
Make this ‘business case’ for 
mental health interventions
It’s an investment in human capital’

If an employee is newly diagnosed with diabetes, he or she would
likely be able to obtain a significant amount of resources for preven-
tion, screening and treatment of this condition. Would this also be true

if that employee suffered from depression?  
“The impact of employees who struggle with mental and substance

abuse disorders is immense — and highly overlooked by employers,”
according to Nancy W. Spangler, MS, OTR/L, a consultant to the
Partnership for Workplace Mental Health and president of Leawood, KS-
based Spangler Associates Inc. “These conditions have a tremendous
impact on work attendance and performance, and they frequently con-
tribute to disability.”

A new study shows that effective treatment for employee mental health
problems significantly improves productivity. 1 Researchers analyzed data
on mental health symptoms, treatment, and productivity in over 60,000
Australian employees. They found that with effective treatment, produc-
tivity of employees with mental health problems increased to levels near
that of other employees. 

“In general, the increase in employee performance outweighs the cost
of treatment,” says study author Michael Hilton, project director at the
Queensland Centre for Mental Health Research in Australia. “Thus,
employers should not see employee mental health services as a cost, but
rather an investment in human capital.”
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When workers with mental health problems receive treatment, productivity
returns to near-normal levels, but companies often overlook the cost of
these disorders. To help employees with mental health conditions:
• Screen for stress and depression in health risk appraisals.
• Train managers to recognize workers in need of help.
• Offer stress-reducing programs such as yoga and meditation.
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Don’t expect overnight results

You shouldn’t expect employees who enter
treatment for a mental disorder to become more
productive right away. “It may take some time
for the symptoms to remit due to treatment, and
therefore, some time for productivity to
increase,” says Hilton.

Spangler says that occupational health profes-
sionals “can play a number of important roles to
help employees dealing with emotional issues
and mental disorders.” Take these steps:

Make the financial connection. 
“Share resources with executives that help

explain the human and financial costs of mental
illness in the workplace,” says Spangler. 

Improve awareness about mental disorders. 

One way of doing this is to include questions
about stress and depression in health risk
appraisals. “Develop strategies for following up
with those people who are at risk, such as print
information or phone calls,” says Spangler. 

Managers may need training in order to recog-
nize employees in distress, and then, refer them
to mental health resources through your health
plan or community. “Help them understand the
fine line between respecting employee privacy
and ignoring pleas for help,” says Spangler. 

Prevent stress and strain that can trigger dis-
orders.

Spangler recommends partnering with other
departments, such as human resources, employee
assistance, health promotion, safety, and disabil-
ity management to identify overlapping physical
and mental conditions. “Create stress-reducing
environments and practices, such as areas for
quiet relaxation and flexible scheduling,” she
says. “Offer programs in building resilience and
coping skills, such as yoga, meditation, Tai Chi,
and relaxation.”

Help employees who do go out on behavioral
health-related disability return to work success-
fully. 

“Work with managers to set return-to-work
dates for those out on disability leave. Help build
employee confidence about returning to their
role,” says Spangler. “Or, work with management
to find an alternative placement that helps the
employee return more successfully.” (See related
story, p. 135, on screening employees for mental
health disorders.)
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For more information on employees with mental 
disorders, contact:

• Michael Hilton, Project Director, The WORC Project,
Queensland Centre for Mental Health Research,
Sumner Park, Australia. E-mail: michael_hilton
@qcmhr.uq.edu.au
• Mike Kushner, Risk Management Director, Polk
County Florida, Bartow, FL. Phone: (863) 559-1157.
E-mail: mikekushner@polk-county.net
• Nancy W. Spangler, MS, OTR/L, President,
Spangler Associates Inc., Leawood, KS. Phone:
(816) 820-1870. E-mail: nspangler@kc.rr.com.

SOURCES



Reference 

1. Hilton MF, Scuffham PA, Sheridan JD, et al. The associ-
ation between mental disorders and productivity in treated
and untreated employees. J Occup Environ Med. 2009;
51(9):996-1003.  ■

Screen employees for
depression, anxiety

Since employees with medical conditions such
as diabetes, heart disease and cancer often

have co-morbid mental conditions, it makes sense
to screen these workers for depression, says
Nancy W. Spangler, MS, OTR/L, a consultant to
the Partnership for Workplace Mental Health and
president of Leawood, KS-based Spangler
Associates Inc. “Screen for depression in diabetes
management programs, for example,” she says.
“Treating the underlying mental condition helps
reduce the costs of the medical treatment.”

If you do screen for depression or anxiety
when workers come to see you for other issues,
“provide mental health information, and make
appropriate referrals to employee assistance pro-
grams or community services,” says Spangler.

At Polk County in Bartow, FL, the occupational
health clinic uses The Patient Health Questionnaire
Nine-Symptom Checklist to screen employees. If
mental health issues are identified, a referral is
made to the Employee Assistance Program and to
the worker’s primary care physician.

“By doing the depression scale, we expect to
remove obstacles to treatment of many chronic
diseases, such as diabetes and hypertension,”
says Mike Kushner, the county’s risk manage-
ment director. 

Employees who have depression may not be
able to adhere to their medications or may not
obtain optimal results. “Our disease management
program also takes note of family issues, financial
issues and other factors which may lead to
depression and or anxiety,” says Kushner. 

Clinical outcome reports are shared with
senior management, including data from the
county’s Employee Assistance Program, which
shows relatively high utilization compared to
norms.

