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A (lifestyle) change is going to come:
Tips to help workers help themselves 
‘When people are ready for change — jump in.’

Does a diabetic employee attend a lunch and learn but continue to 
eat an unhealthy diet? Or does an obese worker lose weight and 
keep it off, avoiding years of costly chronic health problems? 

You are more likely to get the latter result if you give individual work-
ers what they need, according to Susan L. Zarzycki, RN, COHN, CM, an 
occupational health manager at Finch Paper LLC in Glens Falls, NY. “We 
need to do things on the employee’s time,” she says. “If you work in a 
company with 24-hour shifts, you need to make programs available at all 
hours, not just the day shift.” 

When blood pressure screenings are done, Zarzycki and another occupa-
tional health nurse go to the departments instead of having employees come 
to them. 

What works for one employee, might not work for another, she stresses. 
“You can’t get discouraged if only 12 people show up for a program, 
because that’s 12 people you have helped,” says Zarzycki. “Those 12 peo-
ple may not participate in another program.” 

Here are ways to get the best possible results from wellness programs: 

“Grab hold of teaching moments,” she says. “Timing is everything. 
When people are ready for change, that’s when you jump in.”

A 30-something employee told Zarzycki he was just diagnosed with 
diabetes, and “was scared to death,” she recalls. “I put him in touch with 
everything I could think of.” 

She gave the worker information from the local hospital, employee assis-
tance group, a local pharmacy offering free insulin syringes and monitors, 
and contact information for drug company representatives that at the time 

EXECUTIVE SUMMARY
Use teachable moments, follow-up, and success stories to get workers to con-

tinue with lifestyle changes made as a result of wellness programs. Some good 

approaches:

Give rewards for completing a program.

Don’t overlook healthy workers.
Bring in local athletes to promote stretching.
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provided free glucose monitoring monitors.
Zarzycki also called the man’s private health 

insurance carrier and set him up with a diabetic 
nurse case manager. “He wanted to tell everybody 
what we did to help him, so he told his story in the 
company newsletter,” she says. “If you can find a 
poster child and use their story, that’s a wonderful 
thing.”

“Every time we see an employee in the clinic, in 
my opinion, is a teaching moment,” says Zarzycki. 
“Ask, ‘How are you today?’ You can always teach 
them something. When they engage in that conver-
sation is when you want to take it one step further 
and get them resources.”

Even something as simple as reminding a person 

to see an eye doctor can result in a medical condi-
tion being picked up, says Zarzycki. 

“Even the employees who are really engaged in 
your programs and have had great successes can 
fall by the wayside,” she says. If you run into an 
employee who you know is trying to lose weight, 
for instance, she recommends asking “How are 
things?”

“A lot of times they will know what ‘things’ 
are,” she says. “Obviously, you don’t want to talk 
about an employee’s medical condition out on a 
manufacturing floor.”

Your wellness programs should be devised on 
the type of claims you are seeing, says Zarzycki. 
“You wouldn’t want to do a Quit Smoking pro-
gram if you do not have a large amount of smok-
ers,” she says. “Claims data can give you great 
information with regard to your employees’ over-
all health.”

Stretching exercises were always listed on 
the corrective action report after an employee 
was injured, but these were rarely done  — until 
Zarzycki brought in a well-known hockey player. 

“After this local athlete came in to talk to our 
employees, the awareness was raised on the impor-
tance of stretching. Every single person was par-
ticipating in the exercises,” she says. 

To raise awareness even more, a local gym 
donated coupons for a week trial membership 
which were made available to employees, she says.
�
When Zarzycki walked by a gathering of the 

senior leadership team, she spotted a big tray of 
cookies on the table. She pleasantly asked, “How 
am I going to do a wellness program if you are eat-
ing cookies? They are not in the plan,” she says. “I 
found out when the next meeting was and brought 
in fresh cut fruit and dip.” 

At any meeting that provides a meal, start with 
salad and provide no dessert, and offer water 
instead of soda, she recommends. 

When Weight Watchers gives an onsite pro-
gram, the company will reimburse $100 of the 
$158 cost, says Zarzycki — but only if partici-
pants attend all 12 weeks of the program. “You 
want to base incentives on active participation,” 
she says. “You want the employee to change their 
lifestyle.”
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SOURCE
For more information on improving participation in well-
ness programs, contact:

, RN, COHN, CM, Occupational Health 
Manager, Finch Paper, Glens Falls, NY. Phone: (518) 793-
2541 ext. 5389. Fax: (518) 793-1872. E-mail: susan.zar-
zycki@finchpaper.com.  ■

No brag, just fact: 
Blow your own horn
Take credit where it’s due 

You may have sent an injured employee to a 
specialist early on, so that he avoided addi-

tional days away from work.  Or maybe you 
arranged for an employee on short-term disability 
to work remotely so she could still be productive, 
resulting in a two-week savings under short-term 
disability benefits. 

