
Stand up and take credit for cost 
avoidance due to reg compliance 
‘Too often, management doesn’t know what you do.’

Non-compliance with state or federal regulations can put a com-
pany out of business even faster than escalating health care costs.
But too often, the important role played by occupational health in

facilitating compliance is not understood by senior leaders.
“Human resources and operations professionals need to recognize the

true potential of occupational health, and not view us as strictly ‘medical’
people,” says Melissa J. LeBlanc, BSN, RN, CCM, COHN-S, a contract
occupational health nurse administrator for the U.S. Postal Service.
“Nurses are sophisticated critical thinkers. They should be recognized as
such.”

It’s true that some occupational health professionals do a good job of
making their role in compliance clear, “but this isn’t the norm,” according
to Patricia B. Strasser, PhD, RN, COHN-S/CM, FAAOHN, president of
Partners in BusinessHealth Solutions, an occupational health consulting
firm in Toledo, OH.  

People may know that you’re involved in requirements for bloodborne
pathogens or respiratory protection, but probably don’t realize your
involvement in regulations such as the Americans with Disabilities Act or
the Family and Medical Leave Act. “Too often, management doesn’t
know what you do down there,” says Strasser. Here are ways to empha-
size your role in compliance:

Prepare an annual report. 
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The role played by occupational health professionals in ensuring regulatory
compliance is often overlooked. To make this known:
• Include cost avoidance in annual reports.
• List everything you do that is required by law.
• Address regulatory requirements when employees come in for something
unrelated.
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When outlining your accomplishments,
include cost avoidance of fines from the
Occupational Safety and Health Administration,
the Environmental Protection Agency, or other
entities. “Too often, occupational health is not
treated like other departments. They don’t have
annual goals and objectives like the marketing or
quality departments do,” says Strasser. “Take
every opportunity you can to show you are sav-
ing the company money.”

Track all your activities, categorize them, and
attach either cost savings or cost avoidance to
each one. “You need to be thinking of all the
things you do, even if you do it only once a year,”
says Strasser. 

Make a list of all the things you do that are
required by law. “If you are in a heavily regulated

industry, this works particularly well,” says
Linda K. Glazner, DrPH, RN, COHN-S, CCM,
FNP, FAAOHN, an occupational health consul-
tant with Linda K. Glazner & Associates in
Wausau, WI. “If the company outsourced each of
these activities — if you had [Department of
Transportation] exams done by a physician in the
community--how much would it cost?”

In fact, higher-ups may be surprised to learn
how heavily involved you are in regulatory com-
pliance. Glazner advises keeping track of what
percentage of employees come to see you for
something related to regulatory requirements.
Also, show the cost savings that come about
when employees come in for something unre-
lated, but you take the opportunity to address
compliance. 

A worker may come to be fit for a respirator,
but at the same visit, you can obtain additional
information used for compliance with another
regulation as an in-house occupational health
resource. “An outsider would not do that, and
that person would be called out of work again,”
says Glazner.

Network with others. 
When it comes to continuous compliance with

regulations, “there is no way to know everything.
Networking is key,” says Margie Matsui, BSN,
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RN, CRRN, COHN-S, FAAOHN, programs
administrator for central health services at
Northrop Grumman in Redondo Beach, CA. “It is
not just being aware of changes. It is acting as a
resource for interpretation, so a business response
can be made. It all boils down to making a
requirement easier for others who have addi-
tional hats.”

Expand your role.
Your role in compliance may need to be

expanded. Strasser gives the example of blood-
borne pathogens. “I’ve seen places where the
EMT is the one doing the annual training that is
required, even though the company has an occu-
pational health nurse,” she says. “You may need
to get more involved in that, or more involved
with your respiratory protection program. In
these tight times, you’ve got to be sure you are
value added.” (See related story on avoiding
compliance pitfalls, below.)

Avoid these common 
compliance pitfalls

Lack of interest by either mid-level or senior
leaders in the safety and health program.

Employees who don’t really believe that safety
and health are of major importance to the com-
pany. Lack of participation of the engineering
department in the maintenance of equipment.
Failure to perform health and safety audits.

Any one of these things can result in a world of
trouble with the Occupational Safety and Health
Administration. One way you can prevent this is
by being more informed about company finances,
says Emily Wallace, RN, BS, COHN-S, a Sanford,
NC-based occupational health consultant.  “Then,
be more proactive with cost reduction programs
that promote the health of employees. You must
have statistics and research that show the pro-
grams will be cost effective.”

