
OSHA’s new ergo plan 
generates good vibes
This time around AAOHN, ACOEM have input

The Occupational Health and Safety
Administration (OSHA) has retaken center
stage in the ongoing debate over the best way

to address the nation’s ergonomic challenges. 
Following a long and rancorous debate over its

ergonomics rule, culminating in its rescission by
Congress, OSHA unveiled a four-point ergonomic
plan. The plan was announced in early April and
further fleshed out in a presentation before the
American Occupational Health Conference
(AOHC) in Chicago on April 17 by Assistant
Secretary of Labor John Henshaw.

At the conclusion of Henshaw’s remarks, the 
presidents of the organizations jointly sponsoring 
the conference, Deborah V. DiBenedetto, MBA, RN,
COHN-S/CM, ABDA, of the American Association
of Occupational Health Nurses (AAOHN) and Dean
Grove, MD, of the American College of Occupational
and Environmental Medicine (ACOEM), pledged to
work together with OSHA to achieve its goals. Their
move was a metaphor for the general response of the
occupational health profession, which has been over-
whelmingly positive. (There was one notable excep-
tion — the American Nursing Association. See
related story on p. 63.)

OSHA’s four-point plan addresses the following
areas:

• Guidelines: OSHA will develop industry- or
task-specific guidelines based on current incidence
rates and available information about effective and
feasible solutions.

• Enforcement: Employers must keep their
workplaces free from recognized serious hazards

New OSHA ergo plan is kinder, gentler
Gone are the mandatory declarations embodied 
by an ergonomics rule. In its place are guidelines, 
part of a new four-point ergonomics plan recently
announced by OSHA and fleshed out at the joint
Amercan Occupational Health conference in
Chicago in April. Industry reaction this time around
represents a distinct contrast with the controversy
OSHA unleashed with its original ergonomics rule.
This time, industry associations have pledged to
work hand in hand with the government agency to
improve the prevention, recognition, and treatment
of cumulative trauma disorders in the American
workplace. . . . . . . . . . . . . . . . . . . . . . . . . . . . cover

Sports medicine model 
cuts time away from work
Occupational Health Solutions in Fort Worth, TX,
has found a new way to slash the time it takes to
get workers back on the job: treat them like star
athletes who’ve been injured. Using what they call
the occupational athlete model, staff work in con-
cert with their system hospital to ensure that
employees are seen the day of the injury and that
physical therapy begins almost immediately.
Injured workers spend half the time (or less) they
used to before returning to work . . . . . . . . . . . . 65
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under the Occupations Safety and Health Act’s
General Duty Clause. Under this clause, inspec-
tions for ergonomic hazards will be conducted
and citations issued.

• Outreach and assistance: OSHA will provide
assistance to businesses, particularly small busi-
nesses, and help them proactively address
ergonomic issues in the workplace.

• Research: OSHA will serve as a catalyst to
encourage researchers to design studies in areas
where additional information would be helpful.

Henshaw further explained these key points in
his remarks. “Our intention is to build on guide-
lines and best practices already developed,” he
said. “We will move forward rapidly so we can
put guidelines in place this year.”

While pursuing enforcement, “OSHA will
focus on [those who are noncompliant] and
develop a strategy to ensure that General Duty
Clause citations will stand up,” Henshaw added.
“We’ll design a successful plan to target
ergonomic violations.”

OSHA plans to offer advice and training on
industry-specific and task-specific guidelines 
and assistance on how to develop an effective
ergonomics program as part of its outreach and
assistance initiative, Henshaw explained. “We’ll
provide a wealth of materials on our web site, sup-
port development of ergonomic training materials
and training sessions, and make ergonomics train-
ing available through the 12 Education Centers
around the country.”

The new plan also includes specialized focus to
help Hispanic and other immigrant workers, he
added.

In an effort to spur additional research, OSHA
is establishing a national advisory committee to
advise OSHA in part on gaps in ergonomics and
prevention techniques. “In concert with the
National Institute for Occupational Safety and
Health [NIOSH], the committee, representing a
broad range of experts, will help OSHA serve as
a catalyst to expand current research on the sub-
ject,” Henshaw explained.

The right direction

Even before Henshaw’s speech, DiBenedetto had
called OSHA’s plan “a step in the right direction.”
Of course, the previous rule left much to be desired.

“We could not tolerate the last standard — it
was out of the scope of OSHA,” DiBenedetto told
Occupational Health Management when contacted
at the AOHC confab. “The big problem was that
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Keep wellness programs fresh for best results
Nothing will keep employees away from a wellness pro-
gram more quickly than presenting the same compo-
nents year-in and year-out. The staff at the University 
of Alabama at Birmingham (UAB) School of Nursing,
which administers the Good Health Program for city
employees, have avoided that pitfall by making sure to
introduce several new programs each year. So while
they continue to concentrate mainly on nutrition and
exercise, they find new wrinkles to keep employee inter-
est high. This year, the staff introduced six new pro-
grams, which we explore in-depth to see how they
worked and how employees responded . . . . . . . . . . 66

