
Speak up! Seek opportunities to 
promote company — and yourself
Build credibility, network with peers

As an occupational health professional, you have expertise that no
other profession has. Why not use that to your advantage? You
can promote your company—and yourself— by speaking at con-

ferences and sharing successes with wellness programs. 
“This is an excellent opportunity to make the company look good.

Every attempt should be made to make sure this happens,” says Kay N.
Campbell, EdD, RN-C, COHN-S, FAAOHN, president of the American
Association of Occupational Health Nurses in Pensacola, FL.

In addition, “it’s a great experience builder and enhances credibility in
the profession,” says Scott Gaddis, global safety capability leader for
Kimberly-Clark Professional in Roswell, GA. 

There are many topics that occupational health experts can speak about
in a way that no one else can, says Campbell. These include pandemics,
with an emphasis on health and business continuity; health and wellness;
change management and sustainability for reduced health care costs; and
clinical, emotional health, and travel health programs.

As for a “hot topic” to present as a guest speaker, Campbell says a 
surefire hit is to tell others about any successful program with metrics.
“Usually all groups want to understand the business case for the pro-
gram, what the initiative was, and how success is being measured,” she
says.
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Occupational health professionals can promote their companies and them-
selves, by sharing successes with wellness programs externally. To build
your credibility as a health and safety expert: 
• Talk about any successful program with metrics.
• Ask for feedback when describing a program at a meeting or training
event. 
• Clear any public communication with management beforehand.

EXECUTIVE SUMMARY



“When a professional is invited to speak pub-
licly, this should reflect well on a company that
employs the individual,” says Eileen Lukes,
PhD, RN, COHN-S, CCM, FAAOHN, an occupa-
tional health manager at The Boeing Company in
Mesa, AZ. “Certainly, getting public recognition
for a job well done is beneficial to one's career. In
technical arenas such as occupational health,
audiences are more inclined to seek information
from experts who actually work in the field or do
research, rather than professional speakers.”

Occupational health experts have a working
knowledge of regulatory requirements that affect
companies, including the Family and Medical
Leave Act, the Americans with Disabilities Act
Amendments Act of 2008, and requirements 
from the Occupational Safety and Health

Administration. “In addition, occupational health
professionals are able to influence company pol-
icy as it affects health and productivity,” says
Lukes. “For instance, trends in injuries may pro-
vide sufficient justification to hire additional
workers, instead of demanding overtime work
that results in musculoskeletal disorders.”

According to Lukes, “anytime a company can
see financial benefits from improvements in
health and productivity, it is appropriate to con-
sider publicizing the success.” For instance, one
company realized an annual savings of $1.6 mil-
lion by modifying the process of paying long-
term disability.  “As a publicly-held company,
they wanted shareholders to know that they were
doing everything they could to save money,” says
Lukes. 

When choosing a topic to present on, Lukes
says to first determine what metrics are valuable.
“Anything that can be translated to money can
get someone's attention,” she says. “What is the
baseline, and what were the results after the pro-
gram or intervention or change?”

Do external networking 

Sharing your expertise, says Campbell, is “a
good way to network with others, do more effec-
tive planning for future programs, and get good
company recognition. I am not sure that it can
prevent job loss, but with new contacts that are
made, it may be easier to secure a new job.”

Gaddis says that he has taken on new roles and
responsibilities by speaking at conferences and
academic events and accompanying field repre-
sentatives to speak to customers about the impor-
tance of safety.  

“I was a safety manager in manufacturing, but
when the opportunity arose, I stepped out of a
comfortable assignment to take my expertise in
the area of safety and health to our customers, ”
says Gaddis. Two of his lectures included
ergonomics in the industrial workplace at the
National Safety Congress and bloodborne
pathogens in the workplace at the Kentucky
Safety Network’s annual conference.

Gaddis notes that “in occupational health,
most planning and networking is done inter-
nally.” In contrast, Gaddis shares his company’s
safety strategy, track record, and execution plans
with others. “At first, we really didn’t know if
people would want the information, and if they
did, would they experience the same kind of
safety experience we’ve had? We discovered early
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on that there is a high degree of interest,” says
Gaddis. “People want the information. If it’s some-
thing that fits with their strategy, they use it.”

Gaddis says that his biggest reward is “sharing
experiences in a way that moves people to consider
a different way of driving success in their work. It’s
a fantastic feeling to get an e-mail or phone call
from someone who applied, and had success with,
information I’ve shared.” (See story on how to get
started, below.)  ■

How to get started 
as a public speaker
Step into an exciting new role

If you want to make a name for yourself as an
occupational health expert, start small. “Often,

it is good to start with your peers,” says Kay N.
Campbell, EdD, RN-C, COHN-S, FAAOHN,
president of the American Association of
Occupational Health Nurses in Pensacola, FL.
“Offer to describe a program at a meeting of col-
leagues and get feedback. Write an article for the
company newsletter.”