“We expect that this is due to a high number of
referrals. Many of our members have co-morbidi-
ties, including depression, which have an impact

on the overall outcome,” says Kushner. “We have
confidential data which shows that patients who
do receive mental health treatment have better
outcomes in terms of their overall disease man-
agement goals.”  ■

If a worker is badly injured,
what happens next?

It’s a moment dreaded by every occupational
health manager—learning that an employee

was seriously injured at work. It’s also the
“moment of truth” for how well the occupational
health manager does his or her job. 

According to Mary (Penny) B. Nicholls, RN,
CCM, COHN-S, a disability consultant with
Alabama Power Company in Birmingham and a
member of the advisory board for the Deep South
Center for Occupational Health & Safety at the
University of Alabama at Birmingham, if a
worker is badly injured the first thing that should
be done should be to assess the severity of the
injury. Direct the employee’s care to a medical
facility that can provide the appropriate level of
care needed. 

“If it is a burn, don’t waste critical minutes by
sending them to a tertiary hospital,” says
Nicholls. “Get them to the nearest burn center, by
air evacuation if possible. Or if it is a major
trauma, direct them to the nearest Trauma
Center.”

Robert Emery, DrPH, vice president of safety,
health, environment and risk management at The
University of Texas Health Science Center at
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If an employee is injured at the workplace, expect
inspectors from the Occupational Safety and
Health Administration (OSHA) to look for any vio-
lations of standards when the accident occurred.
Do these things immediately after ensuring
prompt care for the worker:
• Mitigate the hazard that caused the injury.
• Determine if OSHA needs to be notified imme-
diately.
• Gather statements from witnesses and photo-
graph the area.
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Houston, says that your first step — after ensur-
ing prompt, compassionate care for the employee
— is to address other needs of the injured worker.
These include family notifications and assisting
with the filing of worker’s compensation insur-
ance claims. 

““Ensure that the hazard that caused the injury
is mitigated in some way, even if it’s with some-
thing like temporary barriers,” he says. “Review
OSHA [Occupational Safety and Health
Administration] reporting requirements to deter-
mine if the event meets the threshold for immedi-
ate notifications, or if it is merely to be recorded
on the OSHA 300 log.”

Begin investigation

Delegate someone onsite to begin a thorough
investigation into the accident, and do this
quickly and effectively, says Nicholls. Take these
steps:

Identify witnesses and separate them to
gather statements.  

Have each person write down what he or she
witnessed. Read it and ask questions that clarify
their description of the injured employee, what
they were doing, and the environment at the time
of the accident.

“Each witness saw the incident through a dif-
ferent set of eyes, but can be easily swayed by co-
workers telling what they thought they saw at
the time,” says Nicholls. 

Get photographs as soon as possible of the
accident area. 

“Many cases may not go to court for years,”
says Nicholls. “Everyone’s memory either fades
with time, or becomes clearer based on the infor-
mation they hear from others at the scene.”

Cover the “5 W’s”—Who, What, When, Where
and Why?

Document what processes/actions were being
performed at the time; what procedures were
being followed; whether personal protective
equipment was in place or not, and if it was
required for the process being performed; and
machinery lock out status. Identify anything that
was different on the day of the injury from the
other days the process has been performed with-
out injury, says Nicholls.   

The person who accompanies the employee to
the hospital must be made aware of the need to
salvage all of the clothing, including any personal
protective equipment the injured employee may
be wearing, and gather it for the safety depart-

ment, says Nicholls. 
Your documentation should include witness

statements, photographs, and diagrams of the
accident location and all of the surrounding
areas. “No clothing, personal protective equip-
ment or tools should be destroyed. They should
be bagged and preserved until released by the
Safety Team, as they may be vital to the investiga-
tion,” says Nicholls. (See related stories on what
OSHA inspectors will look for, below; and what
to avoid doing after a workplace accident, p.
137.)

OSHA will want to see 
this after an accident

When inspectors from the Occupational
Safety and Health Administration (OSHA)

arrive on the scene to investigate a workplace
injury, their primary concern is finding out how
the accident occurred. 

“They are very concerned with determining if
there was a violation of  any OSHA standards
when the accident occurred,” says Mary (Penny)
B. Nicholls, RN, CCM, COHN-S, a disability con-
sultant with Alabama Power Company in
Birmingham and a member of the advisory board
for the Deep South Center for Occupational
Health & Safety at the University of Alabama at
Birmingham.

Nicholls says that OSHA inspectors will want
to see the following items:

-Your OSHA log, in order to see if there are any
similar accidents have occurred in the same loca-
tion within your facility. 

-Your DART (Days Away Restricted  Time)
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For more information on steps to take after a workplace
injury, contact:

• Robert Emery, DrPH, Vice President, Safety, Health,
Environment and Risk Management, The University of
Texas Health Science Center at Houston (TX). Phone:
(713) 500-8100. E-mail: Robert.J.Emery@uth.tmc.edu
• Mary (Penny) Nicholls, RN, CCM, COHN-S. Phone:
(205) 257-3327. E-mail: MNich71885@aol.com.
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rate. “This provides them with some idea of the
safety record in your facility,” says Nicholls. 

-Training records, especially any mandatory
training for your industry type, as well as hazard
communication policy and training.