Kids developing vision problems from computers
It will come as no surprise that a recent study showed a
significant percentage of children are developing vision
problems due to excessive use of computers. OK, fine,
but what does that have to do with occupational health
professionals? Quite a bit, argues an Illinois optometrist
who participated in the study. Many of these vision
problems, especially myopia, when developed in child-
hood can be much worse in adulthood. However, he
argues, if working parents are given the tools they need
to educate their children about proper computer use
and provide an ergonomically friendly environment, the
employees of tomorrow will report to work with much
healthier eyes . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 68

New DOT driver exams take long-term view
New commercial driver fitness exams developed by
the U.S. Department of Transportation (DOT) will have
a significant impact on workers and the companies
that employ them. For one thing, they take a closer
look at how various diseases and medications can
affect driving ability over time. The new exams, how-
ever, are ultimately good news for both drivers and
employers . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 70

■ Migraines: Experts report on their impact on
employee health and productivity
■ Can aerobic exercise help reduce the symptoms of
carpal tunnel syndrome?
■ New record-keeping regs from OSHA: What do
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beneficial to the immune system?
■ New strategies to reduce the shortage of health
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it was so enveloping there was no clear demarca-
tion between on-the- job and off-the-job injuries.”

DiBenedetto offers the example of an avid
needleworker who develops acute tendonitis. “If
I’m also a secretary and type reports all day, that
could also contribute but the underlying cause is
non-occupational. What OSHA tried to do was
deal with people fairly. But anything that could
casually be related to work became a burden of
the employer — and businesses will not tolerate
that kind of regulation,” she explains. 

Under the guidelines suggested by OSHA, the
General Duty Clause can still be effective, notes
DiBenedetto. “Employers must provide a work-
place free from hazards known to cause injury,”
she observes. 

“If they try to follow the guidelines but OSHA
finds some violations, they’ll probably be OK.
But if they say, ‘The heck with you’ and OSHA
comes in and finds bad conditions, they will
come down on them. There is up to a $70,000 fine
for egregious and wanton disregard of the
General Duty Clause.”

“If you try to exercise a good-faith effort, that’s
what’s important,” adds Katie Hundley, MSN,
COHN-S, and a member of AAOHN from
Richmond, VA, who was also attending the con-
ference. “From what I see, the intent is not to try
to nail those who do make the effort but to target
the 5% who take the attitude that they won’t do
anything unless they absolutely have to.” 

Hundley is well aware of AAOHN’s support 
of the new plan. “This is something that is long-
awaited, and people are looking at it as an oppor-
tunity to try to provide solutions to this significant
problem. We, as the largest group of providers,
have the best understanding of losses due to
ergonomics in terms of productivity, absenteeism
and medical costs. We want to see anything and
everything done to address this problem.”

DiBenedetto was impressed not only with
OSHA’s approach, but also with the way
Henshaw reached out to AAOHN and ACOEM
in his speech. “He was very good and very per-
sonal about it,” she notes. “He said he would like
to meet with our audience every year because we
are on the forefront right there with the workers.”

“What I heard them say is that they are very
interested in partnering with OSHA and ACOEM
and having us provide whatever input we can to
him to bring guidelines and best practices into
the workplace,” adds Hundley. “We take the per-
spective that if something has a preventive health
component to it and it helps employers buy into

existing health and safety efforts, it’s a plus.”
What form will this new partnership take? 

“For one thing, we’ll come up with general
white papers — what it means to have an
ergonomic program, what it means to have
ergonomic responses to repetitive motion
injuries, and so on,” says DiBenedetto. “Our
message might be something like, ‘This is a
turnkey guideline for you, Mr. Employer, for
dealing with work-related injuries.’ Or, for safe
bending and safe lifting.  They could also talk
about the role of the occupational health nurse
and physician. In other words, a blueprint to
help businesses.”

“We have a lot in our bag of tricks,” says
DiBenedetto. “For example, a representative of
a copier company came up to me and told me
they had a resource they’d like to share. They
said they’d like to be on the task force. With this
approach, OSHA won’t necessarily have to
develop the guidelines — it will be the profes-
sional societies.”

This takes the pressure off OSHA, notes
DiBenedetto. Hundley agrees, and sees it as a big
plus. “If that’s the way to go, OK. They’ve been
pummeled [for the ergonomics rule]. We look to
them to be a resource for business.”
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It's unanimous . . . well, almost

The new ergonomics plan from OSHA has
received a warm welcome from nearly all of the

occupational health professional societies. In addi-
tion to the enthusiastic response from both
American Association of Occupational Health
Nurses and the American College of Occupational
and Environmental Medicine, and at the American
Occupational Health Conference in Chicago, the
Chicago-based American Hospital Association
(AHA) has weighed in with words of support.

AHA revealed in the April 15, 2002, edition of
AHA News that it was pleased to work with OSHA to
develop voluntary guidelines applicable to the spe-
cial circumstances and situations found in hospitals.

However, in the same article, titled "the ANA
assails OSHA's new ergonomics plan," Mary Foley,
RN, president of the American Nurses Association,
said that the new guidelines "offer no real protection
against serious workplace ergonomics injuries that
affect up to one-third of all nurses. What we need are
comprehensive regulations that are backed by gov-
ernment enforcement, not just boutique offerings that
industry can pick and choose from."

