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Avoid turf wars: Defuse conflicts 
between safety and occ health
Know program boundaries 

As the occupational health expands into the safety arena, tension 
between the two areas is a predictable result. One way to avoid 
conflicts is to clearly establish what each program does.

At the University of Texas Health Science Center at Houston, a chart 
was created to spell out the roles and responsibilities of safety and occu-
pational health. It was enlarged to poster size to have a bigger impact 
on employees.

“Only when both sides saw the big printout did they begin to under-
stand and appreciate what the other side did,” says Robert Emery, 
DrPH, vice president of safety, health, environment and risk manage-
ment. Emery is also an associate professor of occupational health at The 
University of Texas School of Public Health. 

“Virtually everyone in the department got a clearer understanding of 
what was going on,” says Emery.

Emery says that safety’s role was already clear when it came to pro-
tecting employees from immediate harm, such as fall protection or elec-
trocution. “In such instances, it fell on safety to do training and routine 
surveillance. Only if any injury occurred would they reengage with the 
occupational health program.”

When it came to health-related risks, though, the waters became a little 
murky. If a pre-placement examination identified a preexisting condition, 
this brought up the question of who did ergonomic training. “That is where 
it took some clear definitions to prevent people from inadvertently stepping 
on each other’s toes,” says Emery. 

EXECUTIVE SUMMARY
Tension may exist between occupational health and safety, due to changing 
roles and misconceptions. To avoid conflict:

Clearly establish what each program does.

Obtain certifications in safety.

Acknowledge the safety professional’s expertise.
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Who’s in charge?

The relationship between health and safety 
professionals has a financial impact on any 
industry. “But when ‘turf wars’ exist between 
these two important professionals, the strong, 
positive financial impact can be diminished or 
not even realized at all,” says Kathy Dayvault, 
RN, MPH, COHN-S/CM, an occupational 
health nurse at PureSafety in Franklin, TN.

Identifying which steps safety does, and which 
occupational health does, is important for areas 
such as hearing preservation or respiratory protec-
tion. Otherwise, says Emery, “there is always the 
underlying tension of who is in charge. There may 
be an unspoken concern that one group is superior 

to the other, or will take over the other.”
Occupational health may wrongly assume a 

particular task is done by safety, or vice versa. 
Employees may get conflicting information from 
the two groups.

“There may be inconsistent messaging about 
whether respiratory protection is needed. It might 
be very brief exposure or long-term exposure. 
Some of these things are subject to interpreta-
tion. They are not always black and white,” says 
Emery. 

At Emery’s facility, both groups found that they 
didn’t fully comprehend what the other group did. 
The occupational health nurses were surprised at 
all of the training and surveillance that the safety 
people did. Conversely, the safety people had a 
misconception about how much hands-on clinical 
care occupational health performed, as opposed to 
surveillance, inoculations, and case management.

Don’t take on too much

During these fiscally tough times, companies 
may look to combine occupational health and 
safety into a single role. “Times are tight. If a man-
ufacturing plant, for example, is looking to save, 
they may ask an occupational health person to go 
out and do safety stuff,” says Emery. 

However, it’s a dangerous mistake to get 
in over your head. “You need to be cautious. 
Acknowledge your own limitations,” says Emery. 

You may be ill-equipped to address the dangers 
of compressed gases, for instance. “There are some 
pretty dangerous things out there. Putting up a 
railing is one thing, but to know where the poten-
tial for electrical arcing to occur is more complex, 
and that’s the stuff that can really hurt people,” 
says Emery.

SOURCES
For more information on avoiding conflict between occu-
pational health and safety, contact: 

, RN, COHN-S, Occupational Health Nurse, 
Baxter Healthcare, Thousand Oaks, CA. Phone: (805) 375-
5524. Phone: robin_alegria@baxter.com

, RN, MPH, COHN-S/CM, Occupational 
Health Nurse, PureSafety, Franklin, TN. Phone: (615) 312-
1242. Fax: (615) 367-3887. E-mail: kathy.dayvault@pure-
safety.com

, 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.  ■
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Broaden the way
you assess safety 
Reduced injury rates are unifying goal

Robin Alegria, RN, COHN-S, an occupational 
health nurse at Baxter Healthcare in Thousand 

Oaks, CA, says that occupational health can and 
should play a role in more accurately measuring 
workplace safety. 

This can be done, she says, by keeping a separate 
record in addition to worker’s compensation and 
the Occupational Safety and Health Administration 
(OSHA) log, to evaluate your company’s safety record. 

“Today, reduced injury rates are a major bench-
mark goal when a company is evaluated for risk 
levels,” says Alegria. “The OSHA log rates are 

used worldwide as benchmarks for rating a com-
pany’s safety.”

In addition, a company’s safety rate is used 
by executive decision makers, stock holders and 
potential buyers. “If you survey many of the occu-
pational professionals in today’s industries that 
deal with injury cases day by day, they will tell you 
that the OSHA log does not accurately reflect a 
company’s safety record,” says Alegria.

One example is the degree of causation of the 
injury that can be identified as the company’s 
responsibility, or fault. “The company’s safety 
record should not be based on every incident that 
results in an injury,” says Alegria.

While the OSHA log is important, Alegria says 
that “corporations as a whole need to look at more 
than just that number. Workers’ compensation 
insurance companies look at more that the number 
and frequency on a log.”  ■

Collaborate with safety, 
or resentment may grow
It’s a natural next step

As an occupational health professional, you 
already possess a wealth of knowledge on the 

importance of a safe work environment, and the 
necessary skills to address pertinent safety issues.

“Occupational health provides services that 
cross the safety boundary. It seems a natural next 
step that the occupational health role evolves to 
include safety management,” says Kathy Dayvault, 
RN, MPH, COHN-S/CM, an occupational health 
nurse at PureSafety in Franklin, TN.

When safety and occupational health profes-
sionals work together effectively, this can result 
in high-quality programs, a safer workplace, and 
improved health care delivery. 