If so, “blow your own horn!” says 
, health services manager at Syngenta Crop 

Protection in Greensboro, NC. “You need to let 
management know if you’re doing something that 
saves the company money.”

As a rule, occupational health professionals 
“tend to be caregivers and not advertise all we are 
doing,” she says. “If you are not in management’s 
face to say, ‘This is what we accomplished,’ they 
are never going to know it.”

If ten employees of the 200 you screen have 
high blood pressure, says Garrett, compute the 
potential cost savings to the company. “If you are 
not doing that kind of reporting back to manage-
ment, then they don’t see you as someone that’s 
helping the company,” she warns.

Have expenditures on workers’ compensation 
decreased significantly? Safety may take credit for 
this when in fact it was due to case management 
done by occupational health, she says. 

When doing health screenings or wellness pro-
motion, cost savings can be demonstrated from 
the early identification of chronic diseases, adds 
Garrett. 

 “You can’t afford to wait for somebody else 
to point that out. That may never happen,” she 
says. “Leadership aren’t medical persons, and they 
wouldn’t necessarily think in those terms.”

Use aggregate data

When an employee didn’t pass a hazardous 

materials physical because of high blood pressure, 
he was given medication to control the problem, 
which could have prevented a stroke or cardiac 
disease, says Susan L. Zarzycki, RN, COHN, CM, 
an occupational health manager at Finch Paper 
LLC in Glens Falls, NY. 

“People don’t know they have high blood pres-
sure until you tell them. And if you feel okay, you 
probably won’t get checked,” she says. 

Zarzycki will soon have access to aggregate data 
from a newly implemented electronic medical sys-
tem, which will let her see how many employees 
were seen in a month and how many got blood 
pressure checks. Other aggregate data is already 
provided by the company’s insurance carrier. 

“Get an average cost of a stroke from your 
insurance carrier,” advises Zarzycki. “You can 
say, ‘In seeing all these employees for blood pres-
sure screenings, we may have saved this amount 
by preventing a catastrophic event,’” she says.  

SOURCE
For more information on taking credit for cost savings, 
contact:

, Health Services Manager, Syngenta 
Crop Protection, Greensboro, NC. Phone:  (336) 632-6499. 
Fax: (336) 632-7062. E-mail: judy.garrett@syngenta.com  ■

Healthy workers: Catch
them being good 
Challenge them to continue good habits

Occupational health nurses tend to be 
“cheerleaders” for employees with chronic 

conditions such as diabetes or asthma, says
, health services manager at Syngenta 

Crop Protection in Greensboro, NC, but the 
same enthusiasm should be directed to healthy 
workers.

“Remind them that what they are doing today 
can affect what happens years from now,” she 
urges. 

 It is a mistake to focus solely on employees 
with chronic medical conditions, says Garrett. 
“Don’t just focus on people who already have 
problems. Keep the well people well!” she says. 
“Challenge them to continue with their good 
habits.”

Find out what is important to a particular 
worker, advises Garrett, then focus your efforts in 
that direction. Instead of telling them that losing 
25 pounds is the right thing to do, ask them what 
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they hope to do when they leave the company, she 
says. 

“If they thought that losing 25 pounds would 
help them to enjoy some activities with their 
family, they might be more likely to make the 
attempt,” she says. 

If an employee has several chronic conditions, 
Garrett says to make small steps and keep check-
ing back. “If the employee knows somebody out 
there is cheering for them, they are more likely to 
continue with those changes and stay on track,” 
she says. 

Learn this first

, RN, PhD, an assistant profes-
sor at the University of Cincinnati (OH)’s College 
of Nursing, says your first step should be to con-
sider which of the five stages of change that an 
employee is in.1 

She explains that during the first stage, the 
worker isn’t even aware of the need to change their 
behavior. During the second stage, she says, the 
worker is aware that they need to change, but puts 
it off. 

The third stage is preparation, when the 
employee vacillates between trying to change their 
behavior, and many times fails, says Yap. “The 
fourth stage is action, when they have made a 
behavior change. They may have stopped smoking 
for a certain amount of time,” she says. “The fifth 
stage is maintenance — they made the behavior 
change for longer than six months.”

An employee may be weighing the pros and cons 
of changing, says Yap. “When the pros outweigh 
the cons, they tip in favor of behavior change and 
move to the next stage,” she explains. 

Remember that as you are attempting to get 
workers to stabilize blood sugar or engage in phys-
ical activity, Yap advises. “This is the framework I 
always start from, regardless of the intervention,” 
she says. 

1. Yap TL, Davis LS. Process of behavioral change as it relates to 
intentional physical activity. AAOHN J 2007; 55(9):372-380.