(Editor's note: The complete article can be found
at www.ahanews.com.)  ■



This alliance also enables the professional soci-
eties to be proactive for their members and for
their publics, says DiBenedetto. It absolutely
gives us a higher profile,” she concedes. “It helps
the members, and it gives us greater [visibility].”

AAOHN already has a head start, she notes.
“We already have a number of ergonomic pro-
grams and associated cost savings on our site at
www.Bizhealthcheck.com,” she says.

“We already have an office of occupational
health nursing and occupational medicine right
within OSHA,” adds Hundley, “so they have in-
house talent on which to draw. For example, we
helped write guidelines for nursing homes and
such.”

DiBenedetto also sees benefit in the teaming 
of AAOHN and ACOEM. “We have not come
together since the issues of confidentiality,” she
observes.

Hundley sees the new OSHA approach having
a significant impact. “It will create a lot of oppor-
tunities,” she says. “If we can bring this to
fruition, we can help identify high-risk areas and
determine what the next steps should be. We can
make significant advances in appropriate medical
assessment, ergonomic changes in the workplace,
teaching employees how to manage daily tasks to
avoid injury, continuous follow up on costs sav-
ings, and overall analysis of the changes that
have been instituted.”

Above all, Hundley welcomes OSHA’s aban-
donment of what she calls the “whip & chain”

approach to change. “It’s a softer, friendly, gen-
tler OSHA that wants to work from a partnership
point of view,” she asserts.  “Henshaw is a prac-
titioner, not a politician. The whole perspective is
different: just try to do the right thing.”

[For more information, contact:
• Deborah V. DiBenedetto, MBA, RN, COHN-

S/CM, ABDA, 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.]  ■

A closer look 
at OSHA’s plans

Assistant Secretary of Labor John Henshaw
went into great detail describing some of

OSHA plans and goals for addressing ergonomics
problems. Here are some of the highlights:

• Inspections: While the number of OSHA
inspections has remained fairly steady in recent
years, there will be about 400 more inspections
conducted in 2002 than in 2001. Next year, 1,300
more inspections will be added.

• Communication: OSHA recently sent letters
to more than 13,000 worksites, advising them that
they had high injury and illness rates and offering
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Do You Know Who Your Regional Coordinator Is?
As part of its new ergonomics plan, OSHA has named regional coordinators for each of its 10 offices to assist

OSHA staff, employers, employees, and other stakeholders with ergonomic issues. 
These coordinators, says OSHA, all have considerable experience in identifying ergonomic hazards and sug-

gesting practical solutions for common problems that may be associated with musculoskeletal disorders. They will
serve as a resource for OSHA compliance officers in conducting inspections and documenting hazards. They will
also assist with and track the outreach and education efforts of OSHA compliance assistance specialists.

OSHA’s regional ergonomics coordinators are:

Region I (Boston) Fred Malaby (617) 565-9860
Region II (New York City) Paul Cherasard (212) 337-2378
Region III (Philadelphia) Jim Johnston (215) 861-4900
Region IV (Atlanta) Jim Drake (404) 562-2300
Region V (Chicago) Dana Root (312) 353-2220
Region VI (Dallas) Susan Monroe (214) 767-4731
Region VII (Kansas City, MO) JoBeth Cholmondeley (816) 426-5861 
Region VIII (Denver) Terry Mitton Terry (303) 844-1600
Region IX (San Francisco) Barbara Goto (415) 975-4310
Region X (Seattle) Steve Gossman (206) 553-5930



help to improve worker safety and health.
• Site-Specific Targeting Program: Sites with the

highest reported injury and illness rates are most
likely to be inspected. Over the next year, about
3,000 sites will be inspected under this program.

• Professional Certification: OSHA believes
professional certification establishes expertise
and enhances credibility. An OSHA group is
reviewing requirements and costs to get profes-
sional certifications for compliance officers and
other agency employees.

• Outreach: OSHA’s 24-hour line — (800) 321-
OSHA — now offers a Spanish option. A
Spanish page has been added to the web site for
employers and employees. The agency’s
Hispanic Task Force, established last fall, is
actively pursuing partnerships and planning a
summit to share successful strategies in reaching
employers and workers with limited English.

• QuickTakes: This new free service is a 
bimonthly news memo that can be automati-
cally delivered to your e-mail address. This
roundup of news items includes links to more
detailed information on the OSHA web page
(www.osha.gov).  ■

Sports medicine model
cuts time away from work
Don’t wait, diagnose and treat quickly

How do you get employees back to work
faster? Try treating them like star athletes!

This creative approach has worked extremely
well for Fort Worth, TX-based Occupational
Health Solutions, a subsidiary of Osteopathic
Health Systems of Texas that includes one hospi-
tal and two occupational health clinics.

“We call it the occupational athlete model,”
explains Jerry W. Morris, D.O., director of med-
ical services. “What I saw was that we were
spending a lot unnecessary time dragging out
diagnosis and treatment. If you have a Michael
Jordan, you don’t let him sit on the bench for
very long. We wanted to provide our workers
with the same type of immediate treatment.”