Scott Gaddis, global safety capability leader
for Kimberly-Clark Professional in Roswell, GA,

suggests starting with training events internal to
your own organization. “Then grow toward more
demanding subjects and engagements,” he says.
“Knowledge and passion for the subject are abso-
lutely essential for success.” 

Susan A. Randolph, MSN, RN, COHN-S,
FAAOHN, clinical assistant professor of the
Occupational Health Nursing Program at the
University of North Carolina at Chapel Hill, sug-
gests contacting organizations such as Kiwanis
International, Rotary, and the local chamber of
commerce to offer your services as a guest
speaker. “There are many issues that workers face
at work that are also relevant at home,” notes
Randolph. Examples are noise exposure and pro-
tecting hearing; slips, trips, and falls at home; the
importance of exercise; and appropriate use of
medications. 

To get started, here are three things you must
do:

• Join a local trade association for network-
ing purposes. “Stay actively involved in national
trade associations in an effort to keep current,”
says Gaddis. 

• Get some training. Gaddis says that he first
completed a couple of classes on public and
extemporaneous speaking for professionals and
continued learning by taking classes on lesson
planning and presentation techniques. 

• Pick a first topic. Gaddis says that some
good choices are wellness programs, effective
case management, workers’ compensation man-
agement, ergonomics, employee assistance pro-
grams, and occupational hygiene. 

• Keep higher-ups in the loop. “The company
may need to review what is being said and
always wants to know who is being told what,”
says Campbell.  

Any public communication, whether it is a
written article or a presentation, should be
cleared by management ahead of time if your
work affiliation is cited, says Eileen Lukes, PhD,
RN, COHN-S, CCM, FAAOHN, an occupational
health manager at The Boeing Company in Mesa,
AZ. “If the occupational health professional is
linked to an employer in a public forum, others
may assume that the individual speaks for the
company and is presenting company-sanctioned
information,” says Lukes. “If this is not the case,
avoid the perception that you are speaking or
writing as a representative of the company.”

• Pitch a topic as a way to promote the com-
pany. Randolph gives this example: By imple-
menting a certain wellness program, the
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For more information on marketing yourself as an
occupational health expert, contact:

• Kay N. Campbell, EdD, RN-C, COHN-S, FAAOHN,
Global Health and Productivity, GlaxoSmithKline,
Research Triangle Park, NC. Phone: (919) 483-2185.
Fax: (919) 483-8535. E-mail: kay.n.campbell@gsk.com.
• Scott Gaddis, Global Safety Capability Leader,
Kimberly-Clark Professional, Roswell, GA.
E-mail: scott.gaddis@kcc.com.
• Eileen Lukes, PhD, RN, COHN-S, CCM, FAAOHN,
The Boeing Company, Mesa, AZ. E-mail: enlukes@
cox.net.
• Susan A. Randolph, MSN, RN, COHN-S, FAAOHN,
Clinical Assistant Professor, Occupational Health
Nursing Program, University of North Carolina at
Chapel Hill. Phone: (919) 966-0979. Fax: (919) 966-
8999. E-mail: susan.randolph@unc.edu.
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company saved X amount of dollars, and X
number of people are now under treatment for 
X disease that otherwise would not have been
detected. “It is always good to inform others,
both inside and outside the company, about out-
comes and successes,” says Randolph. “It puts 
a positive spin on the efforts of the occupational
health manager and the employer.”  ■

Ready to save a worker’s life
in all of these situations?
Consider every possible hazard

Amputation, anaphylactic shock, asthmatic
reaction, cardiac arrest, convulsion, seizure,

diabetic emergency, head injury, heat stroke, and
pneumothorax.  

These are just some of the emergencies that can
occur in your workplace at any given moment.
“The occupational health nurse needs to be aware
of the conditions that can occur as a result of an
individual's health status and also work-related
issues,” says Bonnie Rogers, DrPH, COHN-S,
LNCC, director of the North Carolina
Occupational Safety and Health Education and
Research Center, and the Occupational Health
Nursing program at the University of North
Carolina, both in Chapel Hill. 

Every day, you may potentially save an
employee’s life by encouraging healthy lifestyle
changes and safe work practices, and never know
it. However, there are occasionally dramatic
“saves” made by OHMs that literally save an
employee’s life or limb. 

