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numbers in front of top leadership

Every occupational health manager has them—simple, easy to under-
stand numbers that are really eye-popping. However, this data may 
be overlooked, forgotten about, or just plain ignored.  

There is absolutely no reason for this, says Linda K. Glazner, DrPH, RN, 
COHN-S, CCM, FNP, FAAOHN, an occupational health consultant with 
Linda K. Glazner & Associates in Wausau, WI, since occupational health 
has plenty of powerful evidence to work with. 

“Even just a few years ago, there wasn’t a lot of statistical evidence that 
we could use. Occupational health was kind of done on faith. You did 
it because it was good for morale,” says Glazner. “But now we do have 
statistics that show that if people improve their health, companies save 
money.” 

Saying things like, “it’s just my job” minimizes what you do. “In reality, 
when people hear what we do, they are very impressed,” says Glazner.

Kathleen Buckheit, MPH, COHN-S/CM/SM, director of continuing 
education at the North Carolina Occupational Safety and Health Education 
and Research Center in Chapel Hill, says that “with companies downsizing 
and possibly using one health and safety professional, you may need to step 
out of your comfort zone. As a whole, companies do not understand the 
value of occupational health.”

Since you’re not generating income for the company, you need to make 
it clear that there are other ways to impact the bottom line. Maintaining 
a healthy and safe workforce is certainly one. “This saves the company 
indirect costs associated with injuries and illnesses and maintains quality 
and high productivity,” says Buckheit. “Don’t be timid about letting 
management know how you save money for the company.” Here are some 
good strategies: 
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If the percentage of employees who do a Health 
Risk Appraisal increases from 80% to 90% on 
your watch, this isn’t very head-turning. But imag-
ine if that number went from a dismal 10% to 
90% in a single year, thanks to your efforts.

Glazner says she once worked for a company 
with numerous violations and a terrible safety 
record. In this type of workplace, she says, “any-
thing you do will be impressive. Even if you are 
there just managing it, it will improve. Just make 
sure everybody remembers where they were when 
you started!”

Similarly, there are problem areas in every 
workplace that are ready for a dramatic turn-
around. However, if a statistic has improved only 

slightly, such a 5% reduction in absenteeism in a 
given year, Glazner recommends pointing out why 
it could have been far worse. “Something certainly 
could be happening beyond your control that kept 
it from being as good as it could have been,” she 
says. 

annual report.
“The annual report tends to be glowing, 

because the company wants stockholders to know 
we are doing really well,” says Glazner. “People 
are more likely to listen to what you want to do, if 
it’s made it to the annual report.” 

Any data involving occupational health should 
be brought to everyone’s attention. For instance, 
the report may credit your successful immuniza-
tion program for minimizing the financial cost 
of a flu epidemic. “If there is a library within the 
company, I’d send it to the librarian to put on the 
shelf. Certainly, send it to the union if there is one, 
after talking to your direct report,” says Glazner. 

-
pany newsletter.

Glazner suggests writing a health column 
including eye-catching information about occu-
pational health. For instance, in a column on flu 
prevention, you could mention the fact that double 
the number of employees received flu shots this 
year.

number.
Many times, statistics aren’t terribly clear-cut. 

Often, there is a range of them to choose from. 
While one study may report a 10% reduction in 
presenteeism after a certain intervention, another 
researcher may report a 50% reduction. A third 
study might be somewhere in the middle.

Given this scenario, occupational health man-
agers “tend to underestimate,” says Glazner. “If 
there is a range of numbers, most will pick the bot-
tom one. Why not assume the middle number or 
even go with the high number?” she says.  A good 
example of this involves money saved from fines 
that weren’t incurred. “You can tell people, ‘The 
average fine for this violation is `X’ amount of dol-
lars, and we saved that this year,’” says Glazner. 

SOURCES
For more information about communicating the suc-
cesses of occupational health, contact:
Kathleen Buckheit
Continuing Education, Occupational Safety and Health 
Education and Research Center, University of North 
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Carolina at Chapel Hill. Phone: (919) 962-2101. Fax: (919) 
966-7579. E-mail: buckheit@email.unc.edu
Linda K. Glazner
Linda K. Glazner & Associates, Wausau, WI. Phone: (715) 
849-1776. Fax: (715) 849-2840. E-mail: 
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Didn’t get into annual 
report? Create your own
Take credit for savings

When it comes to the most important things 
done by occupational health in a given fiscal 

year, you don’t want to leave anything out. Why 
not create an annual report for your department?

“Do this just as you would for any end-of-the-
year report,” says Patricia B. Strasser, PhD, RN, 
COHN-S/CM, FAAOHN, principal of Partners 
in BusinessHealth Solutions in Toledo, OH.  
“Structure it the same way. Use all of your busi-
ness savvy to highlight your accomplishments.”