Employees served by Occupational Health
Solutions have no waiting time for appoint-
ments. If they are injured, they can be seen on
the same day. If they are injured on the week-
end they can go to the hospital emergency room

(ER), which is an integrated part of the treat-
ment model.

Learning from others

Morris’ approach was derived from results
achieved by other organizations using a similar
model. He consulted with organizations like the
San Antonio-based Cochrane Collaboration,
which reviews the body of literature in this area.

“What you really want to know is how this
makes sense,” he explains. “We wanted clinical
evidence that showed it was effective. Some of
the studies showed it probably was.”

He found a willing listener in executive director
Bo Brannon. “While I’m in administration, my
background is athletic,” Brannon says. “Last
September, Jerry noted that the economy was on
the way down, our business was not growing, and
it was time to break the traditional model. I said,
‘Let’s roll it out, try it in your clinic, and if it’s suc-
cessful we’ll roll it out in our other clinics.’” 

Morris’ motives were not entirely economic.
“My economic incentive is primarily to do a good
job,” he says. “Our feeling was, let’s take care of
our customers and they will take care of us.”

The new program, launched in September 2001,
differs dramatically from a more traditional model.

“Say you have a low-back injury — a worker
on the late night shift in a warehouse bends over
and hurts his back,” Morris offers. “Under our
previous model, he may or may not get first aid
at work. Somebody would call his doctor the next
morning, and hopefully he would get to see him
in two or three days. So he’d see his family doc-
tor, who would take him off work, put him on
muscle relaxers and pain medication, and tell him
to call in three days if he’s not better. Then, he
may have two or three X-rays over the next six
weeks. If he’s no better, it’s MRIs and CAT scans.
All this time he’s away from work and not get-
ting much attention — especially in the first 72
hours, when he needs it the most.”

Which brings Morris back to the Michael
Jordan model. “If Michael comes off the floor
hurt he gets with the trainer and is treated as
soon as possible,” he says. “If you provide treat-
ment right away you dramatically reduce disabil-
ity or impairment time.”

Under the new model at Occupational Health
Solutions, that same injured worker would be
seen within a few hours of injury if the injury
occurs during business hours. If not, he would go
directly from the plant to the ER. “In either case,
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he gets immediate evaluation and treatment,”
says Morris. “We’ve trained our ER physicians
about our approach, and they get back to us the
next day for follow-up.” 

This initial visit includes a physical exam and
meds — and physical therapy. “We start therapy on
that visit — he goes right back to the physical ther-
apy department,” Morris explains. “If he goes to the
ER, he doesn’t get therapy but he gets the evalua-
tion and meds started, and we begin therapy the
next morning. In either case, he’s re-evaluated
within 48 hours so we have a chance to focus even
more carefully on the injury if it’s required, but 75%
of the patients are getting better by the third day so
they can return to 80% of normal job function.” 

Referrals way up

Brannon concedes that on a per-patient basis,
the new model will likely generate less income
than the traditional model: “Our income will
probably be somewhat less, but in return we are
getting more business,” he says. “More people
are recognizing that our results are better.”

It helps that in Texas, employers can send

injured workers wherever they choose. “We now
get more referrals of injury treatment because
people see the difference,” says Morris. “At one
company, the CEO found out we do such a good
job that when he had a personal problem with his
back he came to us because his doctor used the
old model. If you can get people faster relief and
back to work sooner everyone will be happier.”

Morris has tracked program results since
September. “The results are so overwhelmingly
positive we have abandoned the other model
altogether,” he says.

“We have implemented the model in both our
clinics,” adds Brannon. “Some clients have said
they have cut their loss time by two-thirds.”

Brannon notes that some unethical occupational
health operations intentionally set up their sys-
tems to stretch out treatment time. “We decided
we would rather compete on quality and let the
results speak for themselves,” he concludes. 

[For more information, contact: 
• Occupational Health Solutions, 1916 

N. Beach St., Fort Worth, TX 76111-6703. Telephone:
(817) 921-6284.]  ■
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Variety keeps spice 
in employee program
Same old, same old wellness programs won’t do

Keeping an employee wellness program fresh
and new year in and year out is the key to

maintaining high levels of participation. That’s the
overriding philosophy behind the Good Health
Program, a wellness program for employees of the
city of Birmingham, AL, administered by the
University of Alabama at Birmingham’s (UAB)
School of Nursing and the City of Birmingham.

Since the program’s inception in 1985, medical
insurance costs have increased more slowly, smok-
ing rates have decreased, and fitness levels have
significantly improved, according to Michael T.
Weaver, RN, PhD, FAAN, professor of nursing at
UAB and director of the nationally recognized
program.

“As a microcosm of the United States, city
employees face the same problems — aging,
hypertension, a sedentary lifestyle, obesity. So
generally, our programs have nutrition and phys-
ical activity components,” he notes.

But Weaver and his team recognize how

important it is to add novelty to the program.
“We do have ongoing programs, but each year
we try to introduce new and different things,”
notes Lynn Artz, MD, MPH, health promotion
program planner. “It’s very important to keep
approaching employees in different ways.”

