
Faced with budget cuts? ‘Downsize’ some
of your occupational health programs
Managers can find creative ways to do more with less 

Costly consultants. Personal trainers. Health coaches. Nutritionists.
These are some examples of occupational health and wellness pro-
grams that might be candidates for cost-cutting, as companies seek

to improve their bottom lines. 
“Operating on a shoestring is the name of the game here, since we

operate on tax dollars,” says Diane Harris, RN, an employee health nurse
at Franklin County Risk Management in Chambersburg, PA.

If it looks like a program is going to be cut, offer to downsize it instead
by reducing incentives, says Grace K. Paranzino, MS, RN, CHES,
FAAOHN, national clinical manager for Kelly Healthcare Resources in
Troy, MI. “For example, if a $100 Ipod incentive is changed to a $50 gift
card, that would be a $50 savings per person. Or you could change it to a
T-shirt, but then participation might be a factor.”

Michael Booth, manager of health programs and human resources
benefits at Unum, a Portland, ME-based benefits provider, says the econ-
omy “has not impacted our health initiatives at this time.” He says this is
because their programs are structured so that adjustments can be made if
a particular program is not meeting objectives, including financial 
objectives. 

Data from all of the company’s health initiatives and programs is ana-
lyzed to identify areas where adjustments might be needed. For example,
Unum has been offering zero dollar copays on diabetes medications for
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Occupational health programs might need to be downsized by reducing
incentives, asking local resources to educate employees, or using services
your company already is paying for.
• Offer indoor walking groups or walking clubs. 
• Redesign stairwells to make them more appealing.
• Ask insurers to provide cancer checks and body mass indexes.
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the past 12 months to increase medication com-
pliance. “We are currently reviewing aggregate
medication usage trends to see if the reduced
copay is driving greater compliance,” says Booth.
“Continuation of the program will hinge on the
results. Better compliance will ensure the contin-
uation of the program.”

If a program isn’t meeting expectations or is
deemed too costly, consider these low-cost alter-
natives:

• Offer facilitator-led group walks.
These walks can be done using indoor walking

routes or by creating walking clubs that meet at
scheduled times. “Our fitness staff may assist
employees by researching Google maps to pro-
vide measured walking routes for employees,”
says Booth. “Information for all of our outside

walking routes is found at our onsite fitness cen-
ters and health resource centers.” In Portland,
Unum upgraded sidewalks and walking routes
and provided maps for employees, while its
Chattanooga employees have access to an out-
door walking track for physical activity. 

• Make stairways more appealing. 
“A company can positively impact employee

activity, especially during the long winter
months,” says Booth. (To obtain free resources,
see box, below.)

Possible costs involved are printing posters,
painting stairwell walls, installing brighter light-
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For more information on low-cost occupational health
initiatives, contact:

• Michael Booth, Health Programs Manager/Human
Resources Benefits, Unum, Portland, ME. Phone:
(207) 575-4236. Fax: (207) 575-4450. E-mail:
mbooth@unum.com
• Diane Harris, RN, Employee Health Nurse, Franklin
County Risk Management, Chambersburg, PA. Phone:
(717) 261-3819. Fax: (717) 264-3413. E-mail: dhar
ris@co.franklin.pa.us.
• Grace K. Paranzino, MS, RN, CHES, FAAOHN,
National Clinical Manager, Kelly Healthcare
Resources, Troy, MI. Phone: (248) 244-3894. Fax:
(248) 244-4483. E-mail: parangk@kellyservices.com.
• Roxann Shiber, RN, COHN, Cherokee
Pharmaceuticals, Riverside, PA. Phone: (570) 271-
2065. Fax: (215) 616-0150. E-mail: roxann_shiber
@merck.com

• Stairwell motivational signs and information on
improving the appearance of stairwells, tracking stair
usage, and installing music is available at no charge on
the Centers for Disease Control and Prevention’s
Healthier Worksite Initiative web site (www.cdc.gov
/nccdphp/dnpa/hwi). Click on “Toolkits” and then under
“Physical Activity,” select “StairWELL.”
• A StairWELL Initiative Toolkit can be downloaded at
no charge on the Let’s Go! web site (www.letsgo.org).
Click on “Workplace” and then “StairWELL Toolkit.” The
kit also gives options for businesses that don’t have
stairwells, such as how to map out walking paths
around worksites and additional resources to help 
promote physical activity.

SOURCES/RESOURCES



ing, adding attractive artwork, and carpeting the
stairs, says Booth.

• Tap into Employee Assistance Program
(EAP) resources your employer already is pay-
ing for.  

Most EAP programs provide not only mental
health services, but also health, work, legal, and
financial resources for employees, notes Booth. 