“This is cost-effective, and aids in reducing 
injuries and illnesses,” says Dayvault. “Safe and 
supportive work environments can only be real-
ized through mutual efforts of all team members, 
especially health and safety members.”

A positive relationship

Occupational health professionals typically 
have a positive relationship with employees. “This 
makes it much easier to learn what is really going 

on in the workplace, as the worker is more likely 
to share information,” says Dayvault. 

This relationship provides you with an oppor-
tunity. You can share pertinent information with 
safety professionals, but be sure to maintain confi-
dentiality. 

“Safety professionals who do not understand 
the standards and laws that govern nursing prac-
tice may become angry, or even feel that occupa-
tional health is withholding pertinent information 
which is needed to be known,” says Dayvault. 

The two professionals may begin to resent each 
other. “This is more likely to occur in a company 
which may be struggling financially and faced with 
downsizing,” says Dayvault. “Companies may 
also desire input from occupational health when a 
safety program is seen as ineffective. Occupational 
health may be viewed as an enemy instead of an 
alliance.”

Good conflict resolution skills will come in 
handy here. “Communication is a key factor in 
developing a positive relationship with the safety 
professional, and dealing with opposite views,” 
says Dayvault. “It is important that both health 
and safety professionals understand personal feel-
ings that each bring to partnering together in the 
workplace.”

Here are Dayvault’s recommendations to 
improve safety relationships:

individuals. 
“This assists in keeping the focus on work 
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objectives,” says Dayvault. 

Competition can be a good thing. “But it has 
a downside of winning an assumed prize ‘at any 
cost,’ while losing sight of the importance of the 
partnership,” says Dayvault. 

Dayvault recommends looking into the Safety 
Manager credential offered by the American Board 
of Occupational Health Nurses. “This helps you 
to lay the necessary groundwork to move toward 
the Certified Safety Professional Certification,” 
she says. “These credentials speak to non-nursing 
safety professionals, as verification of possessing 
the needed knowledge to address workplace safety 
processes.” 

Remember that a good relationship with safety 
means a positive impact on the company’s bottom 
line, ROI and profit margin. “This cannot occur 
when competition between the two professionals 
obscures the goals and objectives of partnering 
together,” adds Dayvault.

-
tise. 

“Each professional brings their own unique 
experiences and backgrounds in providing success-
ful workplace safety and health programs,” says 
Dayvault.  ■

Make changes for 
OSHA recordkeeping
Common pitfalls to compliance

Editor’s Note: This is a two-part series on occu-
pational health’s role in preventing recordkeeping 
violations. This month, we report on your role in 
improving compliance, and identify some of the 
specific violations that can occur in workplaces. 
Last month, we covered strategies to identify and 
prevent violations, and what OSHA’s new enforce-
ment emphasis means for your workplace.

There is no question about it: Occupational 
Safety and Health Administration (OSHA) 

violations for recordkeeping are increasing signifi-
cantly, and companies are getting hit with heavy 
fines.

Regularly monitoring the OSHA 300 log to 
ensure its accuracy is one way to stay in com-
pliance. “Make sure cases have been entered 

correctly,” says Patricia B. Strasser, PhD, RN, 
COHN-S/CM, FAAOHN, principal of Partners in 
BusinessHealth Solutions in Toledo, OH. “Track 
cases and update the log as needed after the initial 
entry.” Strasser recommends these other steps:

on the OSHA 300 log, ensure that you’re in regu-
lar communication with the person who is.  

how and why decisions are made.  “This is espe-
cially important where the decision is made to not 
put the case on the OSHA log,” notes Strasser.

easily accessible location. 

“Review all pertinent documents related to inju-
ries and workers’ compensation cases in the five 
calendar year OSHA window, to ensure accuracy 
of the OSHA logs,” says Strasser. “Or if the num-
ber of cases is very large, audit a representative 
sample of the cases.”   

The usual suspects 

Here are common violations of the 
Occupational Safety and Health Administration 
(OSHA)’s recordkeeping standards to watch for:

particular case does not meet recording criteria. 
“Many omissions or errors result from not fully 

understanding the rule,” Strasser says. There may 
be confusion over the definitions of “first aid,” the 
“geographic presumption” of work-relatedness, 
“significant aggravation,” or what constitutes a 
“new case.”

-
takenly equated with OSHA recording criteria. 

Strasser says she has seen many instances 
where a case is not recorded because the case was 
“denied” and is not compensable under the state 
workers’ compensation statute.  

“It’s erroneous to think that workers’ compen-
sation and OSHA requirements are the same,” 
says Strasser. “OSHA stipulates that recording a 

EXECUTIVE SUMMARY
Occupational Safety and Health Administration violations 
for recordkeeping are on the rise, and companies are at 
risk for significant fines. To avoid common violations:

Provide good documentation if a decision is made not to 
record a case.

Maintain all required documentation in an easily acces-
sible location. 

Perform proactive recordkeeping audits. 
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case is not an indication of workers’ compensation 
eligibility.” 

Depending on the state workers’ compensation 
statute, a case may not be considered “work-
related” under the statute. However, it may meet 
OSHA recording criteria, and vice versa.  

aid” versus “medical treatment,” for recordability 
purposes.  

Michelle L. McCarthy, RN, COHN, on-site 
medical case manager for Genex Services in 
Norcross, GA, says that examples of “First Aid” 
injuries are a wound that requires only a tetanus 
shot, a minor strain that only needs over-the-coun-
ter medications and no restrictions, or an X-ray 
for diagnostic purposes if the X-ray is negative and 
no medications, restrictions or splints are given.

Any injury requiring prescription strength medi-
cation or a splint with a “hard” stay in it (such 
as a cock-up wrist splint or Aircast ankle brace), 
any type of fracture, or anything that restricts the 
employee’s normal job functions and/or moves 
them from their work area, is recordable, says 
McCarthy.