This year, six new programs were introduced
to Good Health participants. They include:

• Weight Watchers
• A program targeting obese workers
• Eat Smart and Win, a nutrition program
• Smoking cessation
• Arthritis prevention and treatment
• A fireman’s cookbook
Each program had its own unique approach to

improving health, and each has proved quite
effective.

The Weight Watchers program, in place for
about a year, began with one group and grew to
two. “For the first year, city employees lost over
1,000 pounds,” reports Debra Brown, MEd,
health education coordinator.

The Good Health program pays 50% of costs for
all members. And there’s an additional incentive.
“If an employee loses 12 pounds in the 15-week
session, we give them a $25 gift card to Wal-Mart,”
says Brown. “If they decide to continue, we will



pay 10% of the cost the next time and they will
also be eligible for a gift card.” Employee response
has been very positive, due to the on-site conve-
nience and the incentives.

The obesity program targets employees with
stage 2 (body mass index of 35 or higher) and
stage 3 (40 or higher) obesity. Invitation letters
were sent to potential participants. “We wanted a
small group and ended up with 20,” says Brown. 

A nutritionist was hired for 12 weeks (one-hour
sessions twice a week). Participants also met with
fitness center staff and began a program at the city’s
fitness center. In the beginning, the education com-
ponent took up most of the hour, with employees
free to stay longer and work out. By the end of the
12 weeks the sessions had become mainly exercise.

“We’re now in a follow-up program,” says
Brown. “We continue to provide the employees
with information and act as support. We also
encourage them to continue to work out at the
center.” Not only can they work out free of charge,
but they also have staff members assigned as their
personal trainers.

How has the program worked? “Some men
had great weight loss — there were a number
who lost at least 20 pounds — and the women
lost on average 10 pounds,” Brown reports. “The
feedback was tremendous. The employees were
impressed we offered this free of charge and that
we followed up.”

The nutrition contest, a variation on an earlier
program, offered employees seven different
pledges from which to choose. They were simple
and straightforward, like having fewer fat-filled
meals or increasing consumption of fruit and veg-
etables. Participants who kept their pledges for a
month were eligible for prize drawings, which
included three $50 gift certificates to Bruno’s, a
grocery store.

“We promoted the program at our health screen-
ing, which was mostly for downtown workers, and
close to 500 signed a pledge to make a change,”
says Artz, who credits the simplicity of the concept.
“Sometimes for things to appeal to employees they
need to be manageable,” she notes. “Asking for just
a small change will help participation.”

The smoking cessation program targeted
employees who had indicated in their annual
Health Risk Appraisal (HRA) that they were smok-
ers. They were directed to a booth (the HRA’s were
conducted during the annual health fair) where
they received additional encouragement to quit.
There was a display on a computer program that
was offered at a reduced rate, a display of different

nicotine products, and a nicotine-dependence quiz.
“They were also offered individual and group
options for quitting,” says Artz. The counseling
was available during working hours. 

“We had a pretty good success rate on short-
term cessation,” says Artz. “About 75% or so quit
for at least a month.”

The arthritis program was in collaboration with
the Arthritis Foundation. “This was a pilot program
to promote early recognition, treatment and preven-
tion — especially repetitive trauma,” says Artz. 

The foundation provided posters, tip sheets,
education materials that could be mailed to
employees homes, and questionnaires designed
to measure how much was learned. They also
assessed ergonomic risk factors and met with
department heads to plan interventions. 

“The police department has asked for a special
prevention program, and we’re conducting those
presentations right now,” Artz reports.

And now, something completely different . . . 

Perhaps the most creative new intervention is
the “Healthy Fire Station Cuisine” cookbook. “I
first proposed it because studies show that fire-
men consume a higher amount of fat at the sta-
tion than at home,” says Artz.

Brown went to more than 30 stations to pro-
mote the program, which involved asking the
firemen to submit a favorite recipe. “It didn’t
have to be low-fat or healthy,” Brown notes.

After they were received, however, Dana
Kiker, RD, UAB’s Eat Right outreach coordinator,
modified the recipes to make them healthier and
prepared them and took them to the stations. “I
didn’t tell them what I did,” she confesses. The
firemen tried and rated the recipes. “They all
came back as highly recognized and tasting simi-
lar or the same as the original recipes,” says Kiker.

After the modified recipes were approved, the
recipes were sent to a cookbook company, along
with nutritional information about the recipes,
and the cookbook was produced and sent to each
station.

Then, the incentive kicked in: The station shift
that prepared the most recipes in one month
would receive a $250 gift certificate to a local
store. The station shift that submitted the best-
liked recipe would also get a $250 gift certificate.
Six recipes actually tied, so the money was
divided equally among them. “The incentives
help a lot,” notes Weaver, referring to the success
of all the new programs. “Also, the support of the
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supervisors was very important.”
“We’ve also learned that printed material only

gets you so far,” adds Artz. “Usually, you get
much higher numbers when you approach
employees face to face, and offer incentives.” 