• Contact pharmaceutical companies.
“Many pharmaceutical companies offer health

promotion and health education programs, from
design to implementation, at no charge,” says
Paranzino. For example, Sanofi-Aventis has pro-
grams to assist with diabetes management, and
Novartis has programs for blood pressure man-
agement.  

• Encourage employees to take advantage of
services provided by the company’s medical
plan providers.

Harris says her company’s current health
insurer, Blue Cross, provided sun damage screen-
ings to 130 employees at a health and benefits
fair. It also instructed 85 employees on perform-
ing self-checks for breast and testicular cancer, all
at no charge. The insurer also provided body
mass indexes to 67 employees before a recent
monthlong walking initiative, Lace Up for Fall.
(See story on using local resources to offer low-
cost wellness programs, below.)

Your insurer might offer web site health tools,
health education articles, personal health plans,
and even health risk assessments. “Often, plans
will also provide 24-hour nurse lines and prenatal
programs,” says Booth. ■

Ask these local resources
for free wellness help
Reach out to nearby experts

Asking local experts to help employees
improve their health at minimal or no cost is

a great way to keep program costs low or even
completely free. 

“This can be a cost-effective and relationship-
building method to provide key wellness pro-
grams to your employees,” says Michael Booth,
manager of health programs and human
resources benefits at Portland, ME—based Unum,
a benefits provider.

Booth suggests reaching out to local dieticians,

physicians, chiropractors, osteopaths, parks and
recreation groups, and organizations such as the
American Cancer Society and the American
Heart Association. 

Diane Harris, RN, an employee health nurse at
Franklin County Risk Management in
Chambersburg, PA, says that Easter Seals did
hearing screenings for $20 for 69 employees at the
company’s health and benefits fair. Local chiro-
practors set up a free booth to assess stress levels,
and they gave a seated trigger point massage to
65 employees.

“Our county extension has nutrition and
exercise programs we can access, and I have used
their displays at our fair,” adds Harris. “Also, our
Community Services [department] has been con-
tracted to provide a state grant-funded program
called Healthy Steps. They can provide the pro-
gram in house for our employees over 55 and the
instructor is a county employee, so the cost is nil.” 

Also, because Harris serves on committees 
for a health local consortium called Healthy
Communities Partnership, she is allowed access to
some of their materials, such as fliers she’s used for
the company’s walking programs and Smoker’s
Survival Kits that were supplied at no cost. 

Harris also uses her Red Cross Instructor
Certification through the local chapter to fulfill
mandatory cardiopulmonary resuscitation (CPR)
training requirements for more than 100 employ-
ees. The cost is $5 per certification card, which
otherwise costs $40. “As a ‘provider,’ we get a
special rate on the certifications, so our savings is
significant,” says Harris. “Also, as a provider,
some of the materials used cost less.”

At Cherokee Pharmaceuticals in Riverside, PA,
“One thing we have done to keep our programs
afloat is tap into the resources at our local univer-
sity, which offers nursing and exercise science
programs,” says Roxann Shiber, RN, COHN, an
occupational health nurse at Cherokee. 

“The professors love to have the students come
to our manufacturing site to gain practical experi-
ence, and we love having their students teaching
our employees great things,” she says. 

The nursing students spend about eight days
at the company through the semester. “They
develop and present a health teaching project, in
addition to directly interacting with our employ-
ees,’ says Shiber. “The exercise science students
usually spend about 20 hours a week for 12
weeks with us. They do everything from personal
training in our fitness center to lunch-n-learn pro-
grams on all types of topics.” Personal training
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services would otherwise cost $25 to $50 an hour,
and lunch and learns could cost anywhere from
$100 to $300, she estimates. 

Weight Watchers is another program that
Cherokee’s employees appreciate, even though
the company does not contribute anything to the
cost. “They [employees] pay the full expense, but
we coordinate the program and schedule meet-
ings on the lunch hour,” says Shiber. “This allows
employees to have the benefit of the program
without sacrificing home and family time.”

At Franklin County, the American Cancer Society
and the Department of Health did a joint presenta-
tion on skin, ovarian, colon, and prostate cancers.
“We ran these 45 minute sessions at three different
county worksites at the end of the day and during
lunch-time. It was all free,” says Harris. ■

Take steps if occ health
might be in trouble
Integrated care model is ‘becoming huge’

(Editor’s Note: This is the last of a three-part series on
how occupational health professionals can survive in a
down economy. This month, we cover how to explore
other opportunities in occupational health if your depart-
ment faces downsizing. Previous issues covered business
skills that you must obtain and how to promote yourself
and your expertise.)