Use as much quantitative and qualitative data 
as you can collect as evidence of the value of 
the occupational health service. “Examples of 
annual reports can be found on the Internet,” says 
Strasser. “Use one as a model, if it seems appropri-
ate for your purpose.” She recommends including 
this information:

whether they were met. 

broken down into categories (surveillance exams, 
audiograms, injury care, etc.). 

decreases in days away from work, and other 
objective data that you can gather. 

as wellness programs, include a count of the num-
ber of people who participated. 

Tell workers’ stories

Combining these numbers with appropriate 
powerful anecdotes is especially effective. “If you 
conducted screening for cancer, hypertension, dia-
betes, or other diseases and found even one person 
who was diagnosed early with a condition, include 
this type of information,” says Strasser. “Or if by 
early case management, you saved an employee 
from being off work, tell that story.” 

Try to demonstrate cost savings for as many 
activities as possible, using benchmark data for 
comparison if it is available. “Include lots of good 
graphics and charts to emphasize what you accom-
plished during the year,” says Strasser. 

Describe employee satisfaction with the services 
they receive from occupational health, by develop-
ing short simple surveys with four or five ques-
tions. “Open-ended questions can be included in 
the survey, to ask for program improvement sug-
gestions,” says Strasser. “Leave space for employee 
comments. Include some of the qualitative data 
from the surveys in your report.”

Do careful planning

Needless to say, none of this will be possible 
if you don’t take the time to carefully document 
activities throughout the year. It’s critical to track 
all of your activity, keeping careful data and docu-
mentation for all of your efforts. 

“It all comes down to planning,” says Strasser. 
“Tracking what you do is much easier with elec-
tronic record keeping, but it can be completed by 
manual tracking.” 

When doing case management for example, a 
lot of your efforts may be spent on phone calls. 
“Track that time, because those calls are linked to 
the value you bring to the company through case 
management,” says Strasser. “Don’t wait until 
people are looking at the head count, asking, ‘Why 
are we paying an occupational health nurse or 
physician?’ Showcase the value of the occupational 
health service in a proactive manner that will get 
management’s attention.”

SOURCE
For more information on creating an annual report,  
contact: 

Patricia B. Strasser
Partners in BusinessHealth Solutions, Inc, Toledo, OH. 
Phone: (419) 882-0342. Fax: (419) 843-2623. E-mail: 
pbsinc@prodigy.net   ■

EXECUTIVE SUMMARY
Share an annual report, which documents achieve-
ments of the occupational health department, with 

receive.
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Don’t violate patient  
privacy regs for anyone

Have you ever been put into the uncomfort-
able position of being asked for confidential 

health information about an employee by a senior 
leader or administrator? Be ready for this “sticky 
situation,” as it may violate patient privacy regu-
lations, warns Patricia B. Strasser, PhD, RN, 
COHN-S/CM, FAAOHN, principal of Partners in 
BusinessHealth Solutions in Toledo, OH. 

Managers may wrongly believe they don’t need 
to comply with the Health Insurance Portability 
and Accountability Act (HIPAA) because it’s a 
health insurance regulation. They may mistakenly 
think that the regulation doesn’t apply to in-house 
occupational health.

However, maintaining confidentiality of 
health information extends beyond HIPAA. 
“Responsibility for preventing disclosure of health 
information does not rest exclusively with health 
care providers. Managers who are in receipt of 
medical information must also prevent inappropri-
ate disclosure of the information,” says Strasser. 
(See related story on this page, on penalties for 
violations.)

Be prepared to make management aware of 
this fact, if they ask for inappropriate information. 
“Sometimes supervisors want more information than 
they need to have,” says Strasser. “Occupational 
health nurses are frequently pressured to provide 
information such as an employee’s diagnosis.”

Human resources professionals are more likely to 
be aware of the regulations, and say, “Just tell me 
what I need to know.” “Many don’t want to even 
know the information or have the chance to be influ-
enced by it,” says Strasser. “There is more awareness 
because of the increase in legislation and lawsuits.”

Managers may ask about a worker’s condi-
tion, or why a potential employee didn’t pass 
a post-offer evaluation, “The issue is not what 
the diagnosis is,” says Strasser. “The issue is 
whether the person is capable of performing the 
job requirements with or without accommoda-
tion. Knowing that a person has had a myocar-
dial infarction, or has asthma is not important 
for the supervisor to know. What’s important is 
what the person’s physical capabilities are.”

Don’t give in to pressure

Don’t ever disclose information you know is not 

appropriate to give. “Not only are you jeopardiz-
ing your professional ethical obligations, but there 
may be legal issues as well,” says Strasser. 