[For more information, contact: 
• Michael T. Weaver, RN, PhD, FN, UAB School

of Nursing, NB104, 1530 Third Ave. S., Birmingham,
AL 35294-1210. Telephone: (205) 934-6913. Fax:
(205) 975-6142. E-mail: weaverm@uab.edu.]  ■

Computer use causing
vision woes for kids
Implications for future work force significant

Anew study found that as many as 30% of U.S.
children cause undue stress to their visual

systems by overusing their computers. That’s cer-
tainly not good news, but should it be of concern
to occupational health professionals who, after
all, treat adult workers?

Absolutely, insists Cary Herzberg, OD, whose
private practice in Aurora, IL, was one of eight
sites used for the study.

“Myopia [near-sightedness], caused by
extreme accommodative fatigue, will impact a
whole generation and can do a whole lot more
damage over a long period of time,” Herzberg
explains. “Incredible amounts of myopia develop
in adults over as little as five years of intense
computer use. When you start with kids, the
stakes are a lot higher.”

Some will point out that as many as 70% of com-
puter-using adults develop computer vision syn-
drome, or CVS, vs. the 30% of the children, age 5 to
12. Doesn’t that mean it’s a more serious problem
for adults? Not necessarily, says Herzberg. “It has a
lot to do with basics. When you try to look at a com-
puter screen, the eyes will seek to actually focus
behind the screen. We call this the resting point of
accommodation, which gets further back on adults.
A child has more accommodative ability.” 

On the other hand, kids lack maturity. “These
kids do things that are very stressful to the eyes
and are not mature enough to handle it,”
Herzberg notes.

Over time, the symptoms of CVS can develop.
These include headaches, itching eyes, eyestrain,
red eyes, focusing fatigue of the eyes, and blurred

vision. “Also, the eyes leave the body, so to
speak, so your neck muscles, shoulders, and
other part of the body are impacted,” Herzberg
explains.

Preventing adult problems

These and other symptoms have caused work
problems for a large number of adult computer
users at work. Herzberg’s concern is what we
should be doing now for future adult computer
workers.

“Kids are our employees of the future. The
thing we want to stress is preventive care,” says
Herzberg. “If you went to the dentist for a regular
checkup and everything was fine, would they tell
you not to come back until you have a cavity?”

This is where the occupational health profes-
sional comes in. Workers who are parents should be
encouraged to practice solid preventive eye health
with their children. “Get them regular exams, and
have them be with the PRIO kid tester [which tests
for computer-related vision difficulties],” Herzberg
advises. “If there are problems, there are all kinds of
progressive lenses and computer available glasses
to deal with vision problems.” (Get more informa-
tion on PRIO at www.prio.com.)

Have your kids tested early, Herzberg recom-
mends. “We have patients between 5 and 7 who
have needed prescriptions,” he notes.

Parents should also be made aware of proper
ergonomics. “Make sure the computer screen is
two feet away from the kids,” says Herzberg.
“Another problem is that these new big monitors
are too high. The eye has to look down to focus
properly. I’d almost suggest not getting a big
screen. Proper lighting is also important. Watch
the glare situation. And of course, use ergonomic
seating.”

How much time should kids be allowed to
spend at the computer? “We found that under
three hours a day is an acceptable maximum,”
says Herzberg. “We also need to get the point
home that vision impairment is a cumulative
thing — reading, TV, and so on, all contribute.
The earlier kids start with close work the more
likely they are to be myopic.” 

The threat of myopia 

Myopia is more complicated than it first appears
and clearly impacts adults at work, says Herzberg.
“As adults, many of our patients don’t understand
why they are getting near-sighted,” he explains.
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“They get prescription glasses for distance, and the
doctor may even tell them to take them off for
reading. But many use those same glasses for com-
puter work. Their eyes work extra hard, they get
worse, and this exacerbates CVS symptoms big-
time. It can get out of hand in a very short period
of time.”

Fortunately, says Herzberg, a new kind of lens
— near progressives — has been developed
specifically for computer use. “This is a progres-
sive bifocal strictly for the computer screen,” he
says. “You look straight ahead at the computer,
down for the keyboard, or up for five to seven
feet above the computer. They’re ideal for com-
puter work and not only for eye health. They
help save workers from musculoskeletal disor-
ders as well.” Herzberg says several manufactur-
ers produce these near-progressives and that
employees who do a lot of computer work can
ask their eye care professionals about them.

[For more information, contact:
• Cary Herzberg, OD, Herzberg Optical, 2956

Ogden Ave., Aurora, lL 60504. Telephone: (630)
851-3338.]  ■

Workers ready to leave
over stress, high workload
Loyalty disappears on work survey

Health care workers gave their employers a
wake-up call in a recent survey of employee

attitudes, as they revealed that work stress has
diminished their commitment to their employers
and their careers.

About one in five respondents said they don’t

intend to stay at their current jobs for the next
several years. One-third said they would leave
for a slight increase in pay. 

As an industry, health care scored lower than the
national average for all employers in every major
category of the Healthcare @Work survey,1 con-
ducted by The Loyalty Institute of Aon Consulting
in Miami and sponsored by the American Society
for Healthcare Human Resources Administration
in Chicago, a membership organization of the
American Hospital Association (AHA).

