-to-
work coordinators for program. They became
gatekeepers for the insurance company, a very
defined role, and were thus able to identify a
direct contribution to the bottom line by docu-
menting the number of days they saved because
they facilitated employees’ return to work.”

This strategy not only helped demonstrate 

program value, but it significantly improved pro-
cesses, she notes.

“There are so many good programs, but if you
go in and evaluate them you always want to
improve process,” she asserts. 

Another assignment involved the assessment
of the clinical service delivery of an on-site
allergy clinic. “By having the clinic available to
employees after business hours, the company
avoided a day away from work for each of them
to go for shots,” DiBenedetto explains. “The cost
of having physicians and nurses available and
the clinic open were easily justified by saving
over $1 million in productivity.”

These savings are determined by asking key
questions, such as: “What would it take for the
employee to seek this service outside of work?
What impact would that have on his work? How
many times do you have to replace the worker?”

“Little things can add up to a lot of money,” says
DiBenedetto. “That same company coordinated its
travel health program, and saved an average of
$2,500 per employee vs. having those employees
go outside for medical treatment. It’s really not that
hard to quantify lost time, lost productivity vs.
direct costs and the need for follow-up.”

Value can also be demonstrated in program
compliance, notes DiBenedetto. “For example,
nurses can coordinate [Family Medical Leave
Act] compliance, justifying serious health condi-
tions. This can result in early identification in a
mandated program that is usually done by lay
employees.”

[For more information, contact:
• Deborah V. DiBenedetto, president,

DVDiBenedetto & Associates, Ltd., P.O. Box 738,
Yonkers, NY 10710-0738. Telephone: (914) 771-5152.
Fax: (914) 771-9833. E-mail:dvdaltd@aol.com. Web:
www.dvdandhaag.com.]  ■

Out of disaster, 
an opportunity to improve
Tropical storm creates a chance to boost quality

As the old saying goes, “When life hands you
lemons, just make lemonade.” That’s pre-

cisely what happened at East Houston (TX)
Regional Medical Center, where Tropical Storm
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Allison created an unforeseen disaster. However,
it created the opportunity to improve the quality
of care for its emergency department (ED) and
industrial medicine patients. The storm not only
caused hospital staff to take a new look at quality
processes, but in some cases, since the hospital
had to be closed, it gave them time for training
and education that they might otherwise not
have had.

Before Allison hit Houston in June 2001, offi-
cials at East Houston had every right to feel pre-
pared and protected; after all, their facility was
guarded by three-foot-high flood gates. But not
only did Allison’s flood waters rise above those
gates, they also created water levels of three or
four feet within the hospital itself.

“We started the evacuation process for our
ambulatory patients as soon as we realized the
storm was not letting up,” recalls Kris Barton,
industrial medicine marketing coordinator. “But
it hit so fast, so quickly, that some of the patients
had to be evacuated in boats.”

Improving patient flow

The industrial medicine department at East
Houston provides post-accident care for employ-
ees throughout the city; all of these patients are
processed through the ED.

“We had been conducting studies on patient
flow through the ED even before Allison hit,”
notes Barton. “We had been taking a close look 
at wait times as well.”

The studies found the current flow methods
being used were not as effective as the staff had
thought. The problem was that changing the sys-
tem was going to cost money, and funds were
scarce because East Houston had just remodeled
and expanded the ED.

“After Alison, however, we had to gut the
entire bottom floor of the hospital, from the ceil-
ing down,” Barton observes. “Ironically, this gave
us the opportunity to improve patient flow
through the [emergency room (ER)].”

Previously, patient admission and discharge
was handled at the bedside. “This tied up beds,
kept people in the ER longer, and kept patients
in the waiting room longer,” Barton notes.

After Allison, the hospital designed a separate
area where patients could go for admitting and
discharge. This freed up beds and reduced wait
time in both areas.

“This improves quality of care for our 
industrial hygiene patients,” Barton asserts. “If

someone has a cut, for example, you want to get
the patient in and treat them as quickly as pos-
sible, and release them back to work. The com-
panies want them to return, if they are
physically able, and the employees want to
come back, too. We’ve had workers who had
the tips of their fingers cut off who insisted on
getting back to work.”

Another recent change at East Houston,
although instituted pre-Allison, was a desig-
nated bed for industrial medicine. “It’s located
in the ER, so when an industrial medicine
patient presents himself we have a bed already
available,” Barton explains. When the ED is
extremely busy, they will utilize that bed as
well, she notes.

Training increases

Prior to Allison, waiting times for industrial
medicine patients were also longer for certain
testing, says Barton. “We only had a certain
number of staff trained to administer
[Department of Transportation] drug testing
and breath alcohol tests,” she explains. “We
had to get people from the outside to do the
tests.”

Since Allison, however, more internal staff
have been trained to be breath alcohol techni-
cians. “Now the patients don’t have to wait for
someone from the lab to be freed up to adminis-
ter the tests,” she notes. “Also, we are better
able to control the quality of the tests.”

In addition, she says, the shutdown after
Allison actually afforded East Houston the
opportunity to meet an Aug. 1 deadline for re-
certifying and retraining staff. “The hospital paid
for everybody to work during that time,” says
Barton.

East Houston is also working hard to make
sure it is even better prepared for the next dis-
aster. “We’re going out into the community and
obtaining company protocols — who to contact,
what tests need to be done, and so on —  so we
will be prepared to take care of the patients
before they walk in the door — and before the
next event even takes place,” she concludes. 