“You must be familiar with all the jobs that are
done at the worksite, in order to put prevention
strategies in place,” says Rogers. For example, an
employee using potentially dangerous equipment
could suffer an amputation. In this case, “you
will need to provide immediate emergency care
to make sure the worker is breathing, stop any
bleeding, and arrange for immediate transport of
the employee to the hospital, while taking care of
the affected part that was amputated,” says
Rogers. 

If an employee has an anaphylactic reaction
from an allergy to food or latex, it can trigger res-
piratory distress, bronchospasm, wheezing, and
cardiovascular collapse. “Here, you will need to
be sure the airway is open, administer oxygen
and epinepherine per written medical standing
order, monitor vital signs, and immediately pro-
vide for transport to the hospital,” says Rogers. 

Be ready for cardiac arrest

According to Bruce Sherman, MD, medical
director of global services at Akron, OH-based
Goodyear Tire and Rubber Company, “the most
likely setting for an occupational health profes-
sional to provide a critical emergency response is
a cardiac arrest.” Consider these items:

• Ensure timely access to an automated 
external defibrillator (AED). 

“This is essential for improving the likelihood
of resuscitation from cardiac arrest,” says
Sherman. “My recommendations are to have
AEDs available in the workplace so that the
device can be transported and used within five
minutes of recognition of cardiac arrest.”

To be of any value, AEDs must be readily
accessible to trained personnel, says Patrick
Stover, MD, senior medical director at General
Motors Corporation in Detroit. “We have estab-
lished a guideline that includes a ‘drop to shock’
time of three to four minutes,” says Stover. To
meet this goal, he says that AEDs are required to
be:

— Highly visible, such as in wall mount units. 
— Near expected responders, such as in secu-

rity vehicles or first aid stations. 
— Close to where the largest numbers of peo-

ple spend their time. 
— Near hazards or where high-risk activities

take place. 
— Tied into the communications system. 
— Accessible during all shifts or hours of 

operation. 
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You need to be ready for emergencies resulting
from an employee’s health status as well as
work-related hazards. To be prepared, you’ll
need to:
• Be familiar with every job done at your work-
place.
• Make automated external defibrillators readily
accessible
• Regularly test resuscitation equipment, and 
perform periodic drills.
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— Protected from tampering. 
Site assessments were done by occupational

health staff, with special attention paid to diffi-
cult-to-reach areas, such as upper floors in a high-
rise building and secured locations. “Each site is
required to have a written emergency response
plan. The AED protocol must be incorporated
into this plan,” says Stover. 

• Develop an emergency response team. 
“This is ideal for most workplace settings,

where team members have received training and
certification regarding cardiopulmonary resusci-
tation and AED use,” says Sherman. 

• Consider the need for additional resources.
For geographically remote areas with signifi-

cant delays in the arrival of emergency medical
services, additional advanced cardiac life support
medications, and individuals certified to use
them, may be warranted, says Sherman. 

“Equipment, including supplemental oxygen
and a means for passive and active administra-
tion, should also be available,” says Sherman.
(See related stories on training for cardiac 
emergencies, below, and actual life-saving 
interventions, p. 114.)  ■

If necessary, could you
restart a worker’s heart? 

Along-term machine operator employee in his
60s was working in the pocketed coil depart-

ment at an Atlanta, GA-based Simmons Bedding
Company factory, when he suffered a sudden
massive heart attack. 

“He dropped to the floor without a heartbeat
or a pulse, and his breathing had stopped,” says
Jonathan Dawe, director of safety, health, and
workers’ compensation. Two of his co-workers
were trained emergency first responders. One
immediately began giving cardiopulmonary
resuscitation (CPR). The other grabbed the
plant’s automated external defibrillator (AED),
and another worker called 911. 

“The employees were successful in keeping
blood flowing to vital organs through a combina-
tion of using the AED and providing CPR 
until paramedics arrived,” says Dawe. “The
employee’s life was saved, and there was no
brain damage as a result of the event, because
Simmons employees had kept circulation going.”  

Take leadership role

At each Simmons facility, “first responder” vol-
unteers are trained and certified in first aid, CPR,
and AED use. Most are also members of the
plant’s safety and health committee. Dawe  rec-
ommends that all occupational health nurses be
trained in the use of AEDs and be prepared to
train other workers how to “calmly use the
device in an emergency.” 

For most organizations, a team of individuals
trained in CPR and AED use can meet any antici-
pated response needs for initial cardiac emer-
gency care, says Bruce Sherman, MD, medical
director of global services at Akron, OH-based
Goodyear Tire and Rubber Company. Consider
these items:

— Formalize the transfer process of patients
from the workplace to community emergency
services personnel. 