Your programs must increase production,
retain workers, reduce absenteeism, or reduce
insurance costs. “I also found it to be very impor-
tant for the senior occupational health leader to
report to the senior plant manager,” says Wallace. 

Beware of “turf battles” among occupational
health, safety, human resources and industrial
hygienists. These could cause occupational health
to be “edged out” of involvement with compli-
ance, warns Wallace. 

“There must be a team effort of these disciplines
to prevent this from occurring,” says Wallace.
“Working together, a team can envision ways to
show senior leaders that their ideas reduce costs.
By maintaining a healthy workforce, the impor-
tance of occupational health is emphasized.” ■

Empowered OSHA targets
airborne infectious hazards
Recordkeeping to include tracking of MSDs on 300 log

Expect more regulation. Like a sleeping giant
that awakens with a roar, the U.S.

Occupational Safety and Health Administration
is moving forward with new initiatives, including
the first steps toward a possible airborne infec-
tious diseases standard and renewing proposed
recordkeeping rules on musculoskeletal disorder
(MSD) injuries.

In fact, in a web-based address, Labor
Secretary Hilda L. Solis highlighted airborne
infectious diseases as one of the top concerns in
her new regulatory agenda. “The lack of compli-
ance with everyday infection control procedures
has received increased focus because of the 2009
H1N1 pandemic.  OSHA is interested in whether
current procedures are adequate enough to prevent
infections among exposed workers,” she said.

“Reducing workers’ risk of exposure of health
and safety hazards is a priority of my administra-
tion,” Solis added. OSHA will be hiring 100 addi-
tional inspectors in the Fiscal Year 2010 budget,
she says.

As of mid-December, OSHA had not yet cited
any hospitals for failing to use N95 respirators to
protect health care workers caring for 2009 H1N1
patients. But OSHA had conducted “several”
inspections, Solis said. “OSHA has moved aggres-
sively to address the hazards of H1N1 pandemic
influenza in the workplace,” relying on existing
standards and the General Duty Clause, said
Jordan Barab, then acting head of OSHA, in a sep-
arate web-based chat. (OSHA chief David Michaels
was confirmed by the U.S. Senate on Dec. 4.)

OSHA’s decision to enforce the recommenda-
tion from the Centers for Disease Control and
Prevention for health care workers to use N95s
when caring for patients with 2009 H1N1 has
been contentious, reviving the longstanding divi-
sions between infection control professionals and
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industrial hygienists on this issue. Infection con-
trol practitioners believe surgical masks provide
adequate protection and wrote a letter to
President Obama asking for a halt to the OSHA
enforcement.

Although the National Institute for
Occupational Safety and Health (NIOSH) is not a
regulatory agency, it also has an ambitious
agenda to address health care hazards. In a state-
ment published in the NIOSH online newsletter,
enews, NIOSH director John Howard stated, “I
do not think we can return to an era when a
healthcare worker’s exposure to transmissible
diseases such as influenza can be merely consid-
ered ‘diseases of life’ for which a healthcare
worker ‘assumes the risk’ when he or she offers
their labor to a healthcare employer.” 

Regulations bring support for occ health

New OSHA initiatives may mean hospitals will
provide more resources to employee health profes-
sionals, says Sandra Domeracki Prickitt, RN, FNP,
COHN-S, executive president of the Association of
Occupational Health Professionals in Healthcare
and coordinator of Employee Health Services at
Marin General Hospital/Novato Community hos-
pitals in California.

The greater emphasis on enforcement under
the Obama administration is not a surprise, she
says. “I think that’s what everyone expected,” she
says.

Jordan Barab, who will remain as deputy assis-
tant secretary for OSHA, helped promulgate the
ergonomics standard when he was previously at
OSHA from 1998 to 2001, and he previously
worked in health and safety with the AFL-CIO
and the American Federation of State, County
and Municipal Employees.

“This White House is concerned about worker
safety and health,” says Bill Borwegen, MPH,
health and safety director for the Service
Employees International Union (SEIU). “I know it
might be a departure from the previous adminis-
tration, but we think it’s a very healthy develop-
ment and we applaud the leadership of the Obama
administration in protecting health care workers.”

OSHA said it plans to issue its Request for
Information related to airborne infectious dis-
eases in the Federal Register in March. “There is
evidence that a lack of adherence to voluntary
infection control recommendations has resulted
in the transmission of disease to workers. OSHA
is seeking information on the extent to which vol-

untary recommendations are being followed and
whether mandatory regulations would be more
effective,” the agency said. (www.dol.gov/regu-
lations/factsheets/osha-fs-airborne.htm.)