-
inition of an OSHA-recordable “work restriction.”   

Employers may believe that an injury is not 
recordable as a work restriction if the injured 
employee can still perform any useful work. 
“However, the OSHA standard requires the 
injury to be recorded as a work restriction when 
the injured employee is restricted from doing any 
of the ‘routine functions’ of his job,” says Eric 
J. Conn, a partner based in the Washington, DC 
office of McDermott Will & Emery. Conn’s prac-
tice focuses on occupational safety and health law.

“The OSHA log requires a lot of data. It is 
easy to inadvertently omit an element, such as 
a job description,” says Thomas Slavin, safety 
and health director at Navistar International, a 
Warrenville, IL-based manufacturer of trucks 
and diesel engines. “Keeping track of days away 
or restricted activity days can be a challenge that 
requires coordination and follow up.”

clinic affects recordability.
Someone you treat may go to their own physi-

cian later and get a different course of treatment, 
such as a prescription or work restriction. This 
may make the case recordable. “It is not always 
clear what medications or procedures were used 
when dealing with outside clinics or emergency 

rooms,” says Slavin. “It is critical to confirm 
whether or not such treatment would make a case 
recordable.”

Many cases are complex, and there is often 
good rationale for making a decision about record-
ability.  However, both the decision and the ratio-
nale behind it should be clearly documented.  

“Even if OSHA would second guess the decision 
later, the documentation would show good faith,” 
says Slavin. “Avoid any consideration of a willful 
violation, for making what they consider a wrong 
judgment call.”

SOURCES
For more information on preventing recordkeeping viola-
tions, contact: 

, McDermott Will & Emery, Washington, 
DC. Phone: (202) 756-8248. Fax: (202) 756-8087. E-mail: 
econn@mwe.com.

, RN, COHN, On-Site Medical Case 
Manager, Genex Services, Norcross, GA. Phone: (770) 266-
4922. Fax: (770) 266-4869. E-mail: michelle.mccarthy@
genexservices.com

, Safety and Health Director, Navistar 
International, Warrenville, IL. Phone: (312) 836-3929. 
E-mail: tom.slavin@navistar.com.

, PhD, RN, COHN-S/CM, FAAOHN, 
Partners in BusinessHealth Solutions, Toledo, OH. Phone: 
(419) 882-0342. Fax: (419) 843-2623. E-mail: pbsinc@

prodigy.net.  ■

Want workers to listen
to you? Gain their trust
Get your message out

If employees don’t trust you, they probably won’t 
listen to your advice, agree to take a health risk 

assessment, or participate in your wellness pro-
grams. 

Talei Akahoshi, director of occupational health 
at Piedmont Healthcare, says you must be proac-
tive in reaching out to employees. She gives these 
recommendations to establish trust:

Make yourself visible. 
“Our employees like seeing faces they know. 

One-on-one events on site, with individual atten-
tion, increases participation rates,” says Akahoshi.

Engage middle management. 
“If they are not supportive, those below will be 

less likely to participate,” says Akahoshi. “They 
are my biggest supporters in reaching my employ-
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ees. How do you do it? That is the million dollar 
question.” 

Akahoshi says you need to have several 
approaches to gain middle management support, 
as follows:

— First, they have to know that there is senior 
leadership support. “Get them to participate or 
endorse your programs,” says Akahoshi.

— Be open and honest with your middle manag-
ers. 

— Show managers the results of their actions. 
For example, report participation rates weekly, 
and show which entity or department are top per-
formers.

— Make sure they have the right resources and 
tools. “They may not have all the information 
to assist you, or may feel uncomfortable,” says 
Akahoshi. “Address any of their concerns.”

— Support them by making yourself available. 
“Ask if you can attend one of their staff meet-

ings,” says Akahoshi.
— Perhaps most importantly, make sure they 

know why you need their support. 
“Have a manager tell a story of how they made 

a difference,” Akahoshi suggests.
Be sure that everyone on your team is able to 

answer questions.
There must be a clear, consistent message com-

municated to employees. “If your occ health team 
is not on board or isn’t selling it, who will?” asks 
Akahoshi. 

Leave door open

For Michelle L. McCarthy, RN, COHN, on-
site medical case manager for Genex Services in 
Norcross, GA, saying “my door is always open,” 
is more than just an expression. “You actually 
need to leave the door open!  Acknowledge associ-
ates as they walk by.  This lets them know they 
aren’t bothering you.”

The only time McCarthy shuts her door is when 
an employee is already in her office with a con-

cern. “Do not multi-task when talking to associ-
ates. Make eye contact, and repeat questions to 
ensure they know you are listening,” she advises.

Follow up with that employee later in the week 
to see how he or she is doing, or to provide answers 
to questions. “If they have a question or problem 
and you don’t know the answer, admit it,” says 
McCarthy. “But let them know you will find it!”  

Any time you’re out in the building, make eye 
contact, speak to associates, and encourage them 
to drop by any time, advises McCarthy. 

When walking through the buildings to speak 
with workers, McCarthy makes a point of asking 
questions about how they do their job. “I find that 
they are much more forthcoming with informa-
tion,” she adds. 

SOURCES
For more information on establishing trust with employ-
ees, contact:

, RN, COHN-S/CM, SPHR, Corporate 
Director, Occupational Health Piedmont Healthcare, 
Atlanta, GA. Phone: (404) 605-2710. Fax: (404) 564-5965. 
E-mail: Talei.Akahoshi@piedmont.org.

Is motivation needed?
Consider incentives

At a secondary lead smelter in Pennsylvania, 
monetary incentives have been effective in 

improving processes, such as keeping blood lead 
levels down. “It does work, especially when it 
is a separate line item on their pay stub and the 
wife can see that!” says occupational health 
nurse Laurie Heagy, RN, COHN-S.

The company’s “Suggestion Program” asks 
employees to submit ideas for improving pro-
cesses. A formal committee reviews all sugges-
tions, with input from the department that it 
will affect. 