Outsourcing occupational health services? If
you think this may happen with your

department and worry that it might be a bad
thing, think of the other side of the coin: the

opportunities this trend presents to you. 
“I see more jobs are going to open up for occu-

pational health, through outsourcing companies,”
says Karen Griffith, RN, BSN, MBA, COHN-S,
senior program manager of global health, well-
being and productivity at Chandler, AZ-based
Intel. “Suppliers are emerging with industry-
packaged health care models that blend occupa-
tional health with primary and preventive care in
the workplace. This integrated care model for
industry is becoming huge.”

Occupational health jobs are opening up
through these specialty vendors, instead of 
companies trying to piece together their own 
program, says Griffith. “I am seeing a lot of
appealing jobs from these suppliers that provide
services such as health coaching and wellness
programs, along with occupational health.”
Occupational health, combined with wellness
and preventive care, is becoming a bigger indus-
try than it was previously, “and I am not sure that
is such a bad thing,” she says.

Jobs are ‘natural fit’

This role is a “natural fit” for occupational
health nurses, because prevention of injuries and
illness is expanded to the overall health of the
employee. “You are doing far more for the
employees when a holistic approach is taken,”
says Griffith.

Griffith says that these new positions give you
a chance to really make a difference for employ-
ees. “These emerging companies specialize in this
integrated service mode, and provide training
and support from experts in the field,” she says. 

Griffith thinks there still needs to be an internal
occupational health team in place to coordinate
the vendor who is supplying the services to run
the health centers and oversee the core program
direction. “But as far as the clinical work, it’s excit-
ing to see the how this industry is emerging to
develop robust programs, as well as train and sup-
port the staff for companies,” says Grifith. “The
good news is these specialty vendors are really
emerging as appealing companies to work for.”

Different skills needed

To pursue these jobs, you’ll still need core com-
petencies in occupational health, but you’ll need
expanded skill sets. These skill sets include the
ability to perform more comprehensive physical
assessments, as opposed to specific reviews for
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New occupational health job opportunities exist
with companies that provide services such as
health coaching and wellness programs. 
• Companies no longer have to design wellness
programs themselves.
• Employees benefit from a more holistic
approach.
• Expanded skill sets are needed, such as more
comprehensive physical assessments.
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injury and illness, says Griffith. 
“Also, you’ll need a fundamental understand-

ing of emerging wellness initiatives that are tak-
ing place in the industry,” says Griffith. For
example, you’ll need to implement health risk
assessments and recommend age-specific preven-
tive screenings for employees.  

Griffith feels strongly that “the jobs of the
future in occupational health will be with this
emerging boutique industry. These companies are
excellent employers to work for, and they are in
the health field. So a company doesn’t have to get
into the medical realm, which oftentimes is not
their core competency, when there are industries
that specialize in the service.” ■

A small-scale wellness
program got big results

Because the average UPS driver walks four and
one-half miles a day, you’d think it would be

difficult to convince them to come in early for a
two-mile warm-up walk, but they do. This is just
one example of how the company’s Petaluma,
CA, facility succeeded in changing the lifestyles
of its workers. 

Two years ago, the facility’s rate for DART
(days away from work, restricted work activity,
or job transfer) was 10.3 for every 100 full-time
employees, 2,000 hours a year. Something had to
be done. A group of managers and drivers
“brainstormed,” says Josh Young, the facility’s
center manager, who oversees 200 employees. 

“We knew we needed to come up with some-
thing different to reduce the number of injuries.
We asked, ‘What can we do as a group that is dif-
ferent than our day-to-day regimen?’” says
Young, who sits on the group’s safety committee

supporting drivers’ safety and health initiatives.
The group’s three-prong answer: A walking

club, a nutrition program, and yoga classes. At
first, only one or two drivers participated, but the
number grew steadily, due mainly to word-of-
mouth recommendations from co-workers. Injury
rates, on the other hand, started to drop. The
DART rate is now 4.2 for every 100 full-time
employees, 2,000 hours a year.

The goal is to make drivers “industrial ath-
letes” who are fit enough to do the heavy manual
labor required for the job. To reach this accom-
plishment, drivers first need to answer the ques-
tion: “Why should I do this?” says Young. The
answer differs for every employee, he says, and
might be “so I can play with my kids when I get
home” or “so I can lose weight.”

“The hardest part is taking that initial step. We
showed them the benefits that they can walk away
with. Then we went mostly on word of mouth,” he
says. Outside wellness experts were hired to talk
about nutrition, and a yoga teacher held classes in
the early mornings. When the classes became too
crowded for the space, a group of drivers arranged
to meet at the yoga studio before work.