The survey results were presented at the
American Occupational Health Conference in
Chicago in April, a conference of the Atlanta-
based American Association of Occupational
Health Nurses (AAOHN).

The work force shortage is both a cause and an
effect of the discontent shown on the survey, notes
Erin H. Wilkins, senior consultant and director of
the Healthcare @Work study. The health care work-
force has endured downsizing and restructuring, as
well as the impact of declining enrollment in nurs-
ing programs. The average age of nurses is rising
nationwide as fewer young recruits enter the field. 

“Doing more with less obviously places a
greater amount of stress on employees in health
care than in other industries,” she says.

“The impact to the organization of the extreme
stress is a less-committed work force, a less-pro-
ductive workforce,” Wilkins says. “If people are
so stressed out on a daily basis, they are going to
be tired at work, sick, or they’re going to leave.”

Aon surveyed 3,433 health care employees in
2001 to determine their views on workplace prac-
tices and their commitment to their organiza-
tions. Concerns were greatest in the area of stress
and workload. Some 56% of respondents said
their employer didn’t meet their expectations for
creating a stress-free environment or providing
an adequate staff load.
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Those results add to growing evidence of prob-
lems in the health care workforce. More than one
in seven hospitals reported a severe shortage of
nurses — RN vacancies of more than 20% — in a
study conducted by First Consulting Group of
Long Beach, CA, for the AHA and other health
care organizations.2

“I think it’s very important for organizations to
take a step back and look at themselves,” Wilkins
says, and ask, “Other than money, what can we
do to attract and motivate and retain the work
force we need to be successful?”

From its data, Aon creates a Performance
Pyramid, with safety and security at the bottom
and work/life harmony at the top. The bottom
level needs must be met before highest-level needs
can be fully addressed, Wilkins says. Work/life
harmony actually scored well, largely because
health care workers reported a sense of teamwork.
Some 83% of respondents said the willingness of
their co-workers to help each other in times of
high workload met or exceeded their expectations.

However, 43% of health care workers said their
employers failed to meet their expectations for
safety and security. Those concerns focus more on
psychological issues than physical safety, Wilkins
says. For example, 35% of RNs and technical
employees said they believe their organization
was not doing enough to create an environment
“free from fear, intimidation, or harassment.” 

That includes feelings employees may have
about how they are treated by patients, as well as
management, physicians, and co-workers,
Wilkins notes.

What can employee health professionals do to
help workers relieve stress and to improve their
work environment?

Employee health professionals detect physical
symptoms of stress and can discuss health and
productivity issues with human resources man-
agers, says Deborah V. DiBenedetto, MBA, RN,
COHN-S/CM, ABDA, an occupational health
consultant based in Yonkers, NY, and president of
the AAOHN. “People will show up for blood
pressure checks, headaches, minor complaints,
without ever addressing the real issues. It’s a
missed opportunity,” she says.

Employee Assistance Programs (EAPs) can 
offer support for stressed-out employees, adds
MaryAnn Gruden, MSN, CRNP, NP-C, COHN-
S/CM, employee health nurse practitioner with
Western Pennsylvania Hospital in Pittsburgh.
“Employee health can be an advocate for the
employee. We can direct them to get some help,

whether their stress is work-based or home-based.”
Employee health professionals also should

look for signs that work stress is contributing to
injuries, notes Gruden, who is also executive
president of the Association of Occupational
Health Professionals in Healthcare. “Where are
their injuries occurring? Are they occurring on a
shift where employees have worked 12 hours or
have been required to work overtime? Certainly,
you want to look at the root cause [of injuries],
but you also have to look at other factors.”
Understanding the link between stress, work-
load, and injuries may help convince adminis-
tration to address staffing issues, she notes.

Hospitals that respond to these common con-
cerns may benefit in recruitment and retention,
Wilkins says.

“I’m not surprised either that there’s decreased
commitment to the employer [among a signifi-
cant number of health care workers],” Gruden
says. “People are looking for someplace where
it’s better.”

References
1. Aon Consulting. Healthcare @Work: Aon Consulting

Workforce Commitment Report 2001. Miami; 2001. Web site:
www.aon.com.

2. First Consulting Group. The Healthcare Workforce
Shortage and Its Implications for America’s Hospitals. Long
Beach, CA; 2001.  ■

New DOT fitness exams
look at meds and ability
Do chronic conditions affect drivers’ ability?

The new commercial driver fitness exams from
the U.S. Department of Transportation (DOT)

take a closer look at how various diseases and
medications can affect driving ability over time,
says an occupational health professional in
Glendale, CA. 

“With the worker population aging, [DOT] is
assisting in not allowing drivers with chronic
conditions to just be rubber stamped a license
without looking at how the disease process is
affecting them,” notes Monika Fischer, RN, CS
ANP, CCM, COHN-S, health services adminis-
trator for the City of Glendale. “The detail of the
form assists and protects the examiner. DOT
does feel that the safety of the driver is the
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employer’s responsibility.”
Fischer makes a strong point when emphasiz-

ing the protection the new form affords the
examiner. “It guides the practitioner through
each step and provides suggestions as to course
of action if abnormalities appear,” she explains.