Specifically, the agency said it will seek infor-
mation on:

• Studies and data describing the nature and
scope of occupational exposure and illness from
airborne infectious diseases. 

• The efficacy of current control measures for
reducing occupational exposures.

• Components of an effective infection control
program.

• Information to help decide whether or not to
pursue rulemaking.

The California Aerosol Transmissible Diseases
standard may provide a template for an OSHA
standard. Cal-OSHA was able to achieve support
for standards from both the California Hospital
Association and labor unions representing health
care workers. While it requires fit-tested N95 res-
pirators (or greater protection) for health care
workers caring for patients infected with a novel
pathogen, it also temporarily allows fit-testing to
occur biannually rather than every year. That
provision was based on the premise that future
research will clarify fit-testing issues and it auto-
matically expires in 2014.

OSHA shifts on MSD tracking rule

Meanwhile, the rulemaking to renew a require-
ment to track MSDs on the OSHA 300 log repre-
sents a reversal of Bush administration policy.
The 2001 revised recordkeeping rule would have
required a separate column for work-related
MSDs, but OSHA first delayed enforcement of
the provision, then eliminated it.

The problem: How to define MSDs, a point of
controversy in the development of the
ergonomics standard, which was rescinded by
Congress in 2001. “OSHA found that no single
definition of ‘ergonomic injury’ was appropriate
for all contexts,” the agency said when it sus-
pended the MSD reporting requirement.

This administration doesn’t share that hesita-
tion. However, Solis said the possible return of
the MSD reporting rule is not a first step toward a
new ergonomics standard. (OSHA is prohibited
from issuing a standard that is “substantially the
same” as the one rescinded by Congress under
the Congressional Review Act.)

“MSDs continue to be a major problem for
American workers, but at this time, OSHA has no
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plans for regulatory activity,” Solis said in the
web chat.

Yet it signals that the Obama administration is
willing to take on the issue of ergonomic hazards,
says Brad Hammock, Esq., workplace safety com-
pliance practice group leader at Jackson Lewis
LLP in the Washington DC region office.

“It’s a significant development because it
reignites the debate about musculoskeletal disor-
ders, how you define them and what you should
do about them, how you should classify them
and characterize them,” he says. “They’re not
backing down from ergonomics.”

In fact, Barab acknowledged that OSHA will
explore its options for addressing ergonomics,
including industry-specific standards such as a
patient handling rule. “[W]e will intensify the
process of determining how we are going to
address ergonomics,” he said.

[Editor’s note: Additional information on the
OSHA and U.S. Department of Labor regulatory
agenda is available at www.dol.gov/regulations.]  ■

Use data to target 
your wellness efforts
Employee interest key to success 

Every occupational health program requires
resources, ranging from tens of thousands of

dollars for a fitness center to a few hours spent on
educating employees. How do you decide
whether these are best invested in a diabetes
lunch-and-learn, a weight loss competition, or
otherwise? 

“Although occupational health providers have
a trusted relationship with the employer, and are
critical to maintaining good employee health in
general, they are often not included in the plan-
ning and implementation of wellness programs,”
says Bobbie Orsi, MS, RN, CDE, director of occu-
pational health and wellness at Berkshire Health
Systems in Pittsfield, MA.

However, no one else understands the specific
health risks of the employees in your workplace
better than you, says Orsi. Here are some ways to
use that information to drive decisions about
occupational health programs:

Examine actual expenditures.
“We are always looking at what might affect our

expenditures with regard to health care claims,

workers’ comp claims, and short-term disability
pay out for employees that are paid at 100% when
out of work,” says Judy A. Garrett, health services
manager at Syngenta Crop Protection in
Greensboro, NC. “We are self-insured and handle
our short-term disability in-house. So all of these
would be direct costs to the company.”

Predict the participation you’ll get. 
Determine how likely employees are to partici-

pate before launching a program. “When we look
at a program, we look at the number of people
that it will affect,” says Garrett. “Regardless of
what we think might be valuable, if there is no
interest from the employees, we will probably
have poor results.”

To gauge interest, employees are surveyed
when they attend lunch and learns or participate
in an online program. “The impression is given
that in order to get points for the program, they
need to complete the survey. Most people will do
them that way,” says Garrett. “We also sometimes
do surveys in the clinic, when they register to be
seen or at screenings. We get less response with a
general e-mail survey, unless we tag on prizes or
a raffle drawing.”