SOURCE
For more information on meeting the wellness needs of 
workers, contact:

, RN, PhD, Assistant Professor, College of 
Nursing, University of Cincinnati, OH.  Phone: (513) 558-
5305. Fax: (513) 558-2142. E-mail: yaptl@ucmail.uc.edu.  ■

3 ways to ID wellness 
concerns of workers
Ask what they want 

Are you hoping a particular employee will 
participate in a certain wellness program? 

“Identify their needs, then tailor everything 
in the program to meet their needs,” advises 

, RN, PhD, assistant professor at 
the University of Cincinnati (OH)’s College of 
Nursing.  

A brand new employee who is overweight and 
sedentary may not necessarily be worried about 
their health, says Yap, but probably feels like they 
need to belong. “Start by showing that person a 
walking club at noontime, or explain that a group 
gathers on Tuesday nights to do weight lifting,” 
she suggests. Here are three ways to find out what 
workers want:

Yap recommends asking employees directly, 
“What is keeping you from participating in a 
program? “Without figuring out what is going to 
motivate them, you are sunk,” she says. “Roam 
the floors of the plants and talk to people.”

You might learn that hardly anyone is attend-
ing an after-work program because they’re all at 
ball games with their children. “So it doesn’t mat-
ter how many of their friends are involved in this 
thing — they’ve got to get going right after work,” 
says Yap. 

Yap cautions against scheduling any wellness 
programs or activities during the employee’s pri-
vate time, unless this is something they specifically 
ask for. Instead, she says to use lunch time or 
break time.

Before Yap sent out an e-mail message about 
a new physical activity program, she asked a 
small group of employees how they’d want it to 
look. It turned out that they had a lot to say on 
the matter.1

“They didn’t want a typical black and white 
e-mail. They wanted a really flashy header,” she 
says. They also wanted bullet points instead of 
paragraphs, she says, and fun tips that they could 
share with others, such as how many steps it 
would take to work off a latte. 

These changes made a difference in how work-
ers responded to her e-mail message, she says. 
“A significant number of people who were in the 
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‘contemplation’ stage, who weren’t even physically 
active, jumped right to the ‘action’ stage after an 
8-week intervention, just based on the e-mail,” 
reports Yap. “It seems to me that knowledge was 
what they needed.”

One focus group composed of employees in the 
‘preparation’ stage of change told Yap that they 
wanted to make a walking program into a game. 
They wanted to try to out-walk each other and the 
other companies that were involved. 

“They wanted to be able to track themselves 
against the mean average of the coworkers, and 
also coworkers in the other manufacturing facil-
ity,” she says. 

Yap cautions against mixing staff and supervi-
sors in focus groups. She learned this after a group 
of engineers was strangely silent during a focus 
group, and confided in her later that this was due 
to the presence of a particular plant manager. They 
later confided that the real reason some employees 
were avoiding the company gym was its reputation 
as a hangout place for singles.

To get that type of frank discussion going dur-
ing a focus group, Yap says to hold separate 
groups with administrators and employees, and 
keep the group under seven. “If they are too big, 
you always get the people who dominate, and then 
others who do not contribute,” she says. 

“Be careful not to use a neutral tone,” says 
Yap. “Get employees to take a stand, and always 
include a comment box.” 

REFERENCE

1. Yap TL, Busch-James D. Tailored e-mails in the workplace: 
A focus group analysis. AAOHN J 2010;58(10):425-432.  ■

Low or no copays can
result in cost savings
Identify your high-cost claimants

When a diabetic employee at Pitney Bowes 
fills a prescription for a cholesterol-lowering 

statin, it will cost about $300 less annually than it 
did previously. This is because copayments were 
eliminated in 2007 for statins for all employees or 
beneficiaries with diabetes or vascular disease.

Back in 2001, Pitney Bowes, a Stamford, 
CT-based company which helps its customers inte-
grate physical and digital communications chan-

nels, did some predictive modeling to understand 
the key predictors for its high-cost claimants. 

The results weren’t surprising, according to 
, director of health care planning, 

but “it gave us the road map for some specific 
chronic conditions.”

The high-cost claimants were mainly those with 
three chronic conditions — asthma, diabetes, and 
hypertension — who were noncompliant with 
their medications. 

“The reason that may have been pronounced in 
our population is we have a coinsurance prescrip-
tion drug program,”  she says. 

All generic and name brand medications for 
these conditions were moved out of the higher 
coinsurance tier of 30% to 50% out-of-pocket 
responsibility, into a lower tier of 10% coinsur-
ance. 

“Most prescription drug plan designs have a tier 
1 cost sharing which is reserved for generic medi-
cations,” explains Bradley. “We broke that para-
digm and put these medications into tier 1.” 