Instead, help the company managers understand 
that a specific diagnosis doesn’t matter. “Medical con-
ditions affect each person differently,” says Strasser. 
“One person may be totally incapable of performing 
a job because of a certain condition. Another person 
with the same diagnosis may be able to do the job 
without any difficulty.”

Still, occupational health nurses/managers 
frequently find themselves torn between safeguarding 
employee health information and being responsive to 
their employers, says Kathleen Liever, an employment 
law associate at Fowler White Boggs in Tampa, FL.

“Privacy violations can arise as a result of 
pressure by human resources personnel or 
supervisors to reveal employee or applicant health 
information beyond that related to the particular 
job performed,” says Liever.

During a disciplinary investigation, you may be 
asked to turn over a doctor’s note submitted by an 
employee who has a history of absences.  Similarly, 
an employer may require a fitness for duty 
certificate or doctor’s note in order for an employee 
to return to work after an extended absence or 
leave. “These notes often state the employee’s 
diagnosis, which is confidential,” says Liever.  

SOURCE
For more information on compliance with patient privacy 
regulations, contact:
Kathleen Liever, Employment Law Associate, Fowler 
White Boggs, Tampa, FL. Phone: (813) 222-2086. Fax: (813) 
229-8313. E-mail: kathleen.liever@fowlerwhite.com   ■

EXECUTIVE SUMMARY
At times, occupational health managers may be 

asked for inappropriate medical information on em-

ployees. To comply with regulations:

-

sure.

Know penalties for  
privacy reg violations

The unauthorized release of employee health 
information can result in civil, and sometimes 

criminal, liability under both federal and state 
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laws.  For example, covered individuals under the 
Health Insurance Portability and Accountability 
Act (HIPAA) face civil fines ranging from $100 to 
$25,000, depending on one’s level of intent. Criminal 
penalties include fines ranging from $50,000 to 
$250,000 and imprisonment of up to 10 years.  

“Personal liability may also arise under the 
Family and Medical Leave Act, depending on your 
jurisdiction, and give rise to state law claims for 
invasion of privacy, defamation, negligence, and 
breach of confidentiality,” warns Kathleen Liever, 
an employment law associate at Fowler White 
Boggs in Tampa, FL.

Unauthorized disclosure could also result in 
disciplinary proceedings before licensing boards.  
“Likewise, employers may face civil and criminal 
liability under federal and state laws,” says Liever. 

Your first step is to become very familiar with 
federal and state laws and regulations addressing 
privacy and confidentiality issues, especially any 
limitations and exceptions to confidentiality. Next, 
educate management and human resources.

“You are in the best position to tell your 
employer how to safeguard employee health 
information,” says Liever. “Get involved in the 
development or revision of policies and procedures, 
before you find yourself in a difficult position.”

Your best bet is to keep your response simple. 
“Absent employee consent or the application of a 
limited exception, an occupational health nurse or 
manager is obliged to release health information 
only to the extent of advising the employer 
whether the employee is fit, unfit, or fit within 
limitations, to perform a particular job without 
endangering anyone else,” explains. Liever. 

Provide what information you can. Then, explain 
that anything beyond that is “confidential and 
protected by law from disclosure.” “If that is not 
enough, try reminding management and human 
resource personnel that there are strong penalties 
for inappropriate disclosure,” says Liever.   ■

Researchers measured both presenteeism and 
absenteeism in 286 employed adults with a diag-
nosis of depression, and 193 employees without 
depression. Both of these factors were significantly 
worse for the depression group.1 

Presenteeism was associated with more severe 
depression symptoms, poorer general physical 
health, psychologically demanding work, and 
less job control. The results suggest that workers 
with depression may benefit from care involving 
medical and vocational interventions, says Debra 
J. Lerner, MS, PhD, the study’s lead author and 
director of the Program on Health, Work and 
Productivity at Tufts Medical Center’s Institute for 
Clinical Research and Health Policy Studies.

Employees are rarely screened for mental health, 
but this can have costly consequences for a com-
pany,” says Douglas Nemecek, MD, senior medi-
cal director for Bloomfield, CT-based CIGNA. 
“Depression is one of the most common illnesses 
suffered by employed adults.” (See related story, p. 
66, on what occupational health can do.)

Depression in the workplace leads to low pro-
ductivity, absenteeism, increased use of health care 
and mental health services, substance use, job dis-
satisfaction, and accidents, adds Nemecek. 

“All these issues can be reduced with effec-
tive treatment and intervention,” Nemecek says. 
“While depression may occur on its own, it is also 
found in up to 50% of people with other chronic 
illnesses such as diabetes or heart disease. Many 
injured and disabled workers also develop depres-
sion, which can develop from the stress associated 
with the recovery process.”