At Baxter Healthcare in Thousand Oaks, CA,
employees were surveyed about what type of
wellness program they were most interested in.
Based on the findings, occupational health nurse
Robin Alegria, RN, COHN-S, says that “we are
looking at proposals for an exercise program to
be held at the facility. Also, we will schedule four
to six lunch and learn sessions for 2010, as well as
biometric screening.” 

In a second survey, Alegria asked employees,
“What do you feel are the top three health condi-
tion risks for employees at this facility?” “The
question was not aimed at asking the employee
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Without the use of reliable data to target your
efforts, wellness programs won’t get the best
results. Some good strategies:
• Survey employees to learn what they will partici-
pate in.
• Collect health information at pre-employment or
return to work visits.
• Use aggregate data reports to learn how health
risks compare to national trends.
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what their own personal health risks are,” she
says. “By asking the question in this format, it
was felt there would be a more honest response
to the survey.”

Use all data available to you.
“Conventional occupational health reports

focus primarily on injury type and frequency, lost
work days, vaccine compliance, and flu immu-
nization rates,” says Orsi. “Think more broadly
about what information is available to you.” To
get it, Orsi recommends these three practices:

--Collect information on body mass index,
blood pressure, cholesterol, depression and
smoking prevalence at pre-employment or return
to work visits. 

--Collect health risk data at every employee
visit, and enter this into a database. 

--Obtain aggregate data reports to see how the
company’s smoking prevalence and other health
risks compare to national trends. 

Armed with this information, Orsi says you
now have an opportunity “to recommend and
deliver wellness programs focused on key health
risks in the population.”  (See related stories on
specific types of health data to use, this page,
and how one company uses data to identify
areas of focus for the year, p. 19.)  ■

Three types of health data 
you should not ignore
Look for common themes in data stream

Worker’s compensation claims, Employee
Assistance Program utilization, employee

opinion surveys and productivity questionnaires.
Which are the most reliable data to base impor-
tant decisions about wellness programs?

“In my experience, the best strategy is to
review all possible data sources available and
identify common themes,” says Bobbie Orsi, MS,
RN, CDE, director of occupational health and
wellness at Berkshire Health Systems in
Pittsfield, MA. “These are most likely indicative
of the primary health risks and behaviors.” 

If your decisions aren’t data-driven, you’ll get
disappointing results in terms of reducing health
risks. “And now that wellness has become a seri-
ous health cost management strategy, failure to
move in that direction will jeopardize the impact
of a wellness initiative. It will risk its elimination
when resources shrink,” says Orsi. “I often hear
that an employer has a commitment from the top
to develop a wellness strategy, but in fact the pro-
gram has a very small budget.”

Wellness programs may begin small and grow
slowly over time, by utilizing positive outcome
data. “Interest surveys help to determine what
employees want, which is often not what they
‘need,’” says Orsi. “Health risk assessments
[HRAs] tell us what employees need, which is
not always what employees want. So the best
strategy is to offer both.” Don’t fail to utilize
these three data sources:

Health insurance claims data.
“While this data represents events and ill-

nesses that have already occurred, it gives some
information about the major health issues that are
driving cost,” says Orsi. “Health claims can also
provide some insight into the health care decision-
making practices of a population.” For example, it
can tell you how often employees use the emer-
gency department for non-urgent care, or how
many are utilizing smoking cessation programs.

HRA data.
This gives you a “group snapshot” of common

health risks such as diabetes, hypertension, obe-
sity, and behaviors that drive risks such as physi-
cal inactivity, unhealthy eating habits and
smoking. “For the most part, HRA data is self-
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For more information on using data to target wellness
programs, contact:

• Robin Alegria, RN, COHN-S, Occupational Health
Nurse, Baxter Healthcare, Thousand Oaks, CA.
Phone: (805) 375-5524. Phone: robin_alegria@
baxter.com
• Judy A. Garrett, Health Services Manager,
Syngenta Crop Protection, Greensboro, NC. Phone:
(336) 632-6499. Fax: (336) 632-7062. E-mail: judy.
garrett@syngenta.com
• Martha Harrison, RN, BSN, COHN-S/CM,
Weyerhaeuser, Oglethorpe, GA. Phone: (478) 472-
5300. Fax: (478) 472-5351 E-mail:
martha.harrison@weyerhaeuser.com.
• Bobbie Orsi, MS, RN, CDE, Director, Occupational
Health and Wellness, Berkshire Health Systems,
Pittsfield, MA. E-mail: BOrsi@bhs1.org
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reported. So an individual needs to know their
cholesterol and blood pressure numbers to
receive an accurate health profile,” notes Orsi.