A reduction in the coinsurance payment from 
50% to 10%, “for our hourly population, is a 
pretty significant reduction,” she notes.

Total cost lowered

After the change was made, medication adher-
ence for asthma increased from 33% to 47%, for 
diabetes, 75% to 79%, and for hypertension, 76% 
to 80%.1 

“As you would expect, with that increase in 
medication compliance, we also saw a lower total 
cost of care,” says Bradley.

The company found that although the cost of 
medications increased due to better compliance, 
the cost of medical and short-term disability claims 
decreased. The total cost of care was reduced by 
17% for asthmatics, 14% for diabetes, and about 
20% for members with hypertension.

Next, the company took a closer look at the 
compliance rates for statins, which was around 
85%. “Compliance seemed fairly high, so statins 

EXECUTIVE SUMMARY

After Pitney Bowes eliminated or reduced co-pays for 
certain medications, adherence increased for asth-

ma, diabetes and hypertension. Other steps taken:

High-cost claimants were identified.

Medication co-pays were reduced for three chronic 

conditions.
The total cost of care decreased.
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weren’t included initially in the cost-sharing reduc-
tion,” she says. “But we took a slightly different 
approach. “

The company took a closer look at the 15% of 
beneficiaries that were not compliant, and found 
out these were the very people who were at highest 
risk — namely, diabetics and members with his-
tory of a cardiac event. 

“This led us to a 2007 update in our plan design. 
We removed the cost sharing for statins for diabet-
ics and those who had a cardiac event,” she says.

In addition, copayments were lowered for all 
employees and beneficiaries who were prescribed 
the clot-inhibiting drug clopidogrel. As a result 
of these changes, compliance increased 2.8% for 
statins and 4% for clopidogrel.  

The additional cost of the prescription drug, she 
says, “really was a very small investment when 
you are looking at the total cost of care. We would 
much rather make the investment to prevent a sec-
ondary complication of a condition, than having 
someone hospitalized or presenting to the ER, or if 
it’s an employee, missing time from work.”

1. Choudhry NK, Fischer MA, Avorn J, et al. At Pitney 
Bowes, value-based insurance design cut copayments and 
increased drug adherence. Health Affairs 2010;29(11):1995–
2001.  ■

Employers go beyond
traditional occ health 
New skill set required

Employers are interested in moving beyond tra-
ditional occupational health and minor acute 

care services, to offering a full range of wellness 
and primary care services, according to research 
from the Washington, DC-based Center for 

Studying Health System Change (HSC).1 
Researchers conducted telephone interviews in 

2010 with workplace clinic industry experts and 
representatives of benefits consulting firms, clinic 
vendors and employers sponsoring onsite clinics.

Employers view workplace clinics as a tool to 
contain medical costs, boost productivity and 
enhance their reputations as employers of choice, 
according to the study.  

An interesting challenge

As more employers sponsor workplace clinics 
that focus on primary care, and are expanding 
well beyond occupational health, this brings up 
“an interesting challenge” for occupational health 
professionals, says Ha Tu, MPA, the study’s lead 
author and a senior Health Researcher at HSC. 

‘Many of our respondents have pointed out that 
occupational health needs to develop a different 
set of skills in dealing with wellness and primary 
care kinds of issues,” says Tu.

It’s been difficult for some occupational health 
nurses to make the transition, she adds. “They 
are used to everything being about work injuries. 
There was a focus on taking care of the injury and 
getting the patient back to work.”

Viewing employees more holistically requires a 
different skill set, she says. “The medical director 
from one employer talked about the ‘hug factor.’  
This medical director told us that some occupa-
tional health nurses were able to make that jump, 
and others weren’t,” she says.

The study focused on new primary care mod-
els, which Tu says are getting increasing attention 
from employers because of escalating health care 
costs. “They definitely see workplace clinics as a 
way to contain costs and improve access to care 
and delivery of care,” she says. “It definitely seems 
to be on the upswing.”

As workplace clinics expands, Tu says that it is 
“absolutely the case” that there are more opportu-
nities for occupational health, although additional 
training may be necessary to step into this new role. 

“Benefits consultants mentioned to us that having 
a workplace clinic is one of the things that enhances 
an employer’s reputation as a good place to work,” 
she says. “And occupational health nurses are very 
much in demand at these workplace clinics.”

1. Tu HT, Boukus ER, Cohen GR. Workplace clinics: A sign 
of growing employer interest in wellness. Research Brief No. 

EXECUTIVE SUMMARY
There is growing interest in moving beyond tradi-

tional occupational health services to wellness and 
primary care services. Expect to see:

Workplace clinics used as a tool to contain medical 

costs.

 Expansion of the occupational health role to pri-

mary care.
New primary care models to improve access to 

care.
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17, Center for Studying Health System Change, Washington, 
DC (December 2010).