One driver now rides his bike from his house to
the gym, then rides the bike to work, and then
works his shift. Another driver weighed more than
400 pounds and was counseled on better eating
habits, which resulted in significant weight loss.
“He is another example of someone who has
‘caught the bug,’” says Young. “Another of our
drivers [has] quit smoking for six months. We have
a lot of inspiring stories.”  ■
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For more information on job opportunities with out-
sourcing companies, contact:

• Karen Griffith, RN. BSN, MBA, COHN-S, Senior
Program Manager, Global Health, Well-being, and
Productivity, Intel Corp., Chandler, AZ. Phone: (480)
715-8691. E-mail: karen.g.griffith@intel.com.

SOURCE

To reduce injury rates, drivers and managers at
UPS’ Petaluma, CA, facility implemented walk-
ing, nutrition, and yoga programs. Rates for
DART (days away from work, restricted work
activity, or job transfer) decreased from 10.3 for
every 100 full-time employees, 2,000 hours a
year, to 4.2 in less than one year.
• Each employee answers the question “Why
should I do this?’
• Participation increased largely by word of
mouth.
• Employees themselves investigate the root
causes of injuries.
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Let employees decide how
to be safer and healthier
Workers ID root causes of accidents

Instead of management telling UPS employees
how to improve their health and safety, the com-

pany’s 12,000 front-line employees, who sit on
more than 3,000 “comprehensive health and safety
process” committees, decide that for themselves.

“UPS drivers move about 16 million packages
a day. It’s a very physical job. There’s no such
thing as a virtual package,” says Dan McMackin,
spokesperson for UPS. “Everything people order
on the Internet has to be delivered by somebody
and picked up and carried.”

The employees are the ones who investigate
accidents to find out the root causes behind what
happened. For example, they discovered that most
back injuries occurred later in the afternoon when
drivers are fatigued and fail to follow the correct
lifting procedures. 

“Committee members focused their efforts on
making drivers aware that safe work methods are
crucial, especially as the day wears on,” says
McMackin. 

Each driver who has had an injury, no matter
how minor, is given a refresher in the techniques
taught in the company’s internally developed
UPS Safe Work Methods training course. 

Beginning in 2008, each committee was required
to nominate one person as a wellness champion,
who is given wellness materials from corporate
headquarters. The wellness champion leads the
group with current health topics and points
employees in the right direction to access health
care resources. “It’s a huge investment in time and
resources and funds; we have to pay these people
an hourly rate while they are doing all this and not
getting their productive work done. But it pays
back tenfold because you’ve got healthier, happier
people coming to work,” says McMackin.

Re-injury rate cut to 6%

Each month, the committees focus on a different
topic, such as stretching, heart health, or nutrition,
says Mary Breen, RN, COHN-S, CCM, corporate
occupational health manager of UPS.

Recently, the committees looked at their most
frequent injuries, on and off the job. “In the work-
ers’ compensation arena, we’ve narrowed it

down to knee, back, and shoulder injuries, and in
the disability area, musculoskeletal injuries,” says
Breen. “So we knew a lot of our injury cost was
due to those injuries, and also reinjuries, with the
next one being more severe.” 

A 30-minute education program was devel-
oped by corporate occupational health, to teach
injured employees how to do the proper job
setup. The company’s 22% re-injury rate was cut
to 6% only after nine months. 

The wellness champion is charged with inves-
tigating the root causes of injuries. “But we have
reduced our injury frequency over 60% over the
last five years, so they have a lot less to investi-
gate,” says Breen. “We have seen a 10% reduction
in back, knee, and shoulder injuries for our full-
time employees in 2008 compared to 2007 with
this initiative. We are hoping to see a decrease in
the increase of our health care costs.” 

Successes are shared

Last year, disease management coaches were
added to reach out to workers to prevent and treat
chronic conditions. “We started off with the four
big ones: coronary artery disease, diabetes, asthma,
and chronic obstructive pulmonary disorder.
People can go in themselves and get a nutrition
coach,” says Breen. 

A quit smoking program is free for the major-
ity of employees. All employees can also access a
companywide Employee Assistance Program
with six free therapy visits. 

This year, health risk assessment data is being
used to identify the number of employees with risk
factors. “That is a brand new product  this year.
You can look at how many are at low, moderate,
and high risk, and you can actually put a financial
number to that,” says Breen. 

Successes are shared via the company’s best
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For more information on UPS’ reduction of injury rates,
contact:

• Mary Breen, RN, COHN-S, CCM, Corporate
Occupational Health Manager, UPS, Atlanta. Phone:
(404) 828-6311. E-mail: marybreen@ups.com.
• Josh Young, Center Manager, UPS, Petaluma, CA.
E-mail: jyoung@ups.com.