Employees will be interviewed about their
training, safety procedures and job work prac-
tices.  “Many times, they discover that the proce-
dures are not the accepted job practice,” says
Nicholls. “This is very important for them to
know when identifying if an OSHA standard was
violated. Even if a specific standard was not bla-
tantly violated, a company can always be cited
under the General Duty Clause, and still receive a
fine from OSHA.” 

In addition, OSHA has announced a new focus
on assessing the accuracy of illness and injury
data recorded by employers. Inspectors will be
looking at occupational injury and illness records
prepared by businesses and enforcing regulatory
requirements when employers are found to be
under-recording injuries and illnesses.

Failing to report is a dangerous oversight,
warns Robert Emery, DrPH, vice president of
safety, health, environment and risk management
at The University of Texas Health Science Center
at Houston. “When detected, it carries with it the
unfortunate impression that the failure to report
was intended to cover something up, when in
fact, it was an inadvertent oversight,” he says.  ■

Never do these things
after a worksite injury

Avoid trouble with the Occupational Safety
and Health Administration (OSHA) by never

doing any of the following things after a worksite
injury occurs, warns Mary (Penny) B. Nicholls,
RN, CCM, COHN-S, a disability consultant with
Alabama Power Company in Birmingham and a
member of the advisory board for the Deep South
Center for Occupational Health & Safety at the
University of Alabama at Birmingham:

1. Taking any steps that would contaminate the
accident site, such as removal of machinery or
equipment, especially if a fatality has occurred. 

2. Instructing employees not to discuss the
event with OSHA inspectors. “This is not allowed
by law. Do not threaten to punish an employee
for speaking with OSHA inspectors,” says
Nicholls. “This is a protected right.”

3. Falsifying documents at any time during the
investigation, including witness statements.  ■

Get workers to commit to
short bouts of exercise

Getting employees to commit to hour-long
workouts at the gym might be expecting the

impossible in many cases. However, new
research shows that short bouts of exercise also
have significant benefits.1

Researchers studied 2364 workers and found
that “active commuters — ” those who walk or
ride a bike to work at least part of the way to
work — performed better on a fitness test than
those who drive or take public transportation.

“It would be great if more communities made
it easier for people to work activity into their
lives by, for instance, building more sidewalks
and bike lanes, and for more workplaces to pro-
vide bike parking, showering and changing facili-
ties,” says Penny Gordon-Larsen, PhD, the
study’s author and a nutrition associate professor
at University of North Carolina’s Gillings School
of Global Public Health in Chapel Hill. Here are
three low-cost ways to get employees moving for
short periods during the day:

Hold “walk and talks” instead of sit-down
meetings. 

“Instead of meeting at a table, grab your shoes
and walk and talk instead of sitting and talking,”
suggests Gordon-Larsen. “This works less well
with a large group. But for smaller groups, it’s a
great way to sneak in a bit of exercise.”

Make taking the stairs more appealing. 
“Play music only in the stairways, not in the

elevators, with a different decade every week
–the 1970s, 1980s, 1990s, 2000s,” says Margie
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Since short bouts of exercise have significant
benefits for employees, make it easy for them to
incorporate this activity into their daily routines.
Some approaches:
• Hold “walk and talk” meetings.
• Play music in stairways.
• Place bikes in racks in strategic locations.
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Matsui, BSN RN CRRN COHN-S FAAOHN, pro-
grams administrator for central health services at
Northrop Grumman in Redondo Beach, CA. For
fall protection, make sure that the stairwell light-
ing is good and there are no spills or liquids, she
warns.

Catherine Rausch, MN, RN, senior occupa-
tional health nurse at Marathon Petroleum
Company’s St. Paul Park, MN, refinery, says that
taking the stairs has become part of her com-
pany’s culture. “If you are talking with someone
and they use the stairs, then you will go along,
too. Soon it becomes the way to get from 1 to 2,”
says Rausch. “We have posters at the top and bot-
tom reminding people to use the handrails.”

Give employees bikes to use.
In the warmer weather, bikes are placed in

strategically located racks around Marathon’s
large plant, labeled for each area and department.
“Organized riding would not work, since breaks
are generally very flexible and employees don’t
have set times. But some of the folks will ride
around together at night, just to get some exer-
cise,” says Rausch. 

If someone from the loading area needs to go
to the administration building, they grab a bike
from the rack and return it to another rack by that
location. When they want to go back, they ride it
back down.  

Rausch encourages the activity by riding her-
self. “My bike is a red adult tricycle, so I have a
big basket between the back wheels to carry my

first aid bag and AED if I need them.  The basket
in the back is large and more stable than trying to
have a big basket on the front.” ■

Don’t ignore the health
impact of job insecurity

These days, many workers have a high amount
of anxiety over job security, with good reason.

Now, a new study shows this poses a major
threat to worker health.  

Researchers analyzed data on over 1700 adults
collected over periods from three to ten years, to
determine if there was any link between poor
health and job security. They found that in fact,
worrying over job loss was strongly linked to
health declines, even more so than actual job loss
or unemployment.1

Study author Sarah Burgard, PhD, an assistant
professor at the University of Michigan Institute
for Social Research in Ann Arbor, says that at
first, she was surprised by the study’s findings. “I
started working on this with the expectation that
the link between perceived job insecurity and
subsequent health would be accounted for by the
effects of actual job losses that some people wor-
ried about job loss were correctly forecasting,”
she says. “But, we found that people who were
persistently concerned about losing their jobs
reported significantly worse overall health in
both studies. In one of the studies, they were
more depressed than those who had actually lost
and regained their jobs recently.”