SOURCE
For more information on workplace clinics, contact: 

, Senior Health Researcher, Center for Studying 
Health System Change, Washington, DC. Phone: (202) 484-
4690. Fax: (202) 484-9258. E-mail: HTu@hschange.org.  ■

HCWs face higher injury
risk at public hospitals
Assaults, soreness and even falls are frequent

Health care workers at public hospitals are at 
much greater risk of injury than workers at 

private hospitals, according to new data from the 
U.S. Bureau of Labor statistics.

Assaults are significantly higher at both state 
and local hospitals, the data reveal in the first-ever 
BLS report of injury data for the nation’s public 
hospitals. Soreness and pain are also higher at 
local hospitals, as is the overall injury rate. Injuries 
are sky-high in all categories at state hospitals, 
which are predominantly psychiatric facilities.

The overall injury rate in private hospitals was 
138.6 per 10,000 fulltime employees in 2009, but 
it was 173.1 in local hospitals and 372.1 in state 
hospitals. Meanwhile, state and local workers are 
less likely to be covered by safety and health regu-
lations.

Public employers are not covered by the U.S. 
Occupational Safety and Health Administration in 
the 25 states that do not run their own safety and 
health programs or have programs that specifi-
cally cover public workers (Illinois, New York, 
Connecticut and New Jersey).

“There’s an incredible amount of variability [in 
enforcement] across the states that have the state 
plans,” says , MPH, MEd, director 
of the health and safety program at the American 
Federation of State, County and Municipal 
Employees (AFSCME).

“In states that don’t have state plans, public sec-
tor workers don’t have any coverage at all,” she 
says. “It’s up to good contract language or a state 
that tries to do the right thing to keep employees 
safe.”

State and local hospitals are riskier workplaces 
in part because of their circumstance and mission. 
Local hospitals are often trauma centers, where 
violence in the community sometimes spills into 

the emergency room. State hospitals include psy-
chiatric facilities that house the criminally mentally 
ill.

Public facilities also have suffered from budget 
constraints that lead to staffing shortages. “With 
the fiscal crisis, there have been hiring freezes and 
major cuts in services,” says , MS, 
CIH, director, of the Occupational Safety and 
Health Department at the New York State Public 
Employees Federation, an affiliate of the AFL-CIO.

With fewer co-workers to back them up, health 
care workers are more vulnerable to assaults as 
well as patient handling and other hazards, he 
says.

Staffing linked to HCW risk

At a large, state psychiatric facility, just walk-
ing alone on the campus can be dangerous. In 
October, co-workers at Napa State Hospital in 
California found Donna Gross, a 54-year-old psy-
chiatric technician, dead on a patio. She had been 
strangled. A patient with a previous history of vio-
lent crimes was arrested in the killing.

Napa State is a 400-acre campus that houses 
about 1,200 patients — most of them referred by 
criminal courts, a state mental hospital, or the 
Department of Juvenile Justice. Forensic patients 
were able to roam within a 70-acre secured area, 
which has guard kiosks at its perimeter.

“It was a very stormy day in Napa the day 
Donna Gross was murdered. It was darker than 
usual,” says , state president of the 
California Association of Psychiatric Technicians. 
“She had gone on a break. In between the time 
she left and when she was found, it was alleged he 
attacked her. He was found with some of her pos-
sessions.”

State psychiatric hospitals are not required to 
have the same staffing ratios as required of private 
hospitals by California law, Myers notes. 

Meanwhile, state hospitals must take the 
patients that are sent to them. “They bring [pris-
oners] to our admissions unit and they take the 
shackles off and now they’re in a clinical setting,” 
he says. “They’re the potentially most dangerous 
individuals in the state. If the courts say you will 
take this person, they take them.”

After the murder, the hospital required patients 
to be escorted by a staff member when they 
walked on hospital grounds. Then, in December, 
another employee was assaulted while escorting 
a patient. The employee was hospitalized and the 
patient was arrested.
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Unions have asked for a better alarm system 
and security coverage. ”We’ve said all along that 
we need more staff to provide the services,” says 
Myers.

The Napa incidents are just a high-profile 
example of the risks that exist in many state psy-
chiatric hospitals across the country, says Rosen. 
“You will find astounding rates of violence, some 
as high as 100 incident per 100 employees per 
year, which in the field of occupational safety and 
health is unheard of. In the most difficult wards, 
that’s what exists,” he says.

Falls, overexertion also high

Other hazards abound in public facilities, from 
overexertion to falls. The condition of aging facili-
ties may be a culprit — slippery flooring, narrow 
corridors, poorly designed work areas.

“The decisions about funding in a public facility 
are oftentimes political decisions rather than good 
clinical [decisions],” says Cox. “They are compet-
ing with roads and bridges and all the other infra-
structure issues that public dollars are spent on.”