“Employees are awarded money, based on the 
amount of money that the company will save 
from the suggestion,” says Heagy. 

One employee got a $10,000 bonus for a sug-
gestion that changed a procedure in a smelter 
furnace. Equipment was modified to decrease 
down time. The change resulted in a gain of one 
hour of production time per day. “This mone-
tary savings was calculated per company policy, 
and the employee was paid a percentage based 
on that,” says Heagy.  ■

EXECUTIVE SUMMARY
You must have the trust of employees, if you expect them 
to take your advice or participate in wellness or other 
programs. Some good approaches:

Get support from middle management.
Leave your door open and acknowledge employees as 

they walk by.
When talking with employees, make eye contact and do 

not multitask. 
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, RN, COHN-S, President, Berks County 
Pennsylvania Association of Occupational Health Nurses. 
E-mail: lheagy@hotmail.com.  ■ 

Not measuring worker
productivity? Start now
Paradigm shift underway

New and better tools are needed to measure 
employee productivity, according to a new 

position paper.1 The authors focused on the use of 
productivity measurement tools in meeting real-
world business challenges. 

They concluded that the best tool for measur-
ing productivity depends on the purposes of mea-
surement, and how the information will be used. 
Here are three categories of tools to measure pro-
ductivity:

— “Descriptive measurement” looks at the 
effects of health on worker performance;

— “Comparative measurement” examines the 
impact of various health risks and conditions;

— “Evaluative measurement,” focuses on 
changes in productivity over time, which is a 
critical consideration in judging the benefits of 
employee health programs.

According to the paper, worker health and 
productivity data must be formatted in a way that 
makes it usable by decision makers. “Dashboard” 
formats are one good approach, because the data 
is presented in a clear and concise manner. This 
allows leadership to get a clear picture of how 
health status affects worker performance.

Steve Schwartz, PhD, research director of 
HealthMedia in Ann Arbor, MI, and the paper’s 
lead author, says that a paradigm shift is underway.  

“There is a business imperative that is beginning 
to get traction with employers,” says Schwartz. 
“Progressive and successful companies are now 
investing in the health and well-being of their 
workforce.”

Doing this effectively impacts direct healthcare 
expenditures, but also the productivity and perfor-

mance of employees. “This paper provides a justifi-
cation for measuring productivity related to health 
status, in valid and actionable ways,” says Schwartz. 

State of flux

Schwartz says that measuring productivity is 
in “a state of flux.” This is because of increas-
ing numbers of service sector jobs as opposed to 
manufacturing jobs, which means that traditional 
methodologies aren’t always applicable.

“Piece work — actual count of products — or 
time and motion studies that worked well in a 
manufacturing environment do not lend them-
selves to the service sector,” says Schwartz. 

Self-report measures are emerging as the mea-
surement method of choice. “While they have 
some challenges related to recall and other forms 
of report bias, they have the advantage of being 
more appropriate for most jobs that do not pro-
duce a concrete work output,” says Schwartz. 

They are also easy and economical to administer. 
“While some are skeptical of their validity, the devel-
opment of valid and reliable self report measures of 
productivity is absolutely doable,” says Schwartz. 

REFERENCE

1. Schwartz SM, Riedel J. Productivity and health: best prac-
tices for better measures of productivity. J Occup Environ 

Med. 2010;52(9):865-871.  ■

EXECUTIVE SUMMARY
There are fiscal benefits linked to measuring employee 
productivity, but new and better tools are needed. Some 
current approaches:

Dashboard formats present data clearly and concisely.
“Evaluative measurement” tools show changes over time. 
Self-report measures are easy and economical.

What must be part of 
any business strategy?

Today’s employers are looking very closely at 
both direct healthcare expenditures and indi-

rect costs associated with absenteeism, presentee-
ism, and disability. 

“We have now reached a state where businesses 
simply cannot compete without addressing the role 
that health of the workforce has on their bottom 
line,” says Steve Schwartz, PhD, research director 
of HealthMedia in Ann Arbor, MI. “Occupational 
health must take a leadership role if we are to be 
successful.”

The solution has to be more comprehensive 
than just providing health insurance, an Employee 
Assistance Program, or healthier choices in com-
pany vending machines. Instead, says Schwartz, 
the solution must be strategic, comprehensive, 
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evidence-based, and economically sustainable. “It 
must be driven by the organizational leadership, 
and tailored to both the individual’s needs and the 
organizational needs,” he adds.

Get involved

Schwartz says that occupational health pro-
grams and clinicians are particularly well-posi-
tioned to drive the type of cultural change needed 
within organizations for total population health 
management. 

“In many respects, they have the most to gain in 
terms of reduced healthcare costs, improved morale, 
reduced turnover, and greater productivity,” says 
Schwartz. He gives these recommendations:

-
tially healthy. 

You are not only addressing those with 
advanced risks or acute conditions, but also 
healthy workers. “Foster health and well-being 
across the health spectrum,” says Schwartz. “Keep 
workers healthy, happy and highly functional.” 

argument.
First, address the negative impact of doing 

nothing. Then build an argument for the posi-
tive impact of health and wellness programming. 
In addition to population risk profiles, also con-
sider the “right-sizing” of direct healthcare costs. 
“Health promotion can, in the short run, increase 
certain cost categories,” notes Schwartz. 

suited to the overall measurement intention of the 
organization.  

“While some have been very vocal about iden-
tifying a particular measure as the gold standard, 
our position is that the field needs a variety of 
psychometrically sound measurement tools that 
address certain questions and situations,” says 
Schwartz.  ■

Wellness metrics point
to HCW health risks
Employees learn to avoid chronic disease

When Washington County Health System (now 
known as Meritus Health) in Hagerstown, 

MD, first sought to measure the health status of its 
employees, the results were startling. Thirty-eight 

employees had undiagnosed diabetes or high blood 
pressure. More than 500 had glucose levels that 
placed them at high risk for developing diabetes. 
Other employees had high blood pressure, high 
cholesterol, or other risk factors.