However, Burgard says that after some reflec-
tion, it made sense that persistent insecurity
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For more information on encouraging employees to
exercise, contact:

• Penny Gordon-Larsen, PhD, Gillings School of
Global Public Health, University of North Carolina,
Chapel Hill. Phone: (919) 843-9966. E-mail: pg
larsen@email.unc.edu.
• Margie Matsui, BSN, RN, CRRN, COHN-S,
FAAOHN, Programs Administrator, Central Health
Services, Northrop Grumman, Redondo Beach, CA.
Phone: (310) 812-4181. E-mail: margie.matsui
@ngc.com.
• Catherine Rausch, MN, RN, Senior Occupational
Health Nurse, Marathon Petroleum Company, St. Paul
Park, MN. Phone: (651) 458-2685. Fax: (651) 
458-2696. E-mail: clrausch@marathonoil.com.

SOURCES

Workers who are consistently worried about their
job security are at risk for poor health, says a
new study. Other findings:
• These workers reported worse overall health
than individuals who had actually lost jobs
recently.
• There is a lack of support for perceived job inse-
curity.
• Increasing the flow of information can increase
productivity.
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could lead to poor health. This could be due to
ongoing uncertainty about the future, the inabil-
ity to take action unless the feared event actually
happens, and lack of institutionalized supports
for perceived job insecurity. 

“When you consider that not only income but
so many of the important benefits that give
Americans some peace of mind—including
health insurance and retirement benefits—are
tied to employment for most people, it’s under-
standable that persistent job insecurity is so
stressful,” says Burgard. 

To counter this tendency, Burgard says that
communication is key. “Increasing information so
that employees can make plans could be very
helpful,” she says. “Keeping people in the dark
will increase negative water cooler chatter, lower
the productivity of stressed workers, and may
hurt the bottom line.”

Reference

1. Burgard S, Brand J, House JS. Perceived job insecurity
and worker health in the United States. Social Science &
Medicine 2009; 69(5):777-785.  ■

Step up and take the 
lead on flu pandemic
You’re needed to interpret guidelines

However this flu season plays out in your
workplace, occupational health will be in the

“hot seat” when it comes to keeping both
employees and senior leaders up to date on
H1N1. At least, that is how it should be. 

“This flu is so prevalent in the news, every-
body repeats what they hear and thinks they’re
the expert,” says Tamara Y. Blow, RN, MSA,

COHN-S/CM, CBM, FAAOHN, a Richmond,
VA-based manager of occupational health ser-
vices. “No matter what guidelines come out, you
still have to apply them to your workplace. And
that is what our profession does. The company
needs us to interpret what these medical experts
are saying.”

One problem is that others do not have the
respect they should for the occupational health
nursing profession. “Remember that they may be
very intelligent people who can repeat what they
hear on the news. But you are the one who is
trained in occupational health nursing and in
environmental health and safety.”

Here are ways to assert your authority as an
expert during a flu pandemic:

• Utilize your relationships with senior 
leaders. 

If you get the impression that other individuals
and groups are trying to take the lead on H1N1
preparation, Blow recommends enlisting the help
of higher-ups. These individuals may be able to
advise various groups that they are free to do their
own preparation within their departments, but that
occupational health will be taking the lead.

• Don’t be shut out of meetings on the 
subject. 

Individuals may ask for materials you devel-
oped and share them as though these were their
own work. If this happens, Blow advises telling
that person that you will be glad to share the plan
but will attend the meeting with them — not as a
spectator, but to answer any questions that may
arise.” Explain that you want to be sure the infor-
mation is communicated appropriately,” says Blow.
“If you’ve done the work and you know your stuff,
you need to be the one communicating.”
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Occupational health professionals must take the
lead role in H1N1 preparedness, including inter-
pretation of guidelines for the workplace. Use
these approaches:
• Ask higher-ups to tell others that you have a
lead role.
• Attend meetings on H1N1 to be sure informa-
tion is communicated appropriately.
• Have occupational health nurses meet directly
with employees.

EXECUTIVE SUMMARY

For more information on job insecurity’s impact on
health, contact:

• Sarah Burgard, PhD, Department of Sociology,
University of Michigan, Ann Arbor, MI. Phone: (734)
615-9538. E-mail: burgards@umich.edu

SOURCE



• Quell hysteria. 
“All the media attention is driving people into

hysterics,” says Blow. “You’ve got to quash those
urban legends as they come up.”

• Get your own staff out front and center. 
Blow sends her occupational health nurses to

the production workforce’s team meetings for the
purpose of educating the employees regarding
H1N1 and seasonal influenza. "We go in and
drive that information home, one-on-one,” she
says. “We want our faces out there, so we deploy
nurses to communicate pertinent information
regarding the flu on all shifts.”

• Get used to demanding credit for what you
do. 

Don’t take a back seat to others who are used
to marketing themselves—they may do so at
your expense. “Articulate your value and get in
the forefront,” Blow says.

• Remind others of their limitations. 
If a non-medical person is trying to promote

him or herself as the “go to” person during a
pandemic, try reminding them that in fact, they
aren’t qualified to do so.  First, patients may be
reluctant to share medical information with that
person due to patient privacy regulations.
Secondly, they lack medical expertise, which can
be dangerous. 

Occupational health professionals, says Blow,
are the ones who are “uniquely positioned to do
that kind of followup. If the employee has any
further questions, we can delve further.
Sometimes flu symptoms are very vague and can
mimic other diseases. The employee may be criti-
cally ill with something else.”