The Center for Medicare & Medicaid Services 
(CMS) requires hospitals to comply with OSHA’s 
Bloodborne Pathogens Standard, even if they 
are not otherwise subject to other OSHA regula-
tions. Even public hospitals must have safe sharps 
devices, an exposure control plan that is updated 
annually, and frontline worker input into the 
device selection.

The Protecting America’s Workers Act would 
have expanded OSHA’s authority to cover public 
workers, but despite a large number of sponsors in 
the House and Senate, the bill did not pass in the 
last Congressional session.

“History shows us that people who have had 
OSHA coverage have had remarkable reduc-
tion in injuries and illnesses as a result of the 
[Occupational Safety and Health] act,” says 

, MPH, health and safety director of the 
Service Employees International Union (SEIU).

For example, a recent study found that nurses 
in Washington state, which has a law requiring 
the use of lift equipment, have greater access to 
lifts than nurses in Idaho, which has no state law. 
Hospitals in Washington also were more likely 
to have safe patient handling policies, reported 

, MSN, PhD, MPH, CPE, 
research director with the Safety and Health 
Assessment and Research for Prevention (SHARP) 
program of the Washington State Department of 
Labor & Industries in Olympia. 

But neither public nor private hospitals are 
specifically required to purchase lift equipment 
to assist with patient handling, unless they are 
covered by a state law. (OSHA can cite employ-
ers under its “general duty clause” that requires 
workplaces to be free of hazards that are “likely 
to cause death or serious physical harm,” but it is 
much more difficult for OSHA to cite employers 
for hazards under that provision.)

“A lot of health care hazards are not covered by 
OSHA standards,” says Rosen. “There’s no OSHA 
standard on workplace violence. There’s no OSHA 
standard on patient handling. There’s no OSHA 
standard on aerosol infectious diseases.”

Ironically, while public facilities suffer from a 
lack of funding, they could actually save money by 
preventing costly injuries, says Rosen.  ■

Take the ‘pulse’ of
your safety culture
Surveys provide anonymous feedback

The first step toward building a new safety 
culture may be taking stock of the one you’ve 

already got. Do your employees believe that man-
agers care about employee safety? Do they feel 
comfortable alerting managers to hazards? Do 
they use personal protective equipment when it’s 
recommended?

One way to measure your safety climate is 
through a confidential employee perception sur-
vey. The National Safety Council, a non-profit, 
membership-based safety organization based in 
Itasca, IL, provides one such survey through its 
consulting service.

The council presents the results as percentiles, 
comparing the results to a database of more than 
500 companies. While most of those companies 
are not in health care, the basic tenants of a safety 
culture apply across disciplines, says , 
manager of employee perception surveys.

“All industries are unique in certain ways 
when you get down to the specifics, but there are 
many more commonalities from one industry to 
another,” he says. “There are certain components 
or factors that separate a good safety program 
from one that is mediocre and poor.”

Analyzing injuries and injury rates can certainly 
tell you about hazards that need to addressed, 
but they aren’t the best information, asserts 
Miller. Ideally, you want to prevent the injuries 
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from happening in the first place. In fact, the U.S. 
Occupational Safety and Health Administration 
is in the early stages of drafting a rule that would 
require the identification of hazards before they 
cause injury. 

Injuries also may fluctuate based on a variety of 
factors. “Safety culture is really the collective value 
and norms that an organization has that are more 
timeless and universal than a program or the way 
[employers] are handling a particular situation,” 
says Miller. “It’s an attitude that is long-lasting 
and pervasive. It takes longer to change culture or 
implement a good culture.”

The National Safety Council predominantly 
uses paper questionnaires, which can be provided 
to employees at an orientation, staff forum, or 
safety event. The results show a ranking of safety 
issues — from those that demonstrated a strong 
commitment to safety to safety items that com-
pared poorly with national norms.

For example, employees can agree or disagree 
(on a five-point scale) that “safety takes a back seat 
to everyday tasks” or that “I can protect myself and 
my coworkers through my actions on the job.”

Surveys can be customized to obtain employee 
perceptions of specific safety programs. And 
employees can add written comments.

Employee perception surveys provide a way to 
get broad employee input — beyond the handful 
of employees who may serve on safety committees, 
says Miller.

Surveys also can be a way to emphasize to 
employees and managers that you want to hear 
about near-misses and hazards so they can be 
addressed. That is “the hallmark of a good pro-
gram,” says Miller.

[Editor’s note: More information about the 
National Safety Council’s employee perception 
surveys is available at www.nsc.org/surveys.]  ■

Setting the bar... low
Healthy People 2020 
Injury rate goal almost met before start of decade

Healthy People 2020, the nation’s blueprint for 
a healthier populace, includes several occupa-

tional health goals — but with very low expecta-
tions for progress.