Orsi says that HRA data is most useful in driv-
ing program design when participation rates are
greater than 60%, so consider incentives to
increase participation. 

Data obtained from employee health 
screenings.

This gives you an golden opportunity—a
chance to obtain verifiable health metrics during
a face-to-face encounter with the employee.
“Employees are more likely to make positive
change and take that ‘next step’ when armed
with good personal health information and a
motivating nurse coach, in a safe and comfortable
environment,” says Orsi. ■

Data used to ID most
pressing health issues

Oglethorpe, GA-based Weyerhaeuser’s HEAT
(Healthy Employees Action Team) has pre-

vented illness and injury among the company’s
employees since 1993. However, the specific
health issues that are targeted change based on
employee feedback, data collected by safety and
ergonomic programs, and bi-annual health
screening results. 

“We do annual employee surveys to see what
the employees are interested in, and we look at
any particular issues that employees are having,
like high blood pressure, obesity, and inactivity,”
says Martha Harrison, RN, BSN, COHN-S/
CM, Certified Occupational Health Nurse-
Specialist/Case Manager. “We also look at the
results from the health screenings to see what
issues we are having. 

While this year’s health screening results
weren’t too surprising, they did serve to confirm
the company’s stated focus areas. 

Most often, the company’s main areas of
focus involve diabetes, high blood pressure,
inactivity and high cholesterol. For 2009, 
the focus areas were Tobacco Cessation, 
Blood Pressure/Physical Activity/Stress
Management, and Nutrition/Cholesterol/
Weight Management/Diabetes.

“Once all of the information is evaluated, the
members of the HEAT vote on what issues to
work on for the following year,” says Harrison.

MSD injuries reduced

The Ergonomics and Safety Teams activated an
“Early Symptom Reporting Protocol” to be fol-
lowed by all employees. As a result, reportables
related to ergonomics decreased from five in 2002
to none in 2007, 2008 and 2009. This data was
taken into account by the HEAT team.

“With musculoskeletal disorders and soft tis-
sue injuries, the earlier the treatment is started
the better the results,” says Harrison. 

An employee recently came to the Medical
Department to report a concern about an area of
the Utilities unit. The problem was that he had to
work in a bent position within a confined area
with the possibility of hitting his elbows while
performing the task. 

“The Ergo team went to the area to evaluate
the issue and take pictures,” says Harrison. “It
was  decided that the issue should be taken to
management for funding. The project was
approved and given to a Project Engineer to over-
see the job. After the job was completed, the
employee came by to state how much the
improvements had helped.”  ■

Put weight loss reminders
throughout the workplace
Aim for long term change

Many employees at your workplace probably
need to lose some weight — possibly a sig-

nificant amount of weight. On the positive side,
though, the majority of these individuals proba-
bly really want to achieve this.  

After a 2007 Health Culture audit was done for
Alexandria, LA-based RoyOMartin Lumber
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A significant number of employees probably eat
an unhealthy diet, but they are also likely to be
interested in achieving weight loss. To help them:
Share success stories of employees who lost
weight.
Ask employees to set personal health goals.
Give incentives for choosing healthy food.
Show employees how to prepare healthy meals. 
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Company, nurses and company leaders learned
that 70% of employees eat a high fat diet, and
67% would like to lose  more than ten pounds. 

“Our company healthcare costs have remained
relatively flat over the last five years, which is truly
remarkable compared to national averages,” says
Collene Van Mol, BSN, RN, COHN-S/CM, the
company’s occupational health manager. “It is
clear that we are headed in the right direction with
wellness and by closely managing our insurance
costs and claims, but we still have a long way to go
in changing our overall health culture.” 

A repeat analysis conducted in 2009 showed a
positive improvement in the 2007 numbers.
Ninety-five percent of survey participants
reported trying to make lifestyle changes within
the last year. Unfortunately, only 8% reported
long term success.

For this reason, RoyOMartin focused on
Healthy Nutrition in 2009, providing lunch and
learns with nutrition education throughout the
company. “We thought, ‘Feed them and they will
come!’” says Van Mol. 

A wide range of easy-to-prepare meals were
offered, that correlated with weekly presentations
on portion control, fast food facts and healthier
options. The program also covered how to shop
for and prepare healthy foods at home, versus
eating out. 