“This may include mutual agreement on a spe-
cific location for patient transfer, preparation of
medical documentation in advance of emergency
services arrival, and a communication process to
ensure that community medical responders have
unhindered access to the identified patient pick-
up point,” says Sherman. 
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For more information on the occupational health
response to workplace emergencies, contact:

• Joel R. Bender, MD, PhD, MSPH, FACOEM,
Corporate Medical Director, General Motors
Corporation, Detroit, MI. Phone: (313) 665-1642. Fax:
(313) 665-1652. E-mail: joel.bender@gm.com
• Jonathan Dawe, Director, Safety, Health and
Workers’ Compensation, Simmons Bedding Company,
Atlanta, GA. E-mail: jdawe@simmons.com
• Bonnie Rogers, DrPH, COHN-S, LNCC, Director,
North Carolina Occupational Safety and Health and
Education and Research Center, Chapel Hill. Phone:
(919) 966-1765. Fax: (919) 966-8999. E-mail:
rogersb@email.unc.edu
• Bruce Sherman, MD, Medical Director, Global
Services, Goodyear Tire and Rubber Company, Akron,
OH. Phone: (330) 796-9295. Fax: (330) 796-1362.
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• Patrick Stover, MD, Senior Medical Director,
General Motors Corporation, Detroit, MI. E-mail:
patrick.stover@gm.com.
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— Establish protocols for regularly sched-
uled, functional evaluation and testing of the
resuscitation equipment. 

— Perform periodic drills that provide a func-
tional testing of the entire emergency response
process. 

“Proper equipment and training are important,
but to me, periodic drills represent an equally
important aspect of the emergency response pro-
cess,” says Sherman. “Because cardiorespiratory
arrest is a rare occurrence, it is important that
trained responders don't lose their skills due to
disuse.”

As an occupational health professional, you
should take a leadership role in this. “Work
closely with safety personnel, and accept primary
responsibility for the medical aspects of these
drills,” says Sherman.  ■

These actual interventions
saved lives of employees

In an organization as large as Detroit, MI-based
General Motors Corporation, medical emergen-

cies “are encountered with some regularity,”
according to Joel R. Bender, MD, PhD, MSPH,
FACOEM, corporate medical director. 

In addition to cardiovascular disease, Bender
says he routinely sees patients with chest pain,
shortness of breath, hypoglycemic episodes,
asthma attacks, cardiac rhythm disturbances,
stroke symptoms, syncopes, and seizures. “Under
most circumstances, urgency of response is criti-
cal to a successful medical outcome,” says
Bender. 

Here are some examples of interventions done
by General Motors’ health services staff:

• At a service parts organization site, a super-
visor in his late 20s was returning from work
from a sick leave for right lower quadrant pain of
unknown origin. A routine check of his pulse
revealed a rhythm disturbance.  

“The employee did not have any previous car-
diac history and was extremely reluctant to per-
mit the nurse to investigate further,” says Bender.
“Finally, he consented to an EKG, where he was
found to be in bigeminy. The nurse activated the
emergency response system.”

Shortly after the ambulance arrived, the
employee went into ventricular tachycardia. He
was successfully resuscitated, transported to the

hospital, and ultimately had multiple ablation
procedures to correct a conduction disturbance. 

• An employee complained of back pain and
asked an occupational health nurse if he could lie
down. The nurse assessed his color and the sever-
ity of his complaints, and activated the emergency
response system. While waiting for the ambulance
to arrive, the employee experienced a sudden car-
diac arrest that responded to defibrillation. 

“The alert response of the nurse correctly rec-
ognized that this was a medical emergency,
rather than dismissing it as common back pain
that is frequently seen in an occupational set-
ting,” says Bender. 

• An employee complained of heartburn after
eating a hamburger. After the occupational health
nurse checked the man’s blood pressure, which
was 220/110, he was transported to the hospital
by ambulance and subsequently had three stents
placed. 

• An employee came in for a routine truck
driver exam with a history of chest pain, but was
not symptomatic at the time. An EKG was per-
formed that revealed a rhythm disturbance. The
man was transported to the hospital via ambu-
lance and coronary artery bypass grafting was
performed. 

• A 55-year-old man complained of not feel-
ing well. “After a brief evaluation, the nurse
determined that prompt transport to the emer-
gency room was required,” says Bender. 
“He was diagnosed with a dissecting aortic
aneurysm that was successfully treated with
emergency surgery.” 

• A 35-year-old employee had an anaphylactic
reaction from a bee sting. “The nurse on duty rec-
ognized it as such and administered an IM injec-
tion of epinephrine, likely saving the employee’s
life,” says Bender. 