Those metrics became the impetus for change. 
Employees received their own, confidential infor-
mation on “modifiable risks” that showed how 
they could avoid the dire health consequences by 
making lifestyle changes. A comprehensive well-
ness program gave them support toward healthier 
habits.

Two years later, the hospital sees promising 
results. A survey showed that a significant num-
ber of employees have quit smoking, started tak-
ing medication for high blood pressure or other 
problems, lost weight, or started exercising. The 
estimated savings: At least $377,000 in decreased 
health care costs.

The hospital, which recently moved into a new 
facility and changed its name to Meritus Medical 
Center, hopes the metrics-based “Know Your 
Number” wellness program will help employees 
make further gains. “The true benefit is long-
term, when you’re not just treating disease, but 
you’re preventing disease,” says Wendy Atkinson, 
director of operations for THP TriState Health 
Partners, the health management company affili-
ated with Meritus Health. “By preventing these 
diseases and working in earlier points of interven-
tion, we can actually save [health care] dollars.”

Tying health assessments to identifiable risk 
of disease is the basis of BioSignia, a Durham, 
NC-based company that uses patented algorithms 
to create “Know Your Number,” a calculation 
of an individual’s risk of various diseases, includ-
ing heart disease, stroke, high blood pressure, and 
stroke, within a five-year timeframe. With the 
“Know Your Number” health risk assessment, 
each employee receives a summary that shows how 
she or he compares to their peers of the same age 
and gender.

The bar graphs also show how much of that 
risk could be modified; often, the modifiable risk 
is as high as 70% to 80%. Understanding the risk 
can prod people to make lifestyle changes they 
wouldn’t otherwise have made, says Mark Ruby, 
BioSignia’s senior vice president of corporate busi-
ness development.

“You have to know you’ve got a problem 
before you start going down the pathway to solve 
it. I may know I’ve got excess weight. I may know 
I have high blood pressure. But this is the first time 
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I’ve had an assessment that actually translates that 
into my actual risk to getting [heart] disease [or 
stroke],” says Ruby. “More than that, you’re giv-
ing me a roadmap to change.”

The employee’s information remains confiden-
tial and is not shared with the employer. But the 
employer does receive reports that show aggregate 
numbers. Know Your Number predicts future 
new disease burden in the screened population — 
how many of their employees have high health 
risks, how many new cases of disease will occur,  
and what percentage of new cases are avoidable. 
“That’s the ultimate solution to health care costs,” 
says Ruby. “A paradigm shift is happening.”

At Meritus Health, the Know Your Number 
employee aggregate report predicted there would 
be 70 new Type 2 diabetes cases among the 
employees in the next five years, 59 of them pre-
ventable. The primary contributor to the diabetes 
risk was excess weight. 

Ruby notes that nationally, more and more 
employers are investing in wellness as a way to 
control the medical costs of employees. For hospi-
tals, there is another imperative. It doesn’t make 
sense if hospitals are “delivering the health care 
but not living it,” says Atkinson. “It’s important 
for health care workers to be role models.”

Know what you need to change

Obtaining that detailed health risk assessment 
requires the collection of key markers. It includes 
the usual: weight and height to calculate body-mass 
index, smoking status, blood pressure. The metrics 
also include fasting glucose and cholesterol.

Meritus Health spurs participation with a pre-
mium differential. Employees who decline to take 
the health risk assessment are required to pay $30 
per month in additional health care premiums.

At first, that ruffled a few feathers, but the 
health system succeeded in winning over employ-
ees with a comprehensive wellness program that 
includes fitness, nutrition, and wellness classes as 
well as one-on-one health coaching.

“You really can’t make any changes if you don’t 
know what you need to change,” says Atkinson. 
“This tool helps you target [areas] where you can 
make some positive impact.”

A wellness committee helped shape the types of 
programs offered by the health system. It includes 
some people who were recommended by managers 
as employees who would be likely users of the pro-
gram, as well as some skeptics. “A wellness team 

or a wellness committee needs to be representative 
of your population,” says Atkinson.

The committee conducted surveys to find out 
what types of wellness activities employees would 
want and what educational topics would interest 
them. Atkinson also joined the Wellness Council 
of America (www.welcoa.org) to gain access to 
wellness resources. (The Wellness Council offers 
sample employee surveys, wellness brochures, and 
guides to creating a program.)

The wellness committee drafted a plan with some 
basic goals to improve employee weight manage-
ment and smoking cessation. With the support of 
senior leadership, the hospital has designed walking 
paths in its new facility and added healthy choices 
and nutritional information in the cafeteria.

Even the snacks at in-house meetings changed. 
“There is alignment that has to happen,” says 
Atkinson. “If you have meetings and serve cook-
ies, you’re really working against yourself.”

The risk assessment also includes a behavioral 
health component that can identify employees 
who suffer from high levels of stress or depression. 
Once they are identified, THP’s behavioral health 
coach/case manager reaches out to offer help.

Some changes are easy to measure — pounds 
lost, smokers who quit. But the awareness of 
health and disease risks will show results over 
time, says Ruby. After all, rising medical costs are 
daunting for all employers, including hospitals. 
“The solution many times is in front of people’s 
noses,” he says. “If 70% to 80% of disease is 
avoidable, why aren’t we avoiding it?”  ■

HCWs take first steps
to better health
Wellness program logs two billion steps

Children’s Healthcare of Atlanta asked its 
employees to take steps to better health. A bil-

lion steps, to be exact. And they responded.
In the two and a half years of the health sys-

tem’s wellness program, employees have surpassed 
the initial goals. On walking paths or in fitness 
programs, they have taken 2,208,523,000 steps, 
which helped with weight management (30,895 
pounds lost) and improved cholesterol and other 
health measures.