SOURCE



practices health and safety department, which con-
sists of about 60 occupational health nurses nation-
wide. “They can send in presentations that are put
on our internal web site, such as the success they
have seen with a stroke program, a walking pro-
gram, or a blood pressure program,” says Breen. ■

Wellness programs 
cut sick time by 22%

Wellness programs can reduce sick leave by
22%, and impact health and productivity of

employees, according to a review of 46 studies
evaluating the effects of work health promotion
programs.1

The results showed meaningful improvements
in several key measures, including reduced emo-
tional exhaustion and burnout, improved mental
health measures, and increased employees’ per-
ceived work ability.

Certain types of work health promotion pro-
grams had benefits in specific areas. For example,
exercise programs seemed to increase overall and
mental well-being and work ability, while reduc-
ing absences due to illness. Programs designed to
promote healthy lifestyles and ergonomic work-
ing conditions also helped to reduce absences.

Based on their findings, the researchers sug-
gest that work health promotion programs
“should target both physical and psychosocial
environments at work.”

Reference

1. Jaana K, Lamminpaa A, Husman P. Work health pro-
motion, job well-being, and sickness absences — A system-
atic review and meta-analysis. J Occ Environ Med 2008;
50:1,216-1,227.  ■

Needlestick benchmark
can be safety ‘snapshot’
Internal comparisons may be most helpful

Suppose needlesticks at one of your health care
facilities rose this year compared to last year.

That doesn’t sound so good. Clearly things are
not going in the right direction. But you need

more information to understand what’s happen-
ing. You need a benchmark for your needlesticks.

First, you need to calculate a needlestick rate. If
the numbers rose but the procedures or bed count
grew even higher, then your rate actually might
have gone down.

You also need to dig a little deeper into the
dynamic of your sharps safety program. “If
you’re going to assess how successful your pro-
gram is, the number of injuries has to be just one
component,” says Angela K. Laramie, MPH, epi-
demiologist with the Sharps Injury Surveillance
Project in the Massachusetts Department of
Public Health in Boston. “Evaluate whether your
injury reporting has changed in any way or
whether frontline employees are getting more
involved in device selection.

“If you use injuries as the sole measure of suc-
cess of a program, then you risk driving reporting
underground,” Laramie says. “You risk that peo-
ple aren’t going to want to report their injury, and
that’s counterproductive because we miss the
opportunity to provide appropriate care to
injured employees and to learn more about those
injuries so we can prevent them in the future.”

Yet in the quest for injury reduction, rates can
be useful, if they’re properly evaluated. A compar-
ison with a national database, such as the EPINet
network of the International Health care Worker
Safety Center at the University of Virginia in
Charlottesville can bolster a case for more
resources to tackle sharps safety. Associate director
Jane Perry, MA, says, “Oftentimes, hospital admin-
istrators will want to know, ‘How do we compare
to other institutions around the country?’” 

Numerator: Number of needlesticks

So how do you calculate your rates? What,
exactly, should be in your numerator and denom-
inator?

Clearly, your numerator will be the number of
needlesticks, but you might want to look specifi-
cally at units such as med-surg, emergency
department, or the intensive care unit. Your
denominator will vary depending on what you
are trying to measure.

Do you want to know who is sustaining the
most needlesticks? You’ll need to use FTEs to
compare occupational groups, such as nurses,
phlebotomists, and physicians. How frequently
do they occur? In some units, you may be able to
use the number of procedures. Which devices or
device categories are associated with the most
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needlesticks? This is a tricky question, but you
might be able to obtain purchasing data from
materials management.

Those internal markers will provide informa-
tion for action. “You should benchmark against
your own data and really look at yourself over
time,” says Laramie. “It’s important to take a
broad assessment of what’s happening hospital-
wide, but I think it’s more important to take a
few devices and really look at where those
injuries are occurring.”

Public hospitals in Texas and all acute care and
chronic care hospitals in Massachusetts are
required to report their bloodborne pathogen
exposures. These and other national databases
collect information per 100 beds. For example, if
you had 350 needlesticks in one year and you had
an average of 800 occupied beds, your rate would
be 350 divided by 800, multiplied by 100, or 44
per 100 occupied beds.

“You can use the national or state based data to
get a sense of what is going on,” says Laramie.
But she cautions that you need to compare your-
self to similar facilities. EPINet, for example,
reports its data for teaching and nonteaching hos-
pitals.

Perry says, “Teaching hospitals always have
higher rates because they have more trainees and
they’re often doing more intensive procedures
using more needles.”

Different populations, procedures

Different patient populations might mean hos-
pitals perform different types of procedures, so
other factors ranging from geography to size may
influence needlesticks, Laramie says.

It also is important not to view a national or
state benchmark as a goal or best practice. It is
just a snapshot of current performance. If your
rate is better than the average, that doesn’t neces-
sarily mean your rate is “good” or “acceptable.”
Your goal should be continual improvement.