In addition, there are legal ramifications for
non-medical professionals giving medical advice
without training. “Individuals who give medical
advice without a medical license are functioning
outside their scope of practice, and are on a slip-
pery slope when doing so,” says Blow.  ■

Workplace is the target
for ‘obesity prevention’
Study: Obese workers more likely to be injured

The nation’s rising rate of obesity has required
hospitals to rethink patient care, including

different beds and lift equipment. But obesity
also poses issues for hospitals as employers.

Among the occupations with the highest rates of
obesity: female nurses’ aides, or “health service
personnel,” who have a rate of obesity of 36.6%.

An analysis of body-mass index data from the
National Health Interview Survey by researchers
at the University of Miami showed that among
women, health care technicians and technologists
have a rate of 22.9%, and health-assessing/treat-
ing occupations (i.e., nurses) have a rate of 18.6%.
Housekeepers have a high rate of 27.6%.1 

Overall, the NHIS found that 23.8% of
American adults were obese in 2002, the year that
was analyzed by occupation. Someone with a
body mass index of 30 or greater is considered
obese.

“These are alarming [statistics],” says Alberto
J. Cabán-Martinez, MPH, a research associate
and osteopathic medical student/doctoral epi-
demiology candidate at the University of Miami.
“[About] 30% of the sector is obese. It’s an issue.”

Beyond the personal health impact — such as
higher rates of diabetes, cardiovascular disease,
and cancer — obesity also reflects on the health
message conveyed by the institution, he notes. “A
lot of people see their physicians and nurse prac-
titioners as role models when they seek care,” he
says.

But most importantly for employee health pro-
fessionals, studies show that obese workers have
a greater risk of occupational injury as well.

“Obesity is not only a personal issue; it is
something that relates very much to the work-
place,” says Truls Ostbye, MD, PhD, professor of
community and family medicine at Duke
University in Durham, NC.

Beware of weight discrimination

Ostbye and his colleagues at Duke found a
relationship between overweight or obesity and
injuries to the ankles, hips, back, and shoulder.
Heavier workers had significantly more workers’
compensation claims, lost workdays, and medical
claims.2

“Our conclusion was that obesity is not only a
problem for the individuals, but also for their
employers,” he says. The study provides financial
justification for work-based health promotion
programs, he says. “We want to have all work-
places as healthy as possible for anybody,” he
says. However, Ostbye says he does not want
employers to conclude that they shouldn’t hire
obese workers. “Obese people are discriminated
against enough today,” he says.
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But that is just what worries Peggy Elam, PhD,
a clinical and consulting psychologist in
Nashville, TN, and chair of the Media Relations
Committee for the Association for Size Diversity
and Health. Heavy people already suffer from
stress, shame, and stigmatization regarding their
weight, she says. “Obesity prevention programs
are generally based upon an erroneous assump-
tion that it’s actually possible to make fat people
thin, permanently and safely,” Elam says. “Some
diets do work in the short term, but there’s actu-
ally no indication — for the majority of people —
that they work in the long term, and they can
actually be harmful.”

Ironically, weight-based programs also ignore
thin people who could benefit from programs that
encourage healthy eating and fitness. “The win-
win situation is to focus on healthy behaviors. Just
encourage health behaviors. Body size is not a
behavior,” says Elam, who notes that the “Health
at Every Size” program is weight-neutral. 

In fact, studies have found that fitness does not
always correlate with weight, and that people
who are overweight are more likely to live longer
than those who are normal weight, she says. Yet
nationally, reducing obesity is a goal of the
“Healthy People” national health objectives and
the workplace is one target. Healthy People 2010
sought to reduce obesity to no more than 15% of
the U.S. adult population. In 2007, 25.6% of the
population was obese.

In June, the Centers for Disease Control and
Prevention launched a web-based “workplace
obesity prevention program” called LEAN Works
(www.cdc.gov/LEANWorks/). It includes an
“obesity cost calculator” for employers to deter-
mine how much obesity is costing them and the
potential savings from an obesity prevention pro-
gram. The financial information is important to
convince employers to invest in health promotion
efforts in the workplace, says Marilyn Batan,
MPH, of the Guidelines Development &
Recommendations Team in CDC’s Division of
Nutrition, Physical Activity, and Obesity at the
Oak Ridge (TN) Institute for Science and
Education. “If you were to do an intervention,
you can actually put those inputs into the calcula-
tor and it will show you how much you could
save per employee based on that program,” she
says. 

LEAN Works focuses on the workplace as a
key influence on lifestyle choices, she says. For
example, healthy foods in the cafeteria could be
offered at lower prices and flex time can allow for

time to work out at a gym, Batan says. Many
employers also offer discounts on medical insur-
ance premiums for employees who participate in
health assessments or wellness programs. 

“We are not trying to [stigmatize],” she says.
“We’re focusing on how we can make employees
healthier and how we can improve their quality
of life.” 

The CDC also shares different interventions
that have been validated as effective, of “promis-
ing practices.” Multiple approaches are usually
best, Batan says.

“Just having health education sessions at lunch
may not prove effective, but adding other compo-
nents will increase your chance of having an
effective health promotion program,” she says.
“[The answer] is going to be different for differ-
ent worksites.” 
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OSHA steps up inspections
of record keeping
Emphasis on nursing homes with low rates

The new focus on record keeping by the U.S.
Occupational Safety and Health

Administration — OSHA’s National Emphasis
Program (NEP)  — zeroes in on workplaces with
the highest rate of serious injury. Those include
injuries that lead to days away from work,
restricted activity or job transfer (DART). 