Poor performance

The study documents some aspects of workplace 
stress that are especially problematic for depressed 
workers. “But the larger point is that depressed 
workers cost corporate America a lot of money in 
terms of lost productivity,” says Ronald C. Kessler, 

1  

EXECUTIVE SUMMARY
Employees are rarely screened for mental health, but 
this has benefits for both the worker and the com-

pany. Some approaches:

-
grams.

Do depression screening, 
or face lower productivity
Consequences are costly

If an employee is absent more often and supervi-
sors report an impaired work performance, sus-

pect depression. 
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PhD, a professor in the department of health care 
policy at Harvard Medical School in Boston. 

“We have to address this problem by treating the 
illness, rather than by trying to modify the amount of 
stress in the workplace so as to make sure depressed 
workers don’t experience stress,” says Kessler. 

He points to several recent studies which evalu-
ated the cost-effectiveness of screening and treat-
ing depressed workers. “Based on these studies, 
it seems that it makes good sense from a human 
capital investment perspective for employers 
to develop special programs to detect and treat 
depressed workers,” says Kessler.  

It’s important, though, to maintain high treat-
ment quality standards. “Occupational health 
professionals have a big role to play in providing 
quality assurance to depression intervention pro-
grams,” says Kessler. “Expanded screening can be 
cost-effective only if a system is put into place to 
guarantee high quality of treatment and ongoing 
treatment quality assurance monitoring.”

REFERENCE

1. Lerner D, Adler DA, Rogers WH, et al. Work performance 
of employees with depression: the impact of work stressors. 
Am J Health Promotion 2010; 24(3):205-213. 

SOURCES
For more information on depression in the workplace, 
contact:
 Debra J. Lerner

and Health Policy Studies, Tufts Medical Center, Boston. 
E-mail: dlerner@tuftsmedicalcenter.org.

Ronald C. Kessler
Care Policy, Harvard Medical School, Boston MA. Phone: 
(617) 432-3587. Fax: (617) 432-3588. E-mail: kessler@hcp.
med.harvard.edu  ■

for CIGNA. “Reasons include the social stigma 
attached to the condition, fear and hopelessness 
that nothing can be done to help them, and even 
anxiety about possible discrimination at work.”

To compound the problem, occupational health 
professionals who aren’t trained properly might be 
uncomfortable with depression. Thus, they avoid 
asking questions about mental health.  

“Many professionals avoid screening, as they do not 
know what to do if the screening demonstrates that a 
mental health problem is present,” says Nemecek. 

Some employers fear the impact of acknowl-
edging depression or mental health issues in their 
workplace. Or they may avoid screening due to 
their own prejudice about mental health issues. 
“By not screening, they can portray the idea that 
depression and mental health issues do not impact 
their workforce,” says Nemecek. 

You need training

“Training is needed for all occupational health 
professionals to properly identify the signs of 
depression, and understand how to help workers 
overcome it,” says Nemecek. “Screening should 
also conform to the company’s risk management 
policy.”

You can simply make workers aware that pro-
grams and services are available. “This is a vital 
component,” says Nemecek. “Acknowledging 
stress in the workplace can contribute to depres-
sion is a good first step for any company.” 

To do this, offer depression screening at health 
fairs, place confidential self-rating sheets in the 
cafeteria, and screen workers either at on-site clin-
ics or through a Health Risk Assessment. 

The next step is putting in place the right ben-
efits and services that help minimize the impact 
of stress in the workplace. If Employee Assistance 
Programs are offered, reassure employees about 
confidentiality. “The stigma and fear of being 
‘found out’ that is attached to depression can be 
very difficult to overcome,” says Nemecek.  ■

Workers may try to  
hide their depression
Don’t avoid screening

Depression isn’t typically the first complaint a 
worker presents to their occupational health 

professional. In fact, an employee is likely to con-
ceal this from you.

“Many people with depression do not seek 
out treatment and hide their condition,” says 
Douglas Nemecek, MD, senior medical director 

UPS gets injuries close 
to zero with mentoring 
New hires at higher risk

If you were a delivery truck driver and wanted to 
avoid a back injury, would you want to be given 
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a list of safety practices by a supervisor? Or would 
you rather have another driver who has been on 
the job for ten years injury-free demonstrate how 
he lifts heavy boxes?

A unique mentoring program rolled out in 2009 
by UPS involves new employees being shadowed 
by experienced ones. The program has dramati-
cally reduced injury rates among new employees, 
who are at higher risk of injury.

 Through their analysis of injuries, UPS health 
and safety managers determined that the dispro-
portionate number of injuries to new employees is 
due to a number of factors, all of which mentoring 
can impact.  

“Showing someone the ropes is often the miss-
ing step in a thorough training regimen,” says 
Steve Vaughn, UPS’s comprehensive health and 
safety manager.  “Having a seasoned vet explain-
ing, demonstrating, and really just putting their 
arm around a new hire, is what makes the differ-
ence.”   