Participants rated their satisfaction with the
program material, the speaker, and the food
served each week and had to note what they
learned each week. “Our goal was to find out if
employees learned something new and useful,”
says Van Mol. “Employees were shocked to learn
the fat, sugar and sodium content in so many
boxed, canned and fast food choices.”

The surveys showed this “show and tell”
approach was effective. Employees were pro-
vided recipes for healthy food served and were
provided Fast Food Fact guides to use the infor-
mation they had learned.

Here are changes RoyOMartin made to help
employees with weight loss efforts: 

Weight loss challenges are held. 
As part of RoyOMartin’s Winning With

Wellness program, employees set personal health
goals to decrease risk factors for heart disease.
Most often employees choose a goal of losing
weight. “As a group, our employees lost over
1000 pounds in 2007, 850 pounds in 2008, and
1,246 pounds in 2009,” says Van Mol. “The indi-
viduals who participate enjoy the support of a
peer group in their efforts to lose weight through
our ‘Losing to Win’ Weight Loss Challenges.”

Incentives are given for eating healthy. 
In addition to a “no donuts” policy for com-

pany-sponsored meetings, RoyOMartin will be
kicking off a new incentive program in 2010. “We
made providing healthy vending choices a prior-
ity in 2009. Now, we want to encourage our
employees to consistently eat healthy,” says Van
Mol. 

High-fat pastries and energy drinks were
removed from vending machines, and fresh sal-
ads,  sandwiches, and frozen dinners with veg-
etables were added. After purchasing these
Healthy Choices items, employees will remove
and attach program stickers to a “Winning With
Wellness” points card to be redeemed for quar-
terly incentives. (See related story on a way to
offer weight loss programs onsite, below.)  ■

Team up with others to
offer program onsite

At ExxonMobil’s Torrance (CA) Refinery, the
company pays part of the cost of  participa-

tion in a weight loss program. “Weight Watchers
offers its programs at work locations if enough
people sign up for a specific period of time,” says
Julie Rochefort, RN, MSN, NP-C, an occupa-
tional health nurse at the company’s Torrance
Refinery. “The minimum is 12 to 15 people, but
it's difficult to get people to participate, especially
with pressure from family and work.” 

The first session was held onsite with 25 partic-
ipants. However, after the 17-week program was
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For more information on workplace weight loss pro-
grams, contact:

• Julie Rochefort, RN, MSN, NP-C, Occupational
Health Nurse, ExxonMobil Torrance Refinery. Phone:
(310) 212-4514. Fax: (310) 212-2941. E-mail: julie.c.
rochefort@exxonmobil.com
• Collene Van Mol, RN. RoyOMartin, P. O. Box 1110,
Alexandria, LA 71301. Phone: (318) 448-0405. E-mail:
collene.vanmol@royomartin.com

SOURCES



completed, only ten employees signed up for the
next session. 

Instead of cancelling the program, however,
Rochefort found a way to partner with another
nearby employer. “So our folks go down the
street and participate in their lunch room
instead,” she says.   ■

Your ergonomics program
might be wasting money
New furniture isn’t enough

If your efforts to reduce musculoskeletal pain
fall short of getting results, it may be  because

you bought  ergonomic desks and chairs, but
failed to have these set up by a professional.1

When The World Bank moved to its new
Washington, DC headquarters, researchers gave
one group of office workers new ergonomic fur-
niture and written instructions on how to set it
up, while another  group had theirs set up by an
ergonomics expert. Only the second group
reduced musculoskeletal pain and eyestrain, and
they also increased productivity.  

The study’s findings indicate that equipment
such as adjustable chairs don’t add value unless
an individual work station assessment is done,
says Jasminka Goldoni Laestadius, MD, PhD, an
occupational medicine specialist at The World
Bank. 

Laestadius says that multiple factors determine
the success of any office ergonomic program. In
World Bank’s case, new ergonomic furniture was
purchased, hand-outs were distributed about
work-station self-adjustment, videos were shown

on computer use techniques and adjusting the
chair and monitor, information was provided
online, satisfaction surveys were conducted, and
a streamlined system was implemented to follow
up on staff medical inquiries.

However, only individual ergonomic assess-
ments of workstations made a significant differ-
ence in improving pain symptoms and
productivity. Laestadius says that she wasn’t too
surprised by this. “Instructions for self adjust-
ment of various elements of computer equipment
and furniture are rather complex,” she says. “Our
employees, who struggle daily with the heavy
workload in their demanding jobs, rarely can
focus on anything else.”