“I don’t want anybody to say in the state of
Massachusetts 40% of injuries happened to
nurses and at our hospital it was only 30%, so
we’re doing really well,” Laramie says. “I don’t
like our data to be used as a benchmark. The
benchmark assumes an acceptable level or a
goal. My data is not a goal. It is a picture of what
exists.”

After all, the goal is not to do better than most
hospitals on needlesticks. The goal, notes
Laramie, is zero.

In fact, a low number of needlesticks actually
can be a bad thing, if the numbers are low
because health care workers are reluctant or unin-
formed about reporting, she notes. “Get employ-
ees involved as much as you can [in sharps
safety],” she says. “If you see a low number of
injuries, be aware that it could say something
about the underreporting in the facility.”  ■

Are sleepy workers a threat
to safety, productivity?

About one-third of 1,000 workers said they
had fallen asleep or become very sleepy at

work in the previous month, according to a
recent National Sleep Foundation survey.1 Also,
about 10% of adults reported not getting enough
sleep every day for the previous month, says a
recently published study from the Centers for
Disease Control & Prevention (CDC).2 The study
also indicated that the percentage of adults who
report sleeping six hours or less has increased
from 1985 to 2006, across all age groups.

What can occupational health professionals do
about this dangerous problem? According to Lela
R. McKnight-Eily, PhD, the study’s lead author
and a behavioral scientist in CDC’s Division of
Adult and Community Health, you can begin by
assessing whether workers are sleep-deprived.
McKnight-Eily recommends using measures such
as the Epworth Sleepiness Scale and Stanford
Sleepiness Scale, which are used to measure
daytime sleepiness.

“There are numerous health benefits that can
be linked to employees improving sleep habits,”
says McKnight-Eily. Sleep disorders and sleep
loss are significantly associated with mental dis-
tress, depression, anxiety, obesity, hypertension,
diabetes, high cholesterol, and adverse health
behaviors such as cigarette smoking, physical
inactivity, and heavy drinking, she says. 

“Sleep can be incorporated into employee well-
ness programs,” she says. McKnight-Eily recom-
mends: 

• Encourage workers to take short naps; avoid
caffeine, alcohol, or stimulants several hours
before going to sleep; and relax before going to
bed.

• Warn employees to be cautious about
drowsy driving, as it is a cause of motor-vehicle
morbidity and mortality.
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• Encourage shift workers to obtain adequate
sleep during the time that they are not working.

“Employees who have persistent issues with
obtaining adequate sleep, may require an assess-
ment by a health care employee for the presence
of a sleep disorder,” says McKnight-Eily. 

References

1. National Sleep Foundation. 2008 Sleep in America Poll.
2008: Washington, DC.

2. McKnight-Eily LR, Presley-Cantrell LR, Strine TW, et
al. Perceived insufficient rest or sleep — Four states, 2006.
MMWR 2008; 57:200-203.  ■

Simple changes can 
benefit shift workers

Shift workers are at higher risk for injuries,
accidents, and absenteeism, but simple work

schedule changes can improve the health of these
employees, according to a new review of 26 stud-
ies of shift workers, including autoworkers,
nurses, and chemical plant employees.1

Two interventions were shown to have a posi-
tive impact: Rotating workers through shift
changes more quickly — every 3-4 days instead
of every seven days — and giving employees
more control over their schedules. 

Companies are very resistant to addressing the
needs of shift workers, according to Alec J.
Davidson, PhD, an assistant professor with the
Neuroscience Institute at Morehouse School of
Medicine in Atlanta. “I think that the issue is
underappreciated,” says Davidson. Animal
research from Davidson’s lab and others is
revealing that, independently of any other factors
associated with shift work, altered lighting envi-
ronments that induce chronic jet-lag, which is
similar to rotating shift work, have significant
health costs. 

“It appears that these schedules tend to
increase the risks of a number of pathologies,
including cancers, and the risks associated with
environmental toxin exposure,” he says.

Unfortunately, Davidson says it may be too
early to propose changes to specific lifestyles or
work schedules just yet, as a better understand-
ing of specific risk factors is needed. Until then,
he advises encouraging shift workers to lead oth-
erwise healthy lifestyles including healthy eating

and weight management, frequent exercise,
avoidance of tobacco or excessive alcohol usage,
and getting plenty of sleep.

Reference

1. Bambra C, Petticrew M, Whitehead M, et al. Shifting
schedules: the health effects of reorganising shift work. Amer
J Prev Med 2008: 34:427-434.  ■

Employees might be going
to India for surgery

Wellpoint is testing a program that allows
patients the option of going to India for

elective surgery, according to The New York Times.1

There are no out-of-pocket medical costs, and
travel is free for the patient and a companion,
according to the article

The program is being tested at Serigraph, a
printing company in Wisconsin where managers
are looking to address increasing health care
costs, said Razia Hashmi, MD, chief medical offi-
cer for national accounts for Anthem Blue Cross
and Blue Shield, which is affiliated with
Wellpoint.