That includes nursing homes, which have a
DART rate of 6.2 injuries and illnesses per 10,000
full-time workers. OSHA’s new attention on record
keeping comes in the wake of a Congressional
hearing and an ongoing General Accounting Office
investigation into underreporting of occupational
injuries and illnesses. The Obama administration
allotted $1 million for a one-year OSHA “record-
keeping enforcement initiative.” Researchers have
said the current method of tallying occupational
injuries leads to a significant undercount.
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“This NEP is a pilot test to see if OSHA can
effectively identify and target employers that are
underrecording injuries and illnesses on their
OSHA logs,” an OSHA spokesman said. “The
NEP will send a message to the regulated com-
munity that the agency recognizes the impor-
tance and utility of accurate injury and illness
records and is willing to expend resources to
identify and correct the problem.

OSHA will specifically target worksites that
have reported a low-rate of injuries despite being
in a high-rate industry. That is appropriate, given
OSHA’s limited resources, says Brad Hammock,
Esq., workplace safety compliance practice group
leader at Jackson Lewis LLP in the Washington,
DC, region office.

“Their overall goal is to prove — or to disprove
— that there is underrecording,” says Hammock.
“Given that, it does make sense to look at those
industries with typically high rates and to target
within those employers who have very low
rates.”

That is a paradoxical approach for the agency,
which typically goes after employers that report
high rates of injury. Yet employers who aren’t on
the NEP target list still could feel the heat of
OSHA’s recordkeeping emphasis. The NEP itself
says this is just “one component of OSHA’s effort
to address the issue of inaccurate recording of
occupational injuries and illnesses. In addition to
this NEP, OSHA will address the issue through
comprehensive training of its compliance staff to
identify and correct violations of the record-keep-
ing regulation.” 

“This is an overall agency initiative. Some of the
components of the NEP could be factored into
other types of inspections that go on,” says
Hammock. “I think every industry and every
employer should sit up and say, ‘What would hap-
pen if OSHA came on site and did this [inspection]
to my establishment? How would I fare?’”

‘Intensive’ inspections on the way

The NEP lays out a thorough protocol for the
program. Based on a sampling of employers,
OSHA inspectors will review documents that
include medical records, workers’ compensation
records, insurance records, payroll/absentee
records and, if available, company safety inci-
dent reports, company first-aid logs, alternate
duty rosters, and disciplinary records pertaining
to injuries and illnesses. Inspectors then “will
verify that each identified recordable injury or

illness is properly entered on the employer’s
OSHA Form 300 and OSHA Form 301.” 

OSHA also will interview employees under the
NEP, as well as management representatives,
medical professionals, and staff who participated
in first-aid or medical treatment. Inspectors will
even seek out records from off-site occupational
health clinics and will conduct limited walk-
around inspections. 

“They’re really drilling down to an issue in a
way that I haven’t seen them do,” says
Hammock. “In their view, that’s the only way
they will be able to determine whether or not
injuries are ultimately being underrecorded.

“These inspections are among the most intru-
sive, intensive inspections that OSHA has proba-
bly ever done,” he says. “If an employer on this
list isn’t taking note and preparing then they could
be in real trouble when OSHA gets in there.”

In particular, the nursing home industry needs
to take notice, Hammock says. ”It really is an
industry that’s under the microscope,” he says.

OSHA also will pay special attention to injuries
that result in musculoskeletal disorders (MSDs).
If the records show that a “significant portion” of
injuries are ergonomics-related, then the OSHA
inspector will calculate a Days Away from Work
case rate for MSD cases, and will question
employees, management representatives, and
health care professionals about MSD, the NEP
says.

“MSDs can be more susceptible to underre-
porting because of the nature of the injuries
themselves,” says Hammock. “Employers have a
difficult time looking at each MSD that occurs
and accurately determining if it was work-related
or not.”

OSHA also is zeroing in on incentives
employers may have that may discourage
reporting. “We are looking to identify any
safety incentive programs, employee disci-
plinary programs, contests or promotions that
would have a negative impact on the reporting
and recording of occupational injuries and ill-
nesses,” an OSHA spokesman said. 

Already, the OSHA emphasis on record keep-
ing has had a broad impact. “I have heard anec-
dotally from employers that in inspections they
are seeing from OSHA there is a much greater
focus and attention on their record-keeping prac-
tices,” Hammock says. “There have been at least
some employee interviews that have been
focused on programs the employer might have to
discourage reporting.”  ■
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Two-thirds of hospital
workers accept vaccine
Push for mandatory vaccines for HCWs continues

In an intense effort to improve influenza vacci-
nation rates, more hospitals and health systems

are moving toward mandatory policies for immu-
nizing health care workers. But a closer look at
vaccination rates reveals that hospitals are actu-
ally already vaccinating almost two-thirds of
their employees (63%), while vaccinations lag at
nursing homes and ambulatory care centers. 

Only 36% of health care personnel at nursing
homes and 40% at ambulatory care centers were
vaccinated against influenza in the 2007-2008 sea-
son, according to a breakdown of data from the
National Health Interview Survey.