The study showed that staff were barely aware
of videos on office layouts and available equip-
ment. “So, investment in creating these video
demonstrations was obviously not beneficial at
all,” she says. In light of these findings, avoid
investing time and money in unproductive inter-
vention measures, such as overwhelming staff
with written educational material. 

Since individual assessments of workstations
was very time consuming, a “train the trainer”
program was used. The professional ergonomists
taught the basics to “ergo champions” who vol-
unteered to share this information with their
departments. “This approach was very success-
ful, and helped us to reach out to more employ-
ees,” says Laestadius. 

Reference 

1. Laestadius JG, Ye J, Cai X, et al. The proactive
approach – Is it worthwhile? A prospective controlled
ergonomic intervention study in office workers. J Occup
Environ Med 2009; 51(10):1116-24.  ■
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Buying new ergonomic furniture is only success-
ful when set up by an expert who performs an
individual assessment of the workstation. To
maximize benefits:
• Avoid overwhelming staff with written educa-
tional materials.
• Don’t rely on videos to show employees how to
make adjustments.
• Have experts train volunteer employees.

EXECUTIVE SUMMARY

For more information on ergonomics programs, contact:

• Jasminka Goldoni Laestadius, MD, PhD,
Occupational Medicine Specialist, The World Bank,
Washington, DC. Phone: (202) 473-6186. Fax: (202)
522-1616. E-mail: jgoldoni@worldbank.org

SOURCE



WA state law requires 
safe patient handling
Tax credits offset equipment cost

The nation’s most comprehensive safe patient
handling law is now in full  effect: Hospitals

in Washington state must have equipment to
reduce injuries by Jan. 31. 

The state’s Department of Health will enforce
the rule through its licensing process. The law
has triggered action. Though a disparity
remains between hospitals that eagerly adopted
interventions even before the law was passed
and those still lagging, there is widespread
awareness of the hazards of patient handling,
says Barbara Silverstein, MSN, PhD, MPH,
CPE, research director with the Safety and
Health Assessment and Research for Prevention
(SHARP) program of the Washington State
Department of Labor & Industries in Olympia.
(National legislation patterned after the
Washington law — the Nurse and Health Care
Worker Protection Act — continues to work its
way through Congress, with a growing number
of sponsors.) 

As the first part of an evaluation of the law’s
impact, Silverstein compared hospitals in
Washington and Idaho, where there is no law or
regulation related to safe patient handling. In
surveys and focus groups of direct care staff,
Silverstein asked, “What does safe patient han-
dling mean to you?” In Idaho, the health care
workers mentioned protecting patients from
falls or avoiding pressure ulcers. “In
Washington, at least there is awareness in terms
of staff knowing what safe patient handling
means,” she says.

It’s too soon to know how much equipment
was purchased by Washington hospitals or how
the law affected workers’ compensation claims
or injuries. But based on the variable use of tax
credits by November, it’s clear not every hospi-
tal had adopted full-fledged programs. “The
legislature set aside $10 million for hospitals to
be able to purchase equipment using that tax
credit. That tax credit ends at the end of January
2010. To date, close to $6.8 million has been uti-
lized of these tax credits,” Silverstein says.
“There are some hospitals that have not used
the tax credit at all and others have maxed out
on the tax credit.”

‘Really hard to change attitudes’

Ultimately, what hospitals need is a culture
change, says Silverstein. A law can create man-
dates, and it can jump-start a program, but funda-
mental change comes from a new mindset for
hospital leadership as well as frontline workers,
Silverstein says. Nursing schools finally have
dropped the old body mechanics in favor of safe
lifting, and some hospitals have peer leaders who
encourage their colleagues to use equipment, she
notes. 

“I think it’s still really hard to change atti-
tudes,” Silverstein NE questions says, noting that
health care workers may say, “I’ve done this for
the last 20 years and I’m still standing.”

Disciplinary actions

At Providence St. Peter Hospital in Olympia,
that attitude will lead to disciplinary action. One of
the first hospitals in the state to adopt safe patient
handling technology, Providence St. Peter has
tracks for ceiling lifts in almost all inpatient rooms. 

“At one point, I think we had more ceiling lifts
in place than all the other hospitals in
Washington state put together,” says Dan
Donahue, MEd, director of employee health and
wellness. Having lifts readily available makes a
difference in their acceptance, he says. “We have
21 critical care rooms, and initially we only
tracked four of them. No one integrated it into
their practice,” Donahue recalls.