Hashmi said that the insurer will monitor the
project to ensure positive clinical outcomes and
patient satisfaction.

The Deloitte Center for Health Solutions, a
consulting firm, predicts that by the year 2010,
more than 6 million Americans annually will be
seeking medical treatment abroad, says the Times
article, which points to potential cost savings.
Knee surgery that costs $70,000 to $80,000 in the
United States can be performed in India for
$8,000 to $10,000, including follow-up care and
rehabilitation, the article quoted Hashmi as say-
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For more information about the health of shift workers,
contact:

• Alec J. Davidson, PhD, Assistant Professor,
Circadian Rhythms and Sleep Disorders Program,
Neuroscience Institute, Morehouse School of
Medicine, Atlanta. Phone: (404) 752-1703. E-mail:

SOURCE



ing. Similar savings could be achieved for other
procedures including hip replacements and spine
surgery, the article says. 

If other insurers follow Wellpoint, Hashmi
said, U.S. hospitals might feel pressured to be more
competitive in their pricing. The program poten-
tially could pull the healthiest and most profitable
patients away from a local hospital, said Howard
Berliner, ScD, a professor of health policy and
management at State University of New York
Downstate Medical Center in Brooklyn. 

The program would appeal primarily to peo-
ple who have traveled abroad, Hashmi predicted
in the article. Many employees of Serigraph,
which has offices in India, are familiar with the
country. Hashimi said the quality of care is com-
parable in the two countries. All the physicians
speak English, the article said. Patients can share
their medical records and consult with a surgeon
in India before going, Hashimi said. 

The pilot program arranges for patients to be
picked up at the airport, and it provides special
meals to prevent foodborne illnesses. The program
complies with the American Medical Association
guidelines on medical tourism and uses hospitals
accredited by Joint Commission International.

However, medical tourism would be of limited
appeal to Americans with private health insurance,
predicted Berliner, who said one terrible outcome
would squash excitement about such a program.
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1. Rabin RC. Insurer offers option for surgery in 
India. The New York Times, Nov. 21, 2008. Accessed at
www.nytimes.com/2008/11/21/health/21abroad.html?_r=
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Telephone may be effective
in weight loss maintenance

Face-to-face and telephone follow-up sessions
appear to be more effective in the maintenance

of weight loss for women from rural communities
compared with weight loss education alone,
according to a report in the Nov. 24 Archives of
Internal Medicine. In addition, telephone counsel-
ing appears to be just as effective as face-to-to face
counseling for weight loss management.

“Rural counties in the United States have
higher rates of obesity, sedentary lifestyle and

associated chronic diseases than nonrural areas,
yet treatment of obesity in the rural population
has received little research attention,” according
to the authors. Studies have shown that diet,
exercise, and behavior changes can produce sig-
nificant weight loss and that extended care pro-
grams such as clinic-based follow-up sessions can
improve weight loss maintenance. “However, in
rural communities, distance to health care centers
represents a significant barrier to ongoing care,”
the authors write. 

Michael G. Perri, PhD, of the University of
Florida, Gainesville, and colleagues conducted a
randomized trial involving 234 obese women
(ages 50 to 75) who completed a six-month
weight loss program in six medically under-
served rural communities. The women were ran-
domly assigned to three extended-care programs
consisting of 26 biweekly sessions for one year.
There were 72 participants who received tele-
phone counseling, 83 who received face-to-face
counseling, and 79 who received biweekly
newsletters containing weight loss maintenance
tips. Estimated program costs were also assessed. 

Average weight at the beginning of the study
was 96.4 kilograms (212.5 pounds). The average
weight lost during the six-month intervention
was 10 kilograms (22 pounds). One year after the
beginning of the study, “participants in the tele-
phone and face-to-face extended-care programs
regained less weight [an average of 1.2 kilograms
(2.6 pounds) for each group] than those in the
education control group [an average 3.7 kilo-
grams (8.2 pounds)],” the authors write. 

“The beneficial effects of extended-care coun-
seling were mediated by greater adherence to
behavioral weight management strategies, and cost
analyses indicated that telephone counseling was
less expensive than face-to-face intervention,” the
authors note. “Our findings highlight the benefits
of extended-care interventions and indicate that
telephone counseling represents an effective and
cost-efficient approach to the management of obe-
sity in underserved rural settings.”  ■

Press 1 if you want 
children to eat right

Imagine turning the tech era’s most annoying
invention — voice-response telephone systems

— into something good. 
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Researchers say they did exactly that in a study
on the use of interactive-voice response counsel-
ing to offer nutrition tips to families with obese
children. 