“Overall, in hospitals, we’ve definitely seen an
increase [in immunizations],” says Gary L. Euler,
DrPH, an epidemiologist with the assessment
branch of the Immunization Services Division of
the National Center for Immunization and
Respiratory Diseases at the Centers for Disease
Control and Prevention. “Hospitals in total have
improved, whereas other places haven’t.” 

Nursing homes and ambulatory care centers
had about the same rate of immunization in 2007-
2008 as in the 2003-2004 season, the survey data
showed. Influenza vaccination of health care
workers has become a high-profile and con-
tentious issue. In October, the Infectious Diseases
Society of America (IDSA) issued a new position
statement in favor of mandatory vaccination pro-
grams “as these programs are likely to be the
most effective means to protect patients against
the transmission of seasonal and H1N1 influenza
by health care workers.”

Health care workers who are not vaccinated due
to medical contraindications, a religious exemp-
tion, or vaccine shortage should be required to
wear masks or be reassigned away from direct
patient care, the IDSA said. Voluntary efforts sim-
ply weren’t effective in ensuring a high level of flu

vaccination, the IDSA board concluded. 
“The people who were most persuasive to the

board were all those health care workers who
were not getting vaccinated,” says William
Schaffner, MD, an infectious disease expert who
is chairman of the Department of Preventive
Medicine at Vanderbilt University in Nashville
and secretary of the IDSA board. Yet there has
been some push-back to mandatory programs. A
judge temporarily halted enforcement of the New
York state regulation requiring flu vaccination of
health care workers after three Albany emergency
department nurses sued. Then, amid delays in
production and delivery of H1N1 vaccine, New
York Gov. David Paterson announced that it must
be reserved for those at greatest risk of serious ill-
ness and death from influenza. The state’s health
commissioner rescinded the rule.  ■
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■ Help workers with
co-occurring mental health
and medical conditions

■ The best return-to-work
approaches for confirmed
H1N1 cases

■ Get measurable results 
on interventions targeting
obesity

■ A surprising link between
worker's comp costs and
depression

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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CE questions

21. Which is true regarding employees with mental
health disorders?
A. Treatment for employee mental health prob-
lems has no impact on productivity.
B. With effective treatment, productivity of
employees with mental health problems
increased to levels near that of other employ-
ees. 
C. If employees who enter treatment for a men-
tal disorder fail to become more productive
right away, they’re unlikely to improve at a later
point in time.
D. Questions about stress and depression
should not be included in health risk appraisals. 

22. Which is recommended regarding actions to
take after a workplace injury occurs?
A. The hazard that caused the injury should not
be mitigated with temporary measures.
B. Witnesses should not be asked questions
about the environment at the time of the 
accident.
C. Photographs of the accident area should not
be taken.
D. No steps should be taken that would con-
taminate the accident site, such as removal of
machinery or equipment.

23. Which is true regarding the impact of job inse-
curity on worker health, according to a study
published in Social Science & Medicine?
A. There was no link found between poor
health and job insecurity.
B. Only actual job loss, not job insecurity, was
linked to declining health.
C. People with long-term job insecurity were in
worse overall health than those who had actu-
ally lost and regained their jobs recently.
D. Increasing the amount of information work-
ers received was linked to worse productivity
and poorer health.

24. A new record-keeping initiative by the U.S.
Occupational Safety and Health Administration
focuses on injuries that lead to days away from
work, restricted activity or job transfer.
A. True 
B. False
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CNE Evaluation: Please take a moment to answer the following questions to let us know your thoughts on the CNE program. Fill in the
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4. Comply with OSHA and other federal regulations 
regarding employee health and safety.
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Particulate respirators — a controversial step
beyond common surgical masks — are now man-
dated by the Occupational Safety and Health
Administration (OSHA) to protect health care work-
ers from acquiring H1N1 pandemic influenza A from
patients. With respirator shortages feared, “good-
faith efforts” by health care employers will be recog-
nized by OSHA, which nevertheless is warning that
citations and fines may result from inspections that
will be primarily prompted by employee complaints. 

“Employers should do everything possible to
protect their employees,” said Jordan Barab, act-
ing assistant secretary of labor. He emphasized,
however, that where respirators are not commer-
cially available, an employer will be considered to
be in compliance if the employer made every effort
to acquire respirators. Health care employers will
need to be able to show documentation of orders
that have been placed or statements from a man-
ufacturer that the respirators are on back order.
N95 respirators — already used by many hospitals
for the treatment of tuberculosis patients — are
the minimum level acceptable for H1N1. 

“We’re looking for some evidence that the
employer has attempted to purchase N95 respira-
tors,” Barab said. “We’re looking for a good-faith
effort.”

OSHA is issuing a compliance directive to
enforce the Centers for Disease Control and
Prevention’s recently issued “Interim Guidance 
on Infection Control Measures for 2009 H1N1
Influenza in Healthcare Settings, Including
Protection of Healthcare Personnel.” (Available at
http://www.cdc.gov/h1n1flu/guidelines_infection_
control.htm.) 

The CDC disappointed infection preventionists in
the guidance by reaffirming its stance that surgical
masks are not sufficient to protect workers from

H1N1 patients. The CDC recommends the use of
respiratory protection that is at least as protective as
a fit-tested disposable N95 respirator for health care
personnel who are in close contact (within 6 feet)
with patients with suspected or confirmed 2009
H1N1 influenza. The president-elect of the Society
for Healthcare Epidemiology of America said the CDC
decision appeared to be made for reasons other than
science, which has not shown burdensome, scarce
N95s to be more effective in clinical studies.