The objectives set a goal of 10% improvement 
in the next decade in the overall injury rate, work-
related fatalities, assaults, skin disorders and diseases, 

and the rate of cases involving overexertion or repeti-
tive motion that led to days away from work.

However, Healthy People 2020 used 2008 as 
the baseline — and the goal for a reduced injury 
rate was almost met by 2009, a year before the 
program began. In 2008, the U.S. Bureau of Labor 
Statistics reported an injury rate for general indus-
try of 4.0 per 100 fulltime workers. In 2009, the 
rate dropped to 3.7. The goal for 2020 is a rate of 
3.6. The rate of overexertion cases involving days 
away from work already dropped by 5% from 
2008 to 2009 — from 26.4 to 25 per 10,000 full-
time workers.

By contrast, Healthy People 2020 sets a goal for 
reducing healthcare-associated infections by 75%.

The 10% goal was a default target based upon 
the difficulty of changing population-based mea-
sures, says , acting deputy director 
of the Office of Disease Prevention and Health 
Promotion and the lead for community strategies 
at the U.S. Department of Health and Human 
Services.

With more aggressive goals in Healthy People 
2010, only about 20% of the targets were met, 
she says. “To be effective, [the advisory commit-
tee] felt the Healthy People 2020 targets should be 
achievable and realistic,” she says.

In some cases, there are already goals set by 
quality improvement organizations or govern-
mental agencies. For example, an HHS action 
plan calls for a 50% reduction in the incidence of 
healthcare-associated invasive MRSA infections 
and in central line-associated bloodstream infec-
tions in the ICU.

The National Institute for Occupational Safety 
and Health (NIOSH) provided input on the occu-
pational health and safety objectives but didn’t 
have the metrics to establish a higher goal, based 
on the Healthy People 2020 criteria, says 

, MPH, workgroup coordinator for 
the occupational safety and health focus area in 
Healthy People 2020. Lee is in the NIOSH Office 
of Planning and Performance in Atlanta.

“We aren’t limiting ourselves to trying just to 
have a 10% improvement,” Lee says.

It’s possible to change the goals over the course 
of the decade, Blakey says. “We’re developing a 
process that will allow us to take a look at the 
objectives and allow for some updates and revi-
sions,” she says.

Progress still elusive in HC

Hospitals may face greater challenges as they 
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seek to reduce their injury rates. The overall injury 
rate in hospitals is significantly higher than for 
general industry — 6.7 per 100 fulltime employees 
in 2009 — and it declined only by 4% from the 
2008 rate of 7.0.

Cases involving days away from work due to 
overexertion — typically related to lifting — actu-
ally rose from 2008 to 2009, from 60 to 61.8 cases 
per 10,000 fulltime employees.

NIOSH provides a guide for making improve-
ments through its National Occupational Research 
Agenda (NORA). The agenda calls for a 25% 
reduction in the rates of sprains and strain injuries 
involving days away from work in hospitals and 
nursing homes due to patient handling by 2016.

NIOSH is funding additional projects on MSD 
injuries and assaults in health care and is devel-
oping employee education materials, says 

, RN, public health adviser and coordina-
tor of the health care and social assistance sector 
of NORA. “We feel confident there will be some 
movement in those areas by 2020,” she says.

In the bigger picture, employers also can impact 
other Healthy People 2020 objectives with well-
ness and health promotion programs. In fact, the 
trend in occupational health is to take an inte-
grated approach, says Palermo.

“There’s a movement to look at the total 
health of the worker — to look at off-work expo-
sures as well as at-work exposures and how they 
impact productivity and the healthcare cost to the 
employer,” she says.

At hospitals, a culture of safety has an even 
broader impact, she notes. “If a health care worker 
is stressed, working hurt, or sleep-deprived, or if 
the worker is afraid of on being assaulted, all those 
things affect the ability to provide quality care,” 
she says.  ■

CDC: Notify EMS of 
life-threatening diseases
Hospitals required to provide info promptly

When emergency responders transport an 
incoming patient who is later found to have 

a potentially life-threatening disease, they need 
to receive prompt notification from the hospital 
about the exposure risk. The Centers for Disease 
Control and Prevention has proposed a list of the 
diseases for which hospitals must notify the emer-
gency medical services.

The Ryan White HIV/AIDS Treatment Extension 
Act of 2009 requires the notification and calls for 
the U.S. Department of Health and Human Services 
to list the diseases covered by the act. 

“If an exposure occurs, there’s to be an 
exchange of information in a very timely manner 
—  no later than 48 hours,” says , 
MSEd, CIC, BSN, a consultant with Infection 
Control/Emerging Concepts in Manassas, VA, 
who works with emergency medical services 
around the country.