In UPS’s Carolina district, injuries to new hires 
dropped 68% between 2009 and 2010 after the 
mentoring program was established.  Carolina 
drivers were the first in the country to adopt the 
program, and injury rates declined significantly 
after the initiative had time to take hold.   

The mentors are members of UPS’ 
Comprehensive Health and Safety Process com-
mittee. “These are the non-management folks. We 
have loaders mentoring loaders and sorters men-
toring sorters,” says Vaughn. “If another hourly 
person tells a driver something, he may be more 
accepting of it than if one of the managers comes 
up and tells him the very same thing.”

The mentors are trained, observed, and given 
feedback before they work with new hires. Then, 
a six-week training process is used by the mentors, 
covering a different injury prevention topic each 
week. 

For example, the second week gives employees 

eight stretches “that we feel will eliminate them 
from getting hurt,” says Vaughn. Mentors also 
show drivers how to avoid slips and falls (they’re 
told to walk briskly and avoid running) and 
unloaders how to use a load stand with the proper 
setup. 

“The average trailer has about 1200 packages 
in it, and an unloader might unload three of those 
a day,” says Vaughn. “The mentor observes them 
and gives feedback on the positive things they 
did, and also how they put themselves at risk for 
injury.”

Mentors love roles

UPS had good success with a program connect-
ing employees with wellness champions to improve 
their health. Now, the same concept is being used 
for mentoring. “Mentor champions make sure that 
the mentors are following up with the employees,” 
says Vaughn. 

To be sure that the mentor is covering every-
thing that’s needed in the employee’s first 30 days, 
this is included in the company’s comprehensive 
safety audits.  During the audit, a manager might 
be asked to list the last ten people hired, and pro-
vide their mentoring packets. Next, the auditor 
asks employees what they learned from the men-
tors.

While managers can make decisions about pro-
cess changes, says Vaughn, teaching employees to 
avoid injury is better done by peers. “The people 
who really know how to eliminate injuries and 
crashes are the people doing it every day,” he says. 
“Who is the best person to show a UPS worker 
how not to get hurt unloading packages? Another 
unloader.”

The new employees appreciate the help, and 
mentors enjoy their roles. “This is an opportunity 
for somebody to coach and guide a new employee, 
and show that employee how not to get hurt,” 
says Vaughn. “Reinforcing this peer to peer, with 
non-management people, is the key element.”  ■

EXECUTIVE SUMMARY
Peers, as opposed to management, act as mentors to 

newly hired UPS drivers, in order to demonstrate safe 

practices. Some aspects of this program, which has 

reduced injury rates significantly:

hires.

TB: Stay vigilant as  
drug resistance spreads
Experts fear a return to complacency in US

Tuberculosis has continued to decline in the 
United States even as parts of the world 
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struggle with the growing burden of multi-drug 
resistant strains. Infectious diseases do not respect 
borders, however, so TB experts worry that com-
placency is as much the enemy as the disease. 

“If we sit back and say ‘problem solved,’ 
we’re deluding ourselves,” says Peter Cegielski, 
MD, MPH, team leader for MDR-TB in 
the International Branch of the Centers for 
Disease Control and Prevention Division of TB 
Elimination.

History already has proven that point, with a 
resurgence of TB that occurred in the late 1980s 
and early 1990s. If anything, global travel is even 
greater than it was back then, while tuberculosis 
cases continue to grow. About one-third of the 
world’s population has latent TB infection, and TB 
prevalence is high in some countries such as India, 
the Philippines, and South Africa. Meanwhile, the 
rate of decline in TB cases in the United States has 
slowed, CDC reports. 

When travelers come to the United States — 
whether as tourists, on business, or as immigrants 
— “people bring with them their history of hav-
ing been exposed to TB in their populations,” 
Cegielski says. “What’s going on in the rest of the 
world directly affects us in the United States.” 

Hospitals must remain vigilant to protect 
health care workers, he emphasizes. “Tuberculosis 
remains a significant threat to health care workers, 
out of proportion to the risk to the general popu-
lation,” he says.

From 2000 to 2008, there were 48 health care 
workers with multi-drug resistant TB and three 
with extensively drug-resistant TB.

 “The biggest risk may be that we become 
victims of our success of controlling TB in this 
country by virtue of becoming complacent about 
infection control measures,” he says. “In the same 
way we don’t always wash our hands between 
every patient when we’re in a hurry, we may not 
always put on a respirator when it’s inconvenient. 
But we should. It’s very important that facility 
leadership sets the example and expects their staff 
to adhere to policies and procedures that are in 
place.”