Although children started out with roughly
similar body mass index (BMI) scores, those
whose parents completed at least six interactive
voice-response counseling calls ended the study
with slightly lower BMIs than children in the two
other intervention groups did. 

“I don’t think anyone loves automated phone
calls,” said lead author Paul Estabrooks, an asso-
ciate professor in human nutrition, food, and
exercise at Virginia Polytechnic Institute and
State University. “The difference is we’re calling
with information they want and information that
is tailored toward them. It’s a smart system.”

After parents used the voice-activated system,
children “did not gain weight at the same rate,” he
said. “It’s tough to put that into pounds. The idea is
that this group has a trajectory. What we managed
to do is stop that and decrease it slightly.” 

Three approaches studied

The study, in the January issue of the American
Journal of Preventive Medicine, involved 220 par-
ent-child pairs receiving care from Kaiser
Permanente Colorado. The children were all
obese or overweight. The researchers assigned
families randomly to three groups. One group
received a workbook designed to help children
increase physical activity and consumption of
fruits and vegetables. Another group received the
workbook plus two small-group sessions with a
dietitian. The third group received all of the
above, and 10 counseling sessions using interac-
tive voice response technology. 

The no-counseling groups reduced consump-
tion of sugared drinks by 26-28 ounces per week
after a year. In comparison, the group that also
had phone counseling showed a decrease of 36
ounces per week. 

Children in all groups slightly increased their
daily servings per day of fruit. Changes in physi-
cal activity were hard to gauge, because many

children refused to wear an accelerometer to
measure how much they moved.

Alice Ammerman, DrPH, director of the
Center for Health Promotion and Disease
Prevention at the University of North Carolina at
Chapel Hill, says, “We have to attack obesity in
many different ways.” The phone intervention
“is one piece of that.”

With the price of gas and the economic down-
turn, “it’s harder and harder to get people to
come out to clinics,” Ammerman says. 

Ellyn Satter, a family therapist and registered
dietician, says, “This is a creative approach that
might turn out to have some utility.” However,
Satter added, “I just wish it hadn’t been applied
to such a negative intervention.” Her objection:
“If you identify a child as overweight and teach
parents food restrictions, both parents and chil-
dren become food preoccupied,” Satter said. “It’s
surprising the children didn’t gain weight.”  ■
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■ Obtain valuable data from
your worker’s comp carrier

■ Information you must
know before making a
business case

■ Learn the pros and cons of
bringing primary care onsite

■ Step up to the plate to offer
expertise in a bad economy

COMING IN FUTURE MONTHS

CE Objectives / Instructions
The CE objectives for Occupational Health Management
are to help nurses and other occupational health
professionals to: 
•  Develop employee wellness and prevention programs to
improve employee health and productivity.
•  Identify employee health trends and issues.
•  Comply with OSHA and other federal regulations
regarding employee health and safety.  

Nurses and other professionals participate in this
continuing education program by reading the issue, using
the provided references for further research, and studying
the questions at the end of the issue. 

Participants should select what they believe to be the
correct answers, then refer to the list of correct answers
to test their knowledge. To clarify confusion surrounding
any questions answered incorrectly, please consult the
source material. 

After completing this semester’s activity, you must
complete the evaluation form provided in the June issue
and return it in the reply envelope provided in order to
receive a letter of credit. When your evaluation is
received, a letter of credit will be mailed to you.  ■
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CE questions

5. Which is recommended for occupational health
programs if budget cuts may be needed?
A. Reduce costs by decreasing incentives.
B. Keep programs in place or cut them, but
avoid making adjustment.
C. Don’t link continuation of free copays to
improved compliance.
D. Avoid involving pharmaceutical companies.

6. Which is true regarding employment opportu-
nities with vendors that provide occupational
health services, according to Karen Griffith,
RN, BSN, MBA, COHN-S, senior program
manager of global health, well-being and
productivity at Intel?
A. Opportunities are decreasing because
more companies are bringing occupational
health in house.
B. The jobs typically do not address preven-
tive care.
C. The ability to perform comprehensive
physical assessments is not needed.
D. A more holistic approach is taken for the
employee’s overall health.

7. Which initiative is part of an approach which
resulted in decreased injury rates for UPS
drivers?
A. Only management investigates root
causes of injuries.
B. Employees investigate injuries to find out
root causes.
C. Wellness champions are always senior
managers.
D. Employees serve on health and safety com-
mittees, but they are not paid for their time.

8. Which is true of wellness programs, accord-
ing to a study published in the Journal of
Occupational & Environmental Medicine?
A. Sick leave was not decreased.
B. Sick leave was decreased.
C. Exercise programs did not reduce
absences.
D. None of the wellness programs reduced
absences.

Answers: 5. A; 6. D; 7. B; 8. B. 
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