[For more information, contact:
• Kris Barton, industrial medicine marketing coordi-
nator, East Houston Regional Medical Center, 13111
E. Freeway, Houston, TX 77015-5820. Telephone:
(713) 393-2509.]  ■
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Reform needed to save
flagging health system
Communication, accountability are the keys

The health care system, as we know it, could
experience significant difficulties over the next

few months, says Brian Klepper, PhD, president of
Healthcare Performance Inc. in Jacksonville, FL. He
cites rising health care premiums and a flagging
economy as reasons the health care industry is in
trouble. But the system can be fixed and case man-
agers are likely to have a big role in the solution,
Klepper says. 

His assertions are backed up by a group of rein-
surers, providers, and HMO representatives who
came up with seven principals for how to fix the
system, Klepper says. Among the issues they called
for were uniform adoption of best practices and
public availability of performance information.
(See related story, p. 24.) 

“We need to find ways to eliminate variabili-
ties in the system, through traffic controllers,
who are essentially case managers. The only way
it can be done is if the case managers have guide-
lines to follow, and the authority and buy-in they
need,” he says. A major cause for problems within
the health system is soaring health insurance pre-
miums that have gone up double the rate of infla-
tion for the past four years, he says. “This year, the
premium increase that has been leveled on
employers is four times inflation, about 18% - 20%
for large businesses and 30% - 50% for small busi-
ness,” Klepper says.

Rising premiums were no problem when the
economy was prospering, but now that the econ-
omy is in a recession, business leaders are saying
they will significantly increase employees’ share
of the cost, Klepper says, predicting a dramatic
increase in the number of uninsured, beginning
this month. “Nobody who makes $35,000 a year
can afford to pay $7,000 a year for family cover-
age,” he adds.

He predicts a big increase in the number of
emergency room visits, and a spike in the inpatient
days in the public hospitals as private hospitals sta-
bilize patients and send them to public hospitals.
“Since 40% of American hospitals are already run-
ning in the red, if you get a spike in inpatient costs
and a reimbursement vacuum, they are going to
start to go under,” he says. 

Klepper has operated a health care consulting

practice offering operational audits and business
development services. This has given him a
bird’s-eye view of the system, he says. 

“As a result of the way health care has grown
up, it’s become Wyatt Earp land. Everybody is
out there for himself. Everybody is trying to
make money. Everybody is less interested in the
system than they are in their specific benefits
from the system. That’s why the system is getting
ready to fail,” he says.

The tremendous variation among providers in
the quality of care and lack of accountability
among providers, insurers and patients has put
the system in jeopardy, he says.

“If we keep the existing system there have to
be new disciplines that everybody buys into —
all stakeholders, including consumers. We must
say that we are all going to use the standards
and be responsible for the choices we make,”
Klepper says.  ■
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Seven principles to
change health care

During a discussion of the current health care
crisis, a group of senior managers represent-

ing a cross-section of the health care profession in
Florida developed seven principles to change the
health care system. The group, assembled by Brian
Klepper, PhD, included health plan executives, a
physician practice managers, disease management
professionals, a nurse, a provider network man-
ager, a hospital system managed care coordinator,
and practicing and administrative physicians.

“The group came to consensus with startling
speed, which suggested that these principles are
obvious to the people who work the front lines
every day,” Klepper says.

1. Universal coverage of basic benefits for
everyone so that gaps in the system won’t
become large enough to cause it to collapse.

2. Supplemental coverage: Anyone who wants it
who can afford it gets as much health care as he or
she wants.

3. Private sector management of health sys-
tems. This includes financial incentives tied to
accountability for performance and innovation.

4. Uniform adoption of evidence-based best
practices. Klepper cites Minnesota, where all major
health plans agreed on the same best practices for
the top 50 conditions. “The results have been a
dramatic decrease in variation and improvement
in quality and cost, “ he says. However, Klepper
points out that establishing best practices wouldn’t
mean forcing practitioners to use them but that
practitioners should be accountable for their 
performance.

5. Publicly available performance information
on all practitioners and institutions.

6. Distinguishing between preventable and non-
preventable risks. Nonpreventable risks would
include diseases, catastrophes, and genetic defects.
The group called for greater individual financial
responsibility for preventable risks due to
unhealthy lifestyle choices and demand for ser-
vices beyond protocol, or, as Klepper puts it, “hold-
ing consumers’ feet to the fire for their choices.”

7. Moving from a single year to multiyear
health plan. “A single year doesn’t give you long
enough to deploy a program and get a necessary
return on your investment in disease manage-
ment and wellness programs. That takes three to
five years,” he says.  ■

Pre 9-11 survey reflects
workforce concerns

An American Hospital Association survey of
hospital administrators conducted largely

before the Sept. 11 terrorist attacks shows that
labor and staffing issues were growing in impor-
tance on CEOs’ list of concerns.

The poll of 247 administrators between July 1,
2001, and Sept. 30, 2001, found that 81% of
respondents said labor/staffing was among their
top three issues. This reflects an increase over the
72% figure noted during the first half of the year.

Reduced reimbursement from government
resources again ranked second in the survey, with
59% of the third quarter respondents compared
with 61% of those queried between January and
June. Third place once again was concerns over
regulatory issues.  ■
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