• A very active 42-year-old employee was exer-
cising at the gym in preparation for a triathlon
and became light-headed. He was transported by
security personnel to the onsite clinic, where the
employee had a sudden cardiac arrest. CPR was
initiated, the employee was defibrillated and
received drug therapy, and a rhythm and pulse
were re-established. 

“The patient ultimately had a stent placed and
has now returned to his normal active lifestyle,”
says Bender. “Of special note is that the employee
initially did not wish to seek medical attention.
Security personnel correctly identified this as a
potential life-threatening emergency and con-
vinced him to be evaluated in the clinic.”  ■
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Make the case to pay
workers for better health

Despite the recession, incentives paid to
employees for participation in health and

wellness programs show no signs of slowing
down. Of 372 small, medium and large compa-
nies surveyed by Vienna, VA-based Health2-
Resources, 64% said they use incentives for some
type of employee health, wellness, or disease
management program. An average of $329 is
spent per employee annually. Of those who mea-
sured their return on investment, 83% said it was
better than 1:1. 

Premium reductions were the most common
incentive, but employers also used gift cards and
cash. According to Health2Resources president
Katherine Capps, incentive programs are becom-
ing “more sophisticated.” “They are not just giv-
ing the employee 10 or 15 dollars to lose weight
and telling them to come back in six weeks and
step on a scale,” says Capps. “People are saying,
‘We know that incentives can work, but now, let’s
put a little science behind them.’” 

According to Mary Jane Rink, RN, FNP-C,
CWWC, assistant vice president of the LiveWELL
Carolinas! program at Carolinas HealthCare
System in Charlotte, if you want to implement an
incentive program and can obtain any information
on the health risk stratification of your employee
population, “the business case can be more easily
made. Better still, compare risk stratification info to
benefits utilization. If there is a correlation, such as
high levels of stress-related risks along with high
pharmacy claims for psychotropic drugs, it
becomes much easier to make the case.”

Here are key trends identified in the report:

— Varied incentives are used.
“You don’t need to use only one approach,”

says Capps. “Employers are using a combination
of different incentives. You may need to experi-
ment with a variety of types of incentives to elicit
the best possible response.”  

— Instead of a single incentive, workers are
given incentives on an ongoing basis. 

“There is a recognition that you really need to
have an evolving program,” says Capps. “In other
words, incentives work at key points during the
program.” For example, an employee may get $300
to participate in a health risk assessment. The fol-
lowing year they also have to sign up for a well-
ness program to get that same incentive, and the
third year, the employee’s spouse has to also take
the health risk assessment to qualify. 

— Spouses and family members are being
included. 

The survey measured the percentage of compa-
nies that offer incentives not only to employees, but
also their spouses and children. “Employers have
always known that spouse and family members
impact total health costs. Now some of the early
adopters are trying to engage them,” says Capps. 

This makes sense for two reasons. “First, they
have the liability of the spouse and the family
member from a business standpoint,” says
Capps. “Secondly, lifestyle changes are really a
family issue. If you want to change an
employee’s dietary and exercise habits, you need
to consider the family.”  ■
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Use of incentives is still a growing trend despite
the recession, according to a new report that
shows that 64% of 372 companies surveyed
used these for some type of program. Employers
are: 
• Using a combination of different incentives.
• Giving incentives at key points during programs.
• Offering incentives to spouses of employees.

EXECUTIVE SUMMARY

For more information on use of employee incentives,
contact:

• Mary Jane Rink, RN, FNP-C, CWWC, Assistant Vice
President, LiveWELL Carolinas!, Carolinas HealthCare
System, Charlotte, NC. Phone: (704) 355-8136. E-mail:
Mary.Jane.Rink@carolinashealthcare.org

• A PDF of the report, “How Employers Use Incentives
to keep Employees Healthy: Perks, Programs and
Peers” is available for $125. To obtain a copy of this
2009 survey of small, medium and large U.S. employ-
ers, go to www.health2resources.com. Click on
“Surveys & Publications.” For more information, call
(703) 319-0957 or e-mail guido@health2
resources.com.
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NY requires HCWs 
to get flu shots
Only medical exemptions allowed

Health care workers in New York hospitals are
all rolling up their sleeves this fall for the flu

vaccine. It’s no longer a choice. It’s a mandate.
New York is the first state in the country to

mandate flu vaccination without allowing health
care workers to “opt out” with a declination
statement.

The State Hospital Research and Planning
Council issued an emergency regulation that
requires health care workers to receive seasonal
flu vaccinations unless they have a medical con-
traindication. The rule covers all personnel at
health care facilities, including hospitals, outpa-
tient clinics, and home health agencies. (Nursing
homes are not covered because of separate legis-
lation that addresses flu vaccines at long-term
care facilities.) 