California is a bellwether of tuberculosis in 
the United States, with about 2,500 cases a year. 
About 30 to 40 of those are multi-drug resistant 
cases, with up to three XDR-TB cases a year. 
Although those numbers have remained stable due 
to a continuing commitment to TB control, the 
state has detected an increase in the precursors to 
XDR-TB, says Jennifer Flood, MD, MPH, chief of 

surveillance and epidemiology in the Tuberculosis 
Control Branch of the California Department of 
Public Health in Richmond, CA. 

“We do have a concern that our TB epidemic 
can evolve to a less treatable form of TB and we’re 
monitoring that closely,” she says. “At this point, 
we have a stable proportion of MDR-TB cases and 
XDR has not climbed.”

 In 2008, 83 California health care workers 
were diagnosed with active TB. Most were for-
eign-born and did not have known work-related 
exposures, but that underscores the importance of 
screening and treating latent infection, says Flood.

“It does remind us that health care workers can 
actually have TB,” she says. “Screening of health 
care workers is important because it protects 
the patients they’re caring for and gives them an 
opportunity to prevent [active] TB.” 

When patients come to the emergency room 
with a prolonged cough, that should trigger an 
evaluation for TB, she says. Most cases of TB in 
the United States remain susceptible to first-line 
drugs. But drug-resistant strains will certainly con-
tinue to appear, and a failure to identify suspected 
cases of TB in hospitals could put health care 
workers at risk, says Cegielski. To prevent nosoco-
mial transmission, Cegielski and Flood advise that 
hospitals should:

Maintain a high level of suspicion of TB. 
During the peak of the novel H1N1 pandemic, 
emergency rooms across the country reacted with 
caution when patients arrived with a fever and 
respiratory symptoms. They were segregated and 
given a mask to wear, if practicable. That pre-
caution should continue in ambulatory care and 
emergency rooms to prevent the spread of respira-
tory diseases, says Cegielski. “If someone comes in 
with a fever and cough, it shouldn’t be only during 
influenza season that those individuals are placed 
in a separate waiting room,” he says.

Provide feedback to staff about preventive mea-
sures. Feedback is the best way to encourage con-
tinued compliance with recommendations, he says. 
Possible data include the number of TB screenings, 
the number of TB conversions, or the use of respi-
rators, he suggests. “Employee health practitioners 
could provide that information to the people they 
serve as well as to the administrators of the facility 
as a means of demonstrating the effectiveness of 
their activities,” he says.

Ask about extended travel to TB-endemic coun-
tries. Health care workers who spend an extended 
amount of time in countries with a high rate of TB 
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are at greater risk of acquiring the latent infection, 
as are foreign-born individuals. Annual question-
naires during TB screening or respirator fit-testing 
could simply ask employees if they had any poten-
tial community exposures, including travel to high-
risk areas. For example, someone who spent time 
volunteering in Haiti might want to be screened 
before and after their trip and to bring fit-tested 
respirators for protection, Cegielski suggests.  ■

Shiftwork may lead 
to GI upset, sick days
Irritable bowel affected by body clock

Rotating shifts have been associated with some 
serious health effects, including cancer, exces-

sive fatigue, depression, and obesity. A recent study 
links another disorder to the disruption of changing 
schedules: Irritable bowel syndrome (IBS).

Nurses at the University of Michigan Health 
System in Ann Arbor who worked rotating shifts 
were more likely to report symptoms of irritable 
bowel syndrome – abdominal pain and diarrhea 
or constipation that lasted at least 12 consecutive 
weeks. Those symptoms also were more com-
mon among nurses working a regular night shift, 
although the differences didn’t reach statistical 
significance.1

The research indicates the impact that rotating 
shifts have on the body’s circadian rhythm — and 
the resulting health impacts, says lead author 
Sandra Hoogerwerf, MD, assistant professor of 
internal medicine at the University of Michigan 
Medical School in Ann Arbor.

“The colon has basically its own clock. If those 
clock genes somehow don’t work the way they’re 
supposed to work, then everything becomes 
arrythymic,” she says. “Any work schedule 
that disrupts your regular rhythm is probably 
more likely to be associated with irritable bowel 
syndrome.” 

Changing from a day to night schedule is 
essentially like a bodily jet lag, says Hoogerwerf. It 
affects not just the sleeping and waking cycle, but 
other bodily functions, she says. 

In the study, researchers surveyed 399 nurses — 
214 day shift, 110 night shift and 75 rotating shift. 
They completed questionnaires related to bowel 
symptoms, an irritable bowel syndrome quality of 
1  

life measure, and sleep disorders. Irritable bowel 
syndrome was defined as “recurrent abdominal 
pain or discomfort at least three days per month 
in the last three months associated with two or 
more of the following: Improvement with defeca-
tion; onset associated with a change in frequency 
of stool or onset associated with a change in form 
(appearance) of stool. Irritable bowel syndrome 
was measured using the Rome III criteria from the 
Rome Foundation, a McLean, VA-based organiza-
tion that supports gastrointestinal research.