“They are recommending a respirator that is
not readily available, for transmission that has
never been shown to be clinically relevant,” said
Neil Fishman, MD. “It presents a hardship to
health care workers and health care providers
that is unnecessary and offers nothing in [addi-
tional] degree of protection.” 

On the other hand, the CDC is under considerable
pressure from health care unions and worker safety
advocates since at least four nurses nationally have
reportedly died of complications related to H1N1.
Noting that H1N1 surveillance systems do not pro-
vide occupational data, the National Institute for
Occupational Safety and Health (NIOSH) is asking
for information from the public on health care
worker H1N1 illnesses and deaths. (Information can
be e-mailed to nioshh1n1data@cdc.gov.) NIOSH is
asking for contact information so the agency can fol-
low up on cases that have primarily been reported
through the media.

“Once we get that information, we can make
decisions about whether we want to do a more
thorough investigation, whether it is a Health
Hazard Evaluation or another kind of study,” says
Christina Spring, health communications spe-
cialist with NIOSH in Washington, DC.

Meanwhile, OSHA inspectors will ensure that
health care employers implement a hierarchy of
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controls, including source control, engineering, and
administrative measures, and to encourage vaccina-
tion and other work practices recommended by the
CDC. Where respirators are required to be used, the
OSHA Respiratory Protection standard must be fol-
lowed, including worker training and fit testing.
While the ruling clearly applies to hospitals, as this
report was filed OSHA had not responded to a writ-
ten request for clarification regarding other medical
settings. Employee complaints from clinics and
physician offices could potentially result in an inspec-
tion because OSHA’s respiratory protection stan-
dards also apply to small businesses. 

CDC casts wide net

The CDC clarified that the scope of its guidance
includes a wide range of medical settings: “This
guidance provides general recommendations for
health care personnel in all health care facilities,”
the CDC stated. “For the purposes of this guidance,
health care personnel are defined as all persons
whose occupational activities involve contact with
patients or contaminated material in a health care,
home health care, or clinical laboratory setting.” 

Since a shortage of disposable N95 respirators is
possible, employers are advised to monitor their
supply, prioritize their use of disposable N95 respira-
tors according to guidance provided by CDC, and to
consider the use of reusable elastomeric respirators
and facemasks if severe shortages occur, OSHA
advised. Health care workers performing high-
hazard, aerosol-generating procedures (e.g., bron-
choscopy, open suctioning of airways, etc.) on a sus-
pected or confirmed H1N1 patient must always use
respirators at least as protective as a fit-tested N95,
even where a respirator shortage exists. In addition,
an employer must prioritize use of respirators to
ensure that sufficient respirators are available for
providing close-contact care for patients with
aerosol-transmitted diseases such as tuberculosis.

Where OSHA inspectors determine that a facility
has not violated any OSHA requirements but that
additional measures could enhance the protection of
employees, OSHA may provide the employer with a
Hazard Alert Letter. OSHA will inspect health care
facilities under the Respiratory Protection Standard
“to ensure that health care workers are protected
and that protection is in line with CDC [guidance],”
Barab said.

The CDC guidance to use respirators has been
controversial and hotly debated almost since 
the onset of H1N1 last spring. Many infection

preventionists argue that H1N1 is comparable to
seasonal influenza in its virulence and transmission
routes, and that droplet precautions (e.g., surgical
masks) are sufficient. In fact, some state health
departments diverged from CDC and called for surgi-
cal masks unless health care workers were perform-
ing aerosol-generating procedures. 

The Healthcare Infection Control Practices
Committee, a CDC advisory panel, endorsed the
use of surgical masks rather than respirators. But
an Institute of Medicine (IOM) panel charged with
reviewing the available science concluded that sur-
gical masks would not protect workers from air-
borne influenza particles. “[T]here is evidence that
work-related exposures to patients infected with
H1N1 virus result in health care workers becoming
infected,” the IOM report stated.

The answer, decided CDC director Thomas
Frieden, MD, is to use respirators but to limit their
use through other measures. “Use a scarce resource
carefully,” he said in a briefing on the guidance.
“Follow a hierarchy of controls and limit the number
of people who are potentially exposed and would
need a higher level of protection.” 

The CDC is no longer recommending contact
precautions — the use of gowns and gloves — but
Frieden noted that influenza is spread through
droplet, fomite, and aerosol transmission. “It is an
unfortunate fact that we do not have definitive evi-
dence on the portion of transmission that occurs
from each of those three routes,” said Frieden, not-
ing that “the preponderance of belief” was that
droplets were the most common route. “With that
lack of knowledge and with the newness of H1N1
. . . we are recommending that N95s . . . would be
clearly superior to surgical masks.”

Still, CDC is providing some flexibility to hospi-
tals. That means in some circumstances, health
care workers may reuse respirators, continue to
wear them while caring for more than one patient,
or may even wear surgical masks as a last resort
option. CDC states that extended use (in which
the respirator is not removed while the health
care worker cares for more than one patient) is
preferred over reuse.

“We recognize that there may be shortage situ-
ations,” said Frieden. “The need is for us not just
to provide respiratory protection now, but the flu
season lasts through May. We need to ensure we
have a reliable supply.”

The CDC guidance states that “when in priori-
tized respirator use mode, respirator use may be
temporarily discontinued for employees at lower
risk of exposure to 2009 H1N1 influenza or lower
risk of complicated infection.” ■
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