Casting a wide net

Everyone with direct contact with patients, or
who could potentially expose patients, must
receive the vaccine, including medical staff, con-
tractors, students, and volunteers. Employees
who work off site or who have “no more than
infrequent and/or incidental direct contact with
others who might have direct contact with
patients,” such as those who work in the records
department, do not need to be vaccinated.

The council cited studies of hospital-based out-
breaks of influenza, the dismal record of volun-
tary influenza immunization among health care
workers, and the pending strain of novel H1N1
on the health care work force.

“The sooner that the emergency regulations are
in place, the sooner lives will be saved and other
complications of influenza disease avoided,” the
council said in its explanation of the emergency
rule. The mandate for flu vaccination drew a
strong response — both praise and criticism.
“Kudos to the state of New York for taking a
leadership position in protecting patient safety,”
says Greg Poland, MD, director of the Mayo
Vaccine Research Group at the Mayo Clinic in
Rochester, MN, and an outspoken advocate for
flu vaccination of health care workers. He pre-
dicted that other states and health care institu-

tions will move forward with similar mandates.
”In a few years, new health care workers will

say, ‘Haven’t we always done this?’” Poland says. 
However, the New York State Nurses

Association in Latham, NY, began to receive calls
and emails from nurses who said they would cross
the state line into Connecticut or New Jersey to
avoid the mandate. The NYSNA supports volun-
tary flu vaccination, says spokeswoman Nancy
Webber, but opposed the mandate. She notes that
annual flu vaccines vary in their effectiveness and
that infection control precautions will still be the
primary way to protect patients and health care
workers. The regulation requires health care
employers to administer and document the vacci-
nation of eligible health care personnel by Nov. 30.
The council embarked on a rule-making process to
create a permanent influenza vaccination rule. It is
likely the emergency rule also will be extended to
the novel H1N1 vaccine, when it becomes widely
available, says Beth Goldberg, public affairs pro-
gram manager for the New York State Department
of Health.

“When it comes to each individual facility, we
are going to look closely at how this is imple-
mented,” says Webber. “If we feel this is violating
our contract agreements, we’ll bring this up with
employers. There are protections for workers that
we’re going to be diligent about enforcing.”

Meanwhile, as soon as the regulation went into
force in mid-August, hospitals began figuring out
how to proceed. In some ways, vaccination will
be simpler; employee health professionals aren’t
debating the merits of the vaccine, they’re just
fulfilling a state mandate. But the logistics of vac-
cinating not just staff but contractors, students,
and volunteers will be daunting.

Winthrop University Hospital in Minneola, NY,
began by determining which of the hospital’s 6,000
employees fall under the mandate and creating a
new database to document the vaccinations. 

“We are meeting in a committee to decide how
to approach this as an organization. We work as a
team and we’ll get it done,” says Carol Cohan,
RN, MHA, COHN-S/CM, associate director of
employee health and northeast regional director
of the Association of Occupational Health
Professionals in Health Care.

The hospital plans to provide education to
employees, some of whom have never had the flu
shot before. And they will still promote the flu
vaccine campaign with a catchy slogan and raf-
fled-off prizes, she says. “It doesn’t have to be all
business. We have fun working together to pro-
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mote a safer environment for patients and
employees,” Cohan says. ■

ACOEM: Wellness at work
belongs in HC reform
Occ-med docs push for ‘integrated’ focus

All the shouting has gotten the press atten-
tion in health care reform. But in the

behind-the-scenes effort to create a new
paradigm, occupational health physicians have
promoted prevention, workplace-based well-
ness, and the link between workplace health and
productivity. 

Occupational health physicians from the
American College of Occupational and
Environmental Medicine (ACOEM) met with
members of Congress and presented their action
plan:

They would like a requirement for employer
provided health plans to include an “integrated
health and productivity enhancement program
for work-site prevention, health promotion, and
health protection” which would be overseen by
an occupational medicine physician. They want
employer-based health plans to be required to
reimburse for preventive services provided to
employees. And they want tax credits for
employers that offer “comprehensive and effec-
tive wellness programs.”

“We have really made it our mission this year
to talk about work-centered health care reform,”
says ACOEM president Pamela A. Hymel, MD,
MPH, FACOEM, corporate medical director of
Cisco Systems in San Jose, CA. “We do believe
the workplace is the cornerstone for improving
health in so many areas.”

ACOEM supported the Healthy Workforce
Act, which would provide tax credits for
employer based wellness programs. While
many large employers have developed
employee wellness and health promotion pro-
grams, many others still have not made the
investment in their workers’ health, says
Hymel.

“We are going to remain active every step of
the way [in the health care reform debate],” she
says. “We not only want to improve the health
of the person in the workplace, but improve the
health of the work force.”