Almost half (48%) of the rotating shift nurses 
reported IBS symptoms, compared to 31% of day 
shift workers. Most of the rotating shift workers 
(81%) reported having abdominal pain, compared 
to 54% of day shift workers. The differences were 
not associated with sleep quality, the researchers 
found.

The study didn’t find that the IBS symptoms 
created a significant impact on the quality of 
life of nurses on rotating shifts. But Hoogerwerf 
notes that IBS is “associated with a substantial 
economic burden, in that people take time off 
because of their symptoms and seek medical 
care.”

 It’s best to avoid rotating shifts, advises 
Hoogerwerf. People who consistently work 
night shifts have fewer health impacts, she says. 
Meanwhile, employees with rotating shifts can 
use some strategies common to travelers who try 
to avoid jet lag, she says. For example, the tim-
ing of meals may be important. For example, 
you could gradually eat meals later in the day to 
adjust to the late-night meal of the shift work.

Melatonin may help readjust the circadian 
clock and may reduce symptoms such as abdomi-
nal pain, she says.

While caffeine may temporarily improve alert-
ness, it isn’t an effective tool in resetting the body’s 
clock, says Hoogerwerf. “The problem with caf-
feine generally is that it has a very mild effect on 
the central clock, but it’s very short lived,” she 
says. “It works for one or two hours, but then 
you’re back to where you were. Caffeine is not a 
long term solution. It is a quick fix.”
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COMING IN FUTURE MONTHS

HCWs got flu vaccine — 
but not for H1N1
Interest waned by time pandemic shot available

Hospital employees stepped up for influenza 
vaccinations at an unprecedented rate this 

year, but there was just one catch: Many of them 
received the seasonal flu vaccine but not the H1N1 
vaccine. That left them protected against strains 
that did not circulate this year, but unprotected 
against the novel H1N1 transmission that contin-
ued in some states through the winter and spring. 
The problem lies in a mismatch between motiva-
tion and vaccine supply.

At the height of concern about pandemic influ-
enza, only the seasonal vaccine was available. By 
the time the H1N1 vaccine was readily available, 
it was perceived as a mild to moderate illness and 
concern had abated, says Gary Euler, DrPH, senior 
epidemiologist with the Immunization Services 
Division of the National Center for Immunization 
and Respiratory Diseases of the Centers for 
Disease Control and Prevention in Atlanta. 

It proved more difficult to get health care 
workers to return for a second vaccination. 
While 71.7% of hospital-based health care work-
ers reported receiving the seasonal flu vaccine, 
just 50.6% of them received the H1N1 vaccine, 
according to a survey conducted by the RAND 
Corp. for the CDC.1 Not surprisingly, hospitals 
with mandatory vaccine programs had higher rates 
of vaccination than those with voluntary compli-
ance. About 21% of hospital-based health care 
workers reported that their facility required influ-
enza vaccination, the survey found. CDC stopped 
short of recommending mandatory vaccination, 
but noted the impact of the trend.

“We don’t discourage mandatory policies,” says 
Euler. “We have experience with how well that 
works with children in schools. [Such programs] 
will be very effective as more and more hospitals 
adopt it.”

In a press briefing, Anne Schuchat, MD, direc-
tor of the National Center for Immunization and 
Respiratory Diseases, noted that well-organized 
voluntary programs also produce results. 

“We would love to see health care institutions 
report the coverage that they achieve and really 
start competing with each other...so that patients 
can know, ‘That’s a hospital that really received a 
higher rate of protection among their health care 

1  

workers,’” she said. “There are a lot of strategies 
to be explored in the future.”

Demand for flu shots started strong

As flu immunizations began last fall, employee 
health and infection control practitioners were 
initially pleased with the surge of interest from 
health care workers. “The interest in seasonal 
influenza immunization was the highest we’ve ever 
had,” says William Schaffner, MD, an infectious 
disease expert who is chairman of the Department 
of Preventive Medicine at Vanderbilt University in 
Nashville. By the time the H1N1 vaccine arrived, 
later in October and November, the interest had 
waned, he says.

 “Unfortunately, it took somewhat longer than 
expected for us to receive the H1N1 vaccine and it 
came out in successive shipments,” says Schaffner. 
“The vaccine became readily available when the 
outbreak was abating.”

Meanwhile, H1N1 transmission stubbornly 
persisted through the winter and early spring. In 
fact, in late March, the CDC reported local and 
regional activity in the Southeast, including a spike 
in influenza-related hospitalizations in Georgia 
that was higher than at any time since October. 
Schuchat urged those who remained unvaccinated 
to seek out the vaccine.