The Strong4Life program provides a wide range 
of incentives, but the primary message aligns with 
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COMING IN FUTURE MONTHS

the health system’s core mission. “We’re doing it 
for the kids,” says Nancy Lloyd, RN, MS, pro-
gram director of employee health, wellness, and 
work life. “In order to be strong enough for the 
kids, we have to take care of ourselves.”

This begins with a basic health assessment. 
Employees who participate in the annual assess-
ment receive a discount off their health insurance 
premiums of $10 per pay period, or $260 per year. 
New employees are offered a health risk assess-
ment at their pre-placement exam.

In 2009, 88% of employees took advantage of 
that incentive and completed a health risk assess-
ment that included cholesterol and non-fasting glu-
cose screening. (The health system also has added 
an A1c diabetes screening test for people who had 
an elevated glucose.)

Strong4Life seeks to engage employees who 
are at different stages of wellness. Those who are 
already fit can get their work-out at work with a 
“stair gym” in the stairwell, walking paths on the 
campus, or in in-house exercise room. “If you’re 
physically active, we want to keep you active, keep 
you engaged and support you,” says Lloyd.

Those who need some help with behavior 
change can join Weightwatchers at Work or 
engage in one-on-one counseling with a nutrition-
ist or fitness trainer. The You4Life program is an 
intensive, 17-week program designed for employ-
ees with the highest body-mass index. It provides 
customized meal replacements, a fitness program 
and wellness consultation and coaching. The caf-
eteria has increased its healthy food choices and 
labels its foods with calorie and nutritional infor-
mation.

“It gives them the support and peer partnership 
that really helps to motivate people,” says Lloyd.

“For those that really need the help we’ve got 
to keep designing programs that work for them,” 
says Linda Matzigkeit, MBA, senior vice president 
for Strategic Planning and Human Resources.

No more cake and brownies

Children’s Healthcare set a goal of having 40% 
of their employees in the “healthy” range of BMI 
— or a BMI of less than 25. Currently, the health 
system is at 39%, an improvement over the 2009 
rate of 35.2% and the 2008 baseline of 33.6%. 
The health system also set a goal of increasing the 
number of employees with a normal cholesterol 
level to 65% from the 2009 rate of 59.8%.

Meanwhile, the paradigm has shifted at 

Children’s. Gone are the cake and brownies at 
company meetings. “We used to be a culture 
that celebrated with food. Now we’re becom-
ing a culture that celebrates with wellness,” says 
Matzigkeit. If there is food at a gathering, it is 
healthier — such as fruit or frozen fruit bars.

Employees have turned out to participate in spe-
cials walks or runs — 350 for a walk for autism, 
250 for a triathlon, 700 for the Strong Legs Run, 
an event sponsored by the health system.

While there is comradery in the programs an 
events, Children’s provides incentives to draw 
employees into the wellness activities. They can 
earn points through participation — and reaching 
goals, such as pounds lost — which can be used to 
“purchase” prizes. Winners of competitions in the 
You4Life program received a generous wellness-
related shopping spree.

“Incentives do make a difference,” says Lloyd, 
adding that “ultimately the incentive of just being 
well becomes enough.”

The incentives keep it fun, she says. And it 
shows the continued commitment of Children’s. 

“You have to have that wellness culture all 
around them,” she says.  ■

Why a 12-hour shift is
unhealthy for nurses
Sleep deficits lead to errors, injuries

The 12-hour shift, mainstay of the nursing 
schedule, may be unhealthy for nurses and 

their patients.
That is the conclusion of varied studies that 

show sleep deprivation and a greater likelihood of 
drowsy-driving accidents, needlesticks, musculo-
skeletal injuries, and medical errors. The hazards 

■ Rely on data to 
lower health care costs

■ Strategies to defuse 
even the toughest 
conflicts

■ How to measure 
presenteeism in your 
workplace

■ Comply with OSHA’s 
respiratory protection 
standard
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may be even greater as the nursing workforce 
ages and becomes more sensitive to sleep deficits, 
says Jeanne Geiger-Brown, PhD, RN, associate 
professor and co-director of the Work and Health 
Research Center at the University of Maryland 
School of Nursing in Baltimore.

With age, we tend to have less “consolidated” 
or quality sleep, says Geiger-Brown. Yet we also 
are less aware of the impact of that sleeplessness, 
she says. “If you have a young worker who gets 
sleep deprived they’re going to feel it acutely, 
whereas an older worker will not have that same 
perception,” she says.

Regardless of age, sleep deprivation has conse-
quences. Nurses working shifts of 12.5 hours or 
longer had three times the risk of medical errors as 
nurses who worked no more than 8.5 hours, a study 
at the University of Pennsylvania found.1 A review 
of studies also found diminished performance and 
fatigue in nurses who work 12-hour shifts.2

“In general, if a nurse is very sleep deprived, 
their reaction time and performance is affected,” 
says Alison Trinkoff, ScD, MPH, BSN, RN, 
FAAN, professor in the University of Maryland 
School of Nursing.

More than half (51.5%) of hospital staff 
nurses work 12 or more hours per shift, accord-
ing to a 2006 analysis that was part of Trinkoff’s 
Nurses Worklife and Health Study.3 About one in 
five (19%) work more than 12 hours, the study 
showed. The Institute of Medicine recommends 
that nurses work no more than 12 hours in a 
24-hour period or 60 hours in a seven-day period 
to avoid fatigue that could lead to errors.4

“We’re recommending moving away from [the 
12-hour] shift,” says Trinkoff. “They just don’t 
seem to be good for nurses or patients.”

Paradoxically, one reason that 12-hour shifts 
persist is because nurses like them. In fact, nurses 
who don’t want to work 12-hour shifts may have 
already left the hospital setting for other nursing 
opportunities.