Invest in health of ‘human capital’

The bottom line: Money spent on wellness is
an investment in your human capital, says
Ronald Kessler, PhD, professor of health care
policy and a participant in ACOEM’s National
Workforce Health and Productivity Summit in
November 2008. “It’s very difficult to think of
anything that will improve the efficiency of
workers more than improving their health,” he
says. There’s the obvious savings in reducing the
number of workers who are out sick and need to
be replaced by temporary workers. But workers
are also much more alert and productive when
they’re healthy. And they are less likely to suffer
from a workplace injury, says Kessler, who devel-
oped the Health and Work Performance
Questionnaire. That is why employers are willing
to pay incentives to employees to participate in
health risk appraisals, smoking cessation, and
other health promotion programs. A 2008 survey
by the Integrated Benefits Institute in San Francisco
found that about three-quarters of employers
offer incentives for employees to participate in
health and productivity initiatives. For one in five
employers, those incentives were valued at $400
or more per employee. Occupational health is
more than injury response or even injury preven-
tion; it should encompass efforts to improve the
overall health of the work force, the ACOEM
summit concluded. “Continuing the status quo of
current health care strategies in the workplace is
not a sustainable option; the realities of the eco-
nomic burden of health risks and health condi-
tions, rising total costs, and an increasingly
competitive global marketplace require an urgent
shift to integrated health and productivity
improvement strategies,” the summit participants
concluded. 

Hospital reshapes workplace health

Employers can shape employees’ health pat-
terns, most obviously by deciding whether or not
the health benefits will include preventive care,
notes Robert McLellan, MD, MPH, medical
director of the Live Well, Work Well program at
Dartmouth Hitchcock Medical Center in
Lebanon, NH, and associate professor of
medicine and community and family medicine at
the Dartmouth Medical School in Hanover.

They also shape the workplace by determining
shifts and schedules, easy access to stairwells and
walking paths, and even what is served in the
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cafeteria, notes McLellan, who is past president
of ACOEM and a participant in the summit.

But other factors influence employee engage-
ment with health promotion and their participa-
tion in health risk appraisals, he says. In a recent
study, McLellan and his colleagues found that
participation in voluntary health risk appraisals
varied widely by job type (from 17% to 56%).1

Job satisfaction also influenced employees’ level
of participation.

“[Employers’] fundamental responsibility is
to provide a safe and healthy work environ-
ment. That’s law,” he says. “It is well-recog-
nized that when employers do not live up to
that obligation, their employees are not going to
be receptive to employer-sponsored health 
promotions.”

An employee’s perception of supervisors also
affects their health decisions, he says.” The way
midlevel management treats their employees
has an impact on their personal health behav-
iors,” he says. Dartmouth Hitchcock designed
the Live Well, Work Well program to leverage
the workplace attributes to improve employees’
health. It encompasses everything from health-
ier choices in the cafeteria to policies and
changes in the physical environment that will
reduce hazards and promote healthier activity.
The medical center encourages employees to
take confidential, online health risk appraisals
and provides health coaches. Care managers
assist employees with chronic conditions such
as diabetes. 

The goal: To create a culture of health, safety,
and well-being, says McLellan. “We have the
ability to reform health care right here at
Dartmouth Hitchcock Medical Center,” he says.
“We want to deploy a suite of programs and
services and interventions to optimize people’s
well-being and reduce their health risks, dis-
ease, and associated costs.”

Dartmouth Hitchcock may then be able to
prove a point — that the  nation’s workplaces
can be at the center of improving the nation’s
health.

(Editor’s note: More information about ACOEM’s
Healthy Workforce Now initiative is available at
www.acoem.org/healthyworkforcenow.aspx.)

Reference

1. Feng YY, McLellan RK, MacKenzie TA, et al. Impact of
workplace sociocultural attributes on participation in health
assessments. J Occup Environ Med 2009; 51:797-803.  ■

Wellness incentives fine,
no penalties for opt-outs
Hospitals slow to catch on to national trend

Hospitals are boosting incentives for wellness
programs, with the hopes that healthier

employees will have lower medical claims and
better productivity. That push for greater incen-
tives is likely to continue despite a recent advi-
sory notice cautioning employers not to penalize
employees who choose not to participate. 

The Equal Employment Opportunity
Commission (EEOC) issued a letter — informal
guidance but not a formal ruling — that advises
employers that participation in a health risk
assessment must be truly voluntary. A health risk
assessment is usually the first step toward enroll-
ment in a wellness program.

Incentives are permitted in voluntary wellness
programs, and “a wellness program is voluntary
if employees are neither required to participate
nor penalized for nonparticipation,” says Joyce
Walker-Jones, senior attorney adviser in the
EEOC’s ADA division in Washington, DC. 