Yet the influenza vaccine seemed to have a short 
window of acceptance. The CDC collaborated 
with the RAND Corp. to monitor vaccine cover-
age on a monthly basis from December 1, 2009 to 
June 30, 2010. An online survey of a nationally 
representative sample of 1,417 health care workers 
asked about vaccinations that occurred beginning 
in August 2009.

Most health care workers received their vaccines 
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CNE OBJECTIVES/INSTRUCTIONS

The CNE objectives for Occupational Health 
Management are to help nurses and other occupational 

health professionals to: 

programs to improve employee health and 

productivity.

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.  

in October and November, the survey showed. 
“The data we have does not show a lengthening 
of the vaccination period,” says Euler. “That’s an 
area we have to work on. I was surprised vaccina-
tion did not extend into December.” 

By January, few additional health care workers 
received the H1N1 vaccine.

Reasons for decline are familiar

Why did health care workers fail to receive the 
vaccine in the first declared influenza pandemic 
since 1968? Supply constraints played a role, at 
least initially. Although CDC has emphasized that 
health care workers caring for vulnerable patients 
are among the highest priority for vaccination in a 
pandemic, health care workers often worry during 
a vaccine shortage that they will take vaccine from 
patients who need it.

About one in five (21%) unvaccinated health 
care workers cited concerns that “others need 
the vaccine more than I do” as one of their top 
three reasons for not receiving the vaccine, says 
Katherine M. Harris, PhD, senior economist at 
RAND.

“They don’t want to be seen as the ones taking 
all the vaccine available, even though they prob-
ably should be vaccinated first,” says Euler.

Fortunately, the message that health care work-
ers need to be vaccinated to protect their patients 
did resonate with some. Health care workers 
who reported that they worked in intensive-care, 
burn, or obstetric units or with “seriously ill” 
patients were more likely to receive either vac-
cine. Physicians were slightly more likely to receive 
the seasonal flu vaccine than nurses, but both 
physicians and nurses received the H1N1 vac-
cine at similar rates (44.7% and 44.5%). Other 
reasons for failing to get the H1N1 vaccine mir-
ror the explanations that health care workers give 
when they decline the seasonal vaccine. Although 
health care workers were more likely to state that 
they believed the seasonal flu vaccine was safe 
(80.6% compared to 66.6% for the H1N1 vac-
cine), fear of side effects was cited at the same rate 
by those unvaccinated for either vaccine (22% 
for the seasonal flu vaccine vs. 23% for H1N1). 
Schaffner says he knew of health care workers 
who expressed concern about the H1N1 vaccine 
because it was “new” – although the manufactur-
ing process was identical as for the seasonal flu 
vaccine and the vaccine uses an inactivated virus.

“There was no basis then [for concerns] and 

subsequent intense surveillance has confirmed 
there were no safety issues with the vaccine,” he 
says. The other most frequently cited reason for 
not receiving the vaccine: “I don’t need it.” That 
indicates the continuing need to educate health 
care workers, says Euler. After all, although the 
survey indicates that 64.3% of health care workers 
received either the seasonal or H1N1 vaccine (or 
both), meeting the “Healthy People 2010” goal of 
60%, there is still much work to do. The proposed 
goal for “Healthy People 2020” is influenza vac-
cination of 90% of health care workers.

 “I think we need to promote safety and effec-
tiveness, and the protection of the patients and 
family members,” says Euler. “We are seeing that 
message resonate more and more as time goes on.”

REFERENCE
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CNE QUESTIONS
21.  Which is recommended when presenting 

occupational health data to senior leaders?

 A. If there is a range of statistics to choose from, 

always cite the lowest number.

 B. Avoid focusing on areas which are badly in 

need of improvement.

avoided. 

detection of a condition.

22.  Which is recommended regarding an annual 

report on the occupational health department’s 

accomplishments?

employees are with services they received.

 B. Highlight the stories of workers who were 

diagnosed with a condition early.

 C. Include only statistics and data, as opposed to 

anecdotal information.

with case management work.

23.  Which of the following is recommended, in order 

for occupational health to maintain compliance 

with patient privacy regulations?

 A. Inform managers whether an employee is 

capable of performing the job requirements with 

or without accommodations.

 B. Inform managers that the responsibility for 

preventing disclosure of health information rests 

exclusively with health care providers.

 C. If a potential employee didn’t pass a post-

offer evaluation, inform the manager of that 

individual’s diagnosis.

the occupational health manager is obliged to 

release in company policies. 

24.  Which is true regarding workers with 

depression?

 A. Employees with chronic illnesses were found 

to be at lower risk for depression. 

 B. Workers with injuries or disabilities are less likely to 

develop depression than other workers.

 C. Less job control and psychologically 

demanding work is linked to presenteeism.

offering depression screening at health fairs.

 Answers: 21. D; 22. B; 23. A; 24. C. 
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