The hospital then tracked all the rooms, pro-
vided training to staff, and established peer lead-
ers who would help their co-workers with the
equipment. Four of the rooms have fixed lifts,
with a maximum capacity of 600 pounds. The
other rooms use portable lifts, one for every five
rooms, with a capacity of 475 pounds. “All of a
sudden, everyone is starting to [use] it,” he says.
Hospital leadership supported safe patient han-
dling from the beginning because of its potential
to decrease workers’ compensation costs and
improve productivity and retention of nurses,
Donahue says. 

In 2004, the hospital installed ceiling lifts in the
medical-renal floor, the unit with the highest
number of patient-days with patients weighing
more than 400 pounds. For two years, there was
not a single patient handling injury on the floor.

A subsequent reduction in workers’ compensa-
tion premiums also helped boost the hospital’s
bottom line, he says. 
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A strong safe patient handling program also is
a valuable tool to recruit and retain nurses,
Donahue says. “We had to reduce the physicality
of the work so [nurses] won’t get injured and
they’ll stay,” he says.

Finding the money for lift equipment — even
with tax credits — can pose a challenge for small,
rural hospitals. Yet just as with larger hospitals,
the savings on workers’ compensation premiums
can be quite valuable. 

“When you think about putting that much
money into one piece of equipment, it seems like
it doesn’t make sense, like it’s not a good pay-
out,” says Julie Wehr, human resources director
at Odessa (WA) Memorial Healthcare Center and
chair of the hospital’s safety committee. “Once
you get the good equipment and you start using
it, you realize [employees] need it. You realize it
isn’t something extravagant. It’s what’s needed to
do the job correctly.”

Grants or tax credits, which are available in
some states, obviously help with the initial
investment.

But small hospitals do have some advantages
when it comes to implementing a safe patient
handling program. At Odessa, which includes a
24-bed hospital, a long-term care facility, assisted
living center and clinic, all employees can gather
for workshops or training sessions. Leadership is
deeply involved in the program and there aren’t
as many frontline nurses to convince.

The goal: Creating “a mindset that safe patient
handling isn’t just a good idea, it’s the way it’s
done,” says Wehr. Once employees become com-
fortable with the equipment, they’ll use it regu-
larly — even in an urgent situation, she says. ■

NIOSH to collect data 
on chem hazards

How widespread are chemical hazards in
health care? The National Institute for

Occupational Safety and Health (NIOSH) seeks

to find out and is proposing an online survey,
which would be targeted to members of profes-
sional organizations such as the American Nurses
Association.

According to NIOSH, the survey will seek
information on chemical agents that include
aerosolized medications, anti-neoplastic agents,
chemical sterilants, high-level disinfectants, sur-
gical smoke, and anesthetic gases. It will ask
about work practices and exposure controls and
will collect information by occupation and by
type and size of work setting.

In 2008, a web-based survey of 1,552 nurses
conducted by the Environmental Working Group
found that 52% have had regular exposure to at
least six hazardous chemicals in their workplace
for five years or more. There are no regulatory
limits or monitoring requirements for many of
the chemical agents.  ■
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■ Achieve long-term gains
with wellness programs

■ Use pilot programs to test
new approaches

■ How to make a crisis work
to your advantage

■ Don’t let depressed
workers be overlooked

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

5. When creating an annual report for your
department, which is recommended?
A. Don’t emphasize activities related to cost
avoidance.
B. If an activity is only done once a year, it is
better to omit it. 
C. Avoid mentioning the percentage of
employees who come in for something
related to regulatory requirements.
D. Attach cost avoidance or cost savings to
all your activities.

6. Which is recommended regarding targeting
resources for wellness programs?
A. Consider only cost savings, not actual
expenditures.
B. Collect health risk data at every employee
visit.
C. Avoid surveying employees to determine
interest levels before starting a program.
D. Don’t give incentives to increase participa-
tion in Health Risk Assessments.

7. Which is recommended to help employees
lose weight?
A. Ask employees to set personal goals to
decrease risk factors for heart disease.
B. Avoid surveying participants in healthy
food programs.
C. Do not share personal stories of employ-
ees in company newsletters.
D. Don’t give incentives based on the food
choices of employees.

8. Which is most helpful to maximize the bene-
fits of new ergonomic furniture?
A. Providing employees with handouts on
how to adjust workstations. 
B. Performing individual assessments of
workstations.
C. Showing videos on how to adjust chairs
and monitors.
D. Providing written instructions.

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