Clearly, it’s acceptable to provide token gifts or
rewards to employees who take the health risk
assessment. But some employers have provided
substantial cash bonuses or discounts on health
insurance premiums for active participation in
wellness programs. 

“At what point is an incentive so great that
it’s a penalty to those who don’t participate? 
We know that in order to get people interested
the incentive has to be something more than a
T-shirt or mug,” says Walker-Jones. The EEOC
will continue to consider the question of incen-
tives, she says. Meanwhile, some guidance
comes from the Health Insurance Portability
and Accountability Act (HIPAA), which states
that financial inducements can’t exceed 20% 
of the cost of the employees’ health insurance.
“[T]he percentage limit is designed to avoid a
reward or penalty being so large as to have the
effect of denying coverage or creating too heavy
a financial penalty on individuals who do not
satisfy an initial wellness program standard
that is related to a health factor,” HIPAA states.

While many employers are taking an increas-
ingly aggressive approach to encouraging well-
ness, hospitals are just beginning to recognize
the merits of wellness programs and incentives,
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says Michael Wood, MS, MPH, senior consul-
tant specializing in health and productivity with
the Watson Wyatt consulting firm in Seattle.
“The hospitals have not taken a strategic sys-
tematic approach to improving the health of
their work force, which is problematic not only
because of health care costs but also from a work
force management approach,” he says. Reducing
absenteeism among nurses, for example, could
significantly reduce a hospital’s per diem costs
for their temporary replacement, he says. 

The link between health status and productiv-
ity is driving a trend toward greater wellness
incentives, says Wood. Some employers simply
offer $50 or $100 bonuses to employees who
complete a health risk assessment.

“Some of the most radical incentive plans on
the horizon are ones that tie actual health status
and participation [in wellness programs] to
compensation,” he says. For example, employ-
ees may receive additional contributions to their
401K plans or cash bonuses if their blood pres-
sure or cholesterol is in the normal range.  ■

OSHA issues guide 
on ethylene oxide

Anew guide from the U.S. Occupational Safety
and Health Administration answers a myr-

iad of questions about monitoring workspaces
where ethylene oxide (EtO) is used. 

For example, OSHA explains that you may not
need to monitor each individual employee. “But
you do need to determine the exposure level of
every employee. If you have only one employee,
or just a few who all do different jobs, you need
to collect personal samples for each employee. If
you have two or more employees who do the
same job, however, you may be able to collect
personal samples for one of these employees and
use the results to document exposure levels for
all of these employees. This is known as represen-
tative sampling.”

When should you monitor? 

When should you monitor? You must collect a
15-minute air sample during the portion of the
work shift when you have reason to believe that
the employee’s EtO exposure will be the highest. 

You may need to collect several 15-minute
samples during the same shift. 

The publication is available at www.osha.gov/
Publications/ethylene-oxide.pdf.  ■
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■ The first step to take if
you’re hit with an OSHA
violation

■ How to foster friendly
competition with wellness
programs

■ Get employees to eat
healthier by making small
changes

■ Make the business case for
mental health interventions

COMING IN FUTURE MONTHS

CNE Objectives / Instructions
The CNE 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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CNE questions

13. Which is recommended regarding access to an
automated external defibrillator (AED)?
A. Guidelines should not specify “drop to shock”
timeframes.
B. AEDs should never be placed in wall mount
units.
C. AEDs should not be placed near high-risk activi-
ties or large groups of people.
D. AEDs should be placed near expected responders,
such as security vehicles or first aid stations.

14. Which is recommended for occupational health pro-
fessionals to improve their emergency response to
a cardiac arrest?
A. All occupational health nurses should not be
trained in the use of automated external defibrillators.
B. Protocols should be established for regularly
scheduled functional evaluation and testing of
resuscitation equipment. 
C. The transfer process of patients from the work-
place to community emergency services personnel
should not be formalized. 
D. The occupational health professional should not
accept primary responsibility for the medical
aspects of periodic drills. 

15. Which is recommended when starting a new role
as a public speaker on occupational health topics?
A. Focus only on external groups, as opposed to
colleagues or internal training events.
B. Cover topics that are relevant inside the work-
place only, and avoid topics that are also relevant
outside the workplace.
C. Ask for feedback after describing a program in
front of colleagues. 
D. Avoid informing management of your intentions
if at all possible.

16. The American College of Occupational and
Environmental Medicine is calling for tax credits for
employers that offer comprehensive and effective
wellness programs.
A. True 
B. False

Answers: 13. D; 14. B; 15. C; 16. A. 
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