Hospitals can take steps to ensure that schedules 
allow enough time for rest and minimize fatigue, 
says Geiger-Brown. Here are some suggestions 
from the University of Maryland researchers:

Offer shifts of varied lengths: Offering shifts of 
shorter length can reduce fatigue and may even 
attract some other nurses back into hospitals, says 
Geiger-Brown. Older nurses or nurses with young 
children may even want to work a four-hour shift to 
help fill in during busy times and provide coverage 
for nurses who need to take lunch breaks, she says.

“We need shift alternatives besides 12 hours,” 
says Trinkoff. “As nurses get older they may be 
unable to work long hours. It’s extremely taxing 
work.”

Back-to-back 12-hour shifts simply don’t pro-
vide enough time for sleep, Geiger-Brown says. 
Nurses who work back-to-back 12-hour shifts 
generally have only 5.5 hours of sleep, she says.

To allow for more sleep, hospitals could schedule 
a nurse for an 8-hour shift after she has worked a 
12-hour shift, she suggests. “I believe we shouldn’t 
have 12-hour shifts. But if you’re going to have 
them, they should be interspersed with shorter shifts 
so people can catch up on their sleep.”

Use fatigue risk management software: This 
software uses mathematical algorithms in schedul-
ing to minimize the risk of fatigue. For example, if 
a nurse wants to work a string of 12-hour shifts in 
order to have other days off, the scheduling soft-
ware might show a “red zone” warning that shows 
the schedule could lead to error-producing fatigue.

When making changes to scheduling policies, 
it’s important to get buy-in from nurses and to 
work cooperatively with labor unions, says Geiger-
Brown. Emphasize the benefits of shorter shifts 
both to worker health and patient safety, she says.

Screen employees for sleep disorders: Hospitals 
should screen new hires for sleep disorders, such as 
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CNE QUESTIONS
1. Which is recommended to improve relationships 
between the areas of occupational health and safety?
A. Avoid providing clear definitions of what each area 
does. 
B. Acknowledge the safety professional’s expertise.
C. Refer solely on injury rates to evaluate the 
company’s safety record.
C. Do not seek to obtain certifications in safety.

2. Which is true regarding violations of the 
Occupational Safety and Health Administration 
(OSHA)’s recordkeeping standards?
A. It is not advisable to document the reasoning 
behind a decision not to put a case on the OSHA log.
B. Recording a case is an indication of workers’ 
compensation eligibility.
C. If a case is not compensable under the state 
worker’s compensation statute, this means that the 
case is not recordable.
D. Depending on the state workers’ compensation 
statute, a case may not be considered “work related” 
under the statute, but may meet OSHA recording 
criteria, and vice versa.

3. Which of the below injuries qualifies as a “medical 
treatment” and is therefore recordable on the OSHA 
300 log? 
A. A wound that requires only a tetanus shot.
B.  Any injury requiring prescription-strength 
medication. 
C. A minor strain that only needs over-the-counter 
medications and no restrictions.
D. An X-ray done for diagnostic purposes, if the 
X-ray is negative and no medications, restrictions, or 
splints are given.

4. Which is true regarding measurement of employee 
productivity?
A. Piece work and time and motion studies work 
just as well in the service sector as in manufacturing 
environments.
B. Self-report measures are costly and difficult to 
administer.
C. Self-report measures are appropriate for most jobs 
that do not produce a concrete work output.
D. Use of “dashboard” formats is not recommended. 

Answers: 1. B; 2. D; 3. B; 4. C. 
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sleep apnea, in pre-placement exams, says Geiger-
Brown. These can often be successfully treated, she 
says. Employee health professionals also may want 
to consider fatigue and sleep disorders when evalu-
ating injuries, she says.

Promote healthy behaviors: Awareness about 
sleep, shift work, and fatigue is important, says 
Geiger-Brown. Nurses should take their sched-
uled breaks during shifts and have access to quiet 
rooms where they could take a 20-minute nap, if 
necessary, to maintain alertness.

If a nurse has worked a long shift and feels 
fatigued, hospitals should offer taxi vouchers for the 
trips home and back to work, says Geiger-Brown. 
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Occupational health professionals face the chal-
lenge of change as the economy slowly recovers. 

“The industry is moving to more on-site care. Nurse 
practitioners and on-site clinics are increasing,” says 
Margie Weiss, PhD, CEO and community health advo-
cate at the Weiss Health Group, a Neenah, WI-based 
consulting company that works with companies and 
communities on health and wellness. 

“Occupational health and safety providers are also 
being integrated into sustainability initiatives,” she 
adds. 

Jim Lobel, CEO of InterGold LLC, a Florida-based 
provider of healthcare services to the public and 
employers, sees a trend of employers implementing 

long-term safety programs as a means of reducing 
costs due to injuries. 

“Although these programs generally don’t show 
dramatic results for a year or two, once they do, the 
decrease in new injuries is significant,” says Lobel. 
“Some employers are seeing 50% reductions.” 

From an employer’s point of view, Lobel says that 
this is “absolutely good news. From a provider’s 
point of view, it’s a mixed blessing since we see fewer 
patients.”

Many urgent care clinics have entered the occupa-
tional health market. 

“Even companies like Walgreens are beginning to 
deliver some services a-la-carte in the occupational 

Change, challenge in occupational health careers in 2011
'Lines blurred between workplace medicine and general medicine'
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medicine area,” says Lobel. “When combined with 
wellness programs and in-house clinics, the effect 
on traditional occupational medicine providers is 
evident.”

Lobel says that stand-alone occupational medi-
cine providers are seeing a drop in revenues. At the 
same time, they are required to provide higher and 
higher levels of customer service and patient care. 

“That said, as with all businesses, reinvention is 
a way of life,” he says. “The lines are being blurred 
between workplace medicine and general medicine, 
even though the expertise necessary to practice 
workplace medicine successfully is not normally 
present in the broader health care community.”

Lobel says that it is becoming rare to find a 
physician that is board-certified in occupational 
medicine, and it is becoming more necessary to train 
providers in the field.