There are two areas of particular interest to
Fischer. “The form asks specifically that a practi-
tioner review medications and look at the driver not
just in light of the ability to drive, but also in gen-
eral job duties or roles,” she notes. “One example is
that if an employee is unable to load or unload a
truck they are driving. This raises the question,’Are
they fit to drive it?’ If they can’t load the truck prop-
erly so that load is distributed equally, there might
be greater chance of an accident.” 

The new recommendations also suggest the use
of additional testing and the use of specialists,
Fischer notes. “They suggest that there doesn’t
have to be an automatic two-year renewal, but that
if the employee has a medical problem requiring
monitoring then the time limit can be reduced so
that it may be more closely monitored,” she says.

Good for everyone

Ultimately, says Fischer, DOT’s new approach
will benefit employees and employers alike. “For
the employee it does allow some new freedom to
drive with certain medical conditions, while
being more restrictive with others,” she notes.
“For those employees with a physical disability
that may effect driving it has added the use of
road tests to assure that individual can drive
safely. I feel this is very practical approach.” 

Employers might experience increased costs if
they pay for exams, since they will now be more
time consuming, she concedes. “I believe that it
will be better in the long run, however,” says
Fischer. “It will address the medical problems of
the employee, ultimately reducing liability.”

The employer may also be concerned that
shortened times between examinations may
result in the employee being unavailable to drive,
therefore reducing their productivity. “Hopefully
overall this may stimulate employees to maintain
a healthy lifestyle to prevent or control medical
conditions and to seek proper medical care to
maintain health status,” Fischer offers.

[For more information, contact: 
• Monika Fischer, MN, RN, CS ANP, CCM,

COHN-S, Health Services Administrator, City of
Glendale, CA. Telephone: (818) 548-6488.]  ■

Vendors tell AHA they’re
ready for HIPAA

At a recent vendor readiness teleconference
hosted by the Chicago-based American Hos-

pital Association (AHA) hospital vendors indi-
cated they are ready for compliance with the
Health Insurance Portability and Accountability
Act (HIPAA) standards for electronic formats and
code sets.

“The fact that their vendors are ready, I think,
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puts providers in a position where now they have to
begin thinking about testing and executing the stan-
dard to make sure that it works – not to wait too
long into this process, but start thinking about being
ready early next year with respect to the transac-
tional standards,” noted George Arges, senior direc-
tor of AHA’s health data management group.

While noting that providers can expect some
changes in reporting requirements to the final
notice, which was originally published in May
2000, he indicated vendors were ready for the
changes. “Providers should be able to interface
their internal operations to the system changes
that the venders were offering,” he reported.

Lawrence Hughes, AHA director of member
operations, said vendors are ready to begin test-
ing with their providers, and that in fact, some
have already begun. He said those who have
begun testing report it has gone well, and many
have testing information available on their web
sites for their customers.

“One of the things that really came out from
the discussion was that the whole process of
working toward compliance is going to be a
cooperative effort between the [provider] organi-
zations and their vendors, and their trading part-
ners in ensuring that compliance deadlines will
be met,” Hughes said.  ▼

ACOEM sets HIV/AIDS
guidelines for workplace

Recognizing that occupational and environmen-
tal medicine physicians play a pivotal role in

dealing with the issue of HIV/AIDS in the work-
place, the Arlington Heights, IL-based American
College of Occupational and Environmental
Medicine (ACOEM) has developed the HIV and
AIDS in the Workplace Guideline.

The guideline addresses not only the general
issues involved, but also what role the occupa-
tional and environmental medicine (OEM) 
physician should play within the context of the
Americans with Disabilities Act of 1990 and the
Family Medical Leave Act of 1993. It also focuses
on and makes recommendations regarding issues
specific to the health care industry, including the
infected health care worker, exposure prevention,
and prophylactic therapy.

“The OEM physician should be actively
involved in developing institutional policies that

address AIDS and HIV in the workplace,” says
Mark Russi, MD, lead author and chair of the
ACOEM Infectious Diseases Committee, which
developed the guideline. “They should serve as a
resource to provide advice as needed to both
employers and employees and be prepared to
respond to an HIV- or AIDS-related medical
problem with appropriate triage or care.”

The guideline also makes recommendations
regarding the handling of sensitive medical infor-
mation, as well as the complexities of designing
reasonable accommodations and evaluating the
appropriateness of leaves under the FMLA.
Specifically, it includes recommendations concern-
ing the transmission of HIV from health care
workers to patients, noting that accumulated evi-
dence has found no basis to restrict the practice of
HIV-infected health care workers who perform
invasive procedures using appropriate precau-
tions. It does not support notifying patients of a
health care worker’s HIV status unless an expo-
sure has taken place.

The guideline is posted on the ACOEM Web
site at www.acoem.org. It will also be published
in the June 2002 issue of ACOEM’s Journal of
Occupational and Environmental Medicine.  ■ 
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