“I believe that what the future holds is a trend 
toward combination providers — urgent care and 
occ med,” he says. “The investment in a new center 
of either type can exceed a million dollars. Deep-
pocket investors, hospitals and others are seeing the 
opportunity and taking the plunge.”

Compensation and job factors

And what about the bottom line in terms of com-
pensation? According to the 2010 Occupational 
Health Management Salary Survey, almost half 
(45%) of respondents fell into the $70,000 to 
$89,999 range, with the same percentage earning 
less than $70,000. Another 9% earn over $90,000. 
Notably, over half of respondents (55%) reported 

no change in salary in the past year, while 18% 
received a 1-3% or a 4-6% increase. 

The survey, which was administered in August 
and tallied, analyzed, and reported by AHC Media, 
publisher of Occupational Health Management, 
identifies some of the factors impacting salaries and 
benefits in occupational health. Other key findings 
of the survey:

hours a week, 45% work between 41 and 45 hours, 
36% work between 46 and 50 hours, and 9% put 
in over 50 hours. 

in occupational health for only one to three years, 
with another 27% in the field for between ten and 
twelve years. 

small staff of between one and three employees. 

they had no changes in the size of their staff in the 
past year, while 18% lost positions. 

Weiss sees these new roles as some of the possi-
bilities for occupational health in 2011 and beyond:

“Community-based programming will be driven 
by robust, regional community assessments,” pre-
dicts Weiss. 

Traveling consultant. 
“The movement of health care out of traditional 

health care settings and into community and work 
settings will continue,” says Weiss. 

Counselor. 
Wellness programs through Employee Assistance 

Programs (EAP) are prevalent. On-site programs 



January 2011 / Supplement to OCCUPATIONAL HEALTH MANAGEMENT ™ 3

10.00% 10.00%

20.00%

60.00%

0%

10%

20%

30%

40%

50%

60%

70%

1-3 4-6 7-10 101 or more

How many people do you supervise?  

9.09%

27.27%

18.18%

36.36%

9.09%

0%

10%

20%

30%

40%

1-3 years 4-6 years 10-12 years 22-24 years 25+ years

How long have you worked in occupational health? 

may cover stress-prevention strategies, mental health, 
self-esteem enhancement, money management and 
relationship management. “An increased focus on 
preventive mental health and spiritual wellness is evi-
dent,” she says. 

Educator/trainer. 
“The focus on self-efficacy and collective efficacy 

strategies will continue,” says Weiss. “The availabil-
ity of self-care resources will become a facility plan-
ning issue.” Online health promotion resources, such 
as print, video, blogs, and chat rooms, and the ability 
to use technology efficiently will become important 
drivers for space planning, she adds. 

Health care financial advisor. 
“Employers will continue to shift health care costs 

and accountability to employees,” says Weiss. You 

may be the one they turn to for answers and guidance. 
Business consultant. 

“The emphasis on the link between corporate and 
community health will become more prominent,” she 
says. 

Strategy expert. 
An increased emphasis on developing and main-

taining healthy worksites and workers will continue.  
“Corporations understand the interplay between 
healthy environments, healthy workers and healthy 
bottom lines,” says Weiss. 

Integrative health providers. 

medicine into health promotion and medical care 
will escalate. “Worksite stretching exercises, relax-
ation therapy, meditation rooms, and the use of 
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aromatherapy are a few examples of alternative 
medicine approaches presently being used in work-
sites,” she says. 

Marketing expert. 
“Varied marketing approaches for mass and 

cluster risk management are required to effectively 
deliver the appropriate health care,” says Weiss. 

A diverse work force requires equally diverse edu-
cational and marketing messages. “Office and field 
workers respond to different health promotion activi-
ties and educational efforts,” she says. 

Previously, worksite wellness was the responsibil-
ity of the company’s occupational health nurse. This 
person’s main focus was on getting injured workers 
back to work quickly and safely.

“Now, workers are asked to become partners 
in health promotion by joining worksite wellness 
teams,” says Weiss. “Instant access to educational 
messages requires a variety of approaches.”

Evaluation experts. 
Accountability for resource utilization with health 

promotion and prevention efforts will continue to 
be a major factor in determining worksite wellness 
programs. “Outcomes metrics will be tied to reim-
bursement,” she says. “Key health indicators will be 
monitored on a routine basis to measure program 
effectiveness.”

Despite these expanded roles and responsibilities 
for occupational health, there have been minimal 
salary increases due to budget constraints. “The 
‘new’ economy is still unstable,” explains Weiss. 
“Companies are still unsure as to the direction the 
government will be taking with regard to both the 
tax structure and health care reform.”

Your best bet, says Weiss, is to stay flexible and 
focus on the big picture. “Healthy people, healthy 
worksites and health-promoting ‘green’ processes all 
intersect at the bottom line,” she notes. ■
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• develop employee wellness and prevention programs to improve employee health and
productivity;
• identify employee health trends and issues; and
• comply with OSHA and other federal regulations regarding employee health and
safety.

Each issue of your newsletter contains questions relating to the information provided in
that issue. After reading the issue, answer the questions at the end of the issue to the
best of your ability. You then can compare your answers against the correct answers
provided in an answer key in the newsletter. If any of your answers were incorrect,
please refer back to the source material to clarify any misunderstanding. 

At the end of each semester you will receive an evaluation form to complete and return
in an envelope we will provide. Please make sure you sign the attestation verifying that
you have completed the activity as designed. Once we have received your completed
evaluation form we will mail you a letter of credit. This activity is valid 24 months
from the date of publication. The target audience for this activity is occupational health
managers.

If you have any questions about the process, please call us at (800) 688-2421 or out-
side the U.S. at (404) 262-5476. You also can fax us at (800) 284-3291 or outside the
U.S. at (404) 262-5560. You also can e-mail us at: customerservice@ahcmedia.com.

On behalf of AHC Media, we thank you for your trust and look forward to a 
continuing education partnership.

Sincerely,

Valerie Loner
Director of Continuing Education
AHC Media LLC