The importance of timely notification was high-
lighted in a recent incident in California. On Dec. 
3, 2009, an Oakland police officer responded to 
a 911 call to check on someone who had failed to 
show up for work. Finding the person unconscious 
in his home, the officer tried to clear his airway 
and called for emergency medical assistance. The 
officer didn’t wear respiratory protection, but 
paramedics from the Oakland Fire Department 
and a local ambulance service did.

By the next morning, the hospital, Alta Bates 
Summit Medical Center, determined that the 
patient had N. meningitidis, but didn’t notify 
Alameda County Public Health Department until 
Dec. 7, more than 78 hours after meningitis was 
first suspected, according to a Cal-OSHA citation. 
The police officer contracted meningitis and spent 
five days in the hospital.  

Medical facilities “have an immediate respon-
sibility to notify their designated infection control 
officer for the emergency medical services or law 
enforcement” under the Ryan White Act, says 
West.

“This law, when it came to be, was one of the 
most important pieces of legislation for fire rescue 
and law enforcement.”

Infections requiring notification 

NIOSH proposed the following potentially life-
threatening infectious diseases on a notification 
list. (Newly emerging infectious diseases that fit 
the criteria may be added to the list.)

exposures
— Hepatitis B (HBV).
— Hepatitis C (HCV).
— Human immunodeficiency virus (HIV)  

infection.
— Rabies (Rabies virus).
— Vaccinia (Vaccinia virus).

 
airborne means
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— Measles (Rubeola virus).
— Tuberculosis (Mycobacterium tuberculo-

sis) infectious pulmonary or laryngeal disease; or 
extrapulmonary (draining lesion).

— Varicella disease — chickenpox, dissemi-
nated zoster (Varicella zoster virus).

droplet means
— Avian Influenza (Avian influenza A virus).
— Diphtheria (Corynebacterium diphtheriae).
— Meningococcal disease (Neisseria meningiti-

dis).
— Mumps (Mumps virus).
— Plague, pneumonic (Yersinia pestis).
— Rubella (German measles; Rubella virus).
— SARS-CoV.
— Smallpox (Variola virus).
— Viral hemorrhagic fevers (Lassa, Marburg, 

Ebola, Crimean-Congo, and other viruses yet to be 
identified).  ■

CE OBJECTIVES / 
INSTRUCTIONS

The CE objectives for Occupational Health 
Management are to help nurses and other 
occupational health professionals to: 

prevention programs to improve employee 
health and productivity.

issues.

regulations regarding employee health 
and safety.  

Nurses and other professionals 
participate in this continuing education 
program by reading the issue, using the 
provided references for further research, 
and studying the questions at the end of 
the issue. 

Participants should select what they 
believe to be the correct answers, then 
refer to the list of correct answers to test 
their knowledge. To clarify  confusion 
surrounding any questions answered 
incorrectly, please consult the source 
material. 

After completing this semester’s activity, 
you must complete the evaluation form 
provided in the June issue and return it 
in the reply envelope provided in order 
to receive a letter of credit. When your 
evaluation is received, a letter of credit will 
be mailed to you.  ■

■ How to turn 
unsuccessful programs 
around

■ Do site 
walkthroughs to spot 
OSHA violations

■ Become a trusted 
health coach to 
employees 

■ Reduce injuries by 
complimenting safe 
workers

COMING IN FUTURE MONTHS

REPRINTS?

For high-quality reprints of 

articles for promotional or 

educational purposes, please call 

Stephen Vance at (800) 688-2421, 

ext. 5511 or e-mail him at

stephen.vance@ahcmedia.com

BINDERS AVAILABLE
OCCUPATIONAL HEALTH MANAGEMENT has sturdy plastic 
binders available if you would like to store 
back issues of the newsletters. To request 
a binder, please e-mail binders@ahcmedia. 
com. Please be sure to include the name of 
the newsletter, the subscriber number and 
your full address. 

If you need copies of past issues or prefer 

online, searchable access to past issues, you may get that at 

www.ahcmedia.com/online.html.

If you have questions or a problem, please call a customer  

service representative at (800) 688-2421.
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9. Which is recommended to improve participation in 

wellness programs, accoring to Susan L. Zarzycki, RN, 

COHN, CM, an occupational health manager at Finch 

Paper LLC in Glens Falls, NY?

A. Devise wellness programs based on the type of 

claims you are seeing.

B. Focus solely on employees with chronic medical 

conditions.

C. Don’t waste valuable resources following up with 

employees who already made lifestyle changes.

D. Avoid basing incentives on active participation. 

10. Which is recommended to identify wellness 

concerns of workers, according to Tracey L. Yap, 

RN, PhD, assistant professor at the University of 

Cincinnati (OH)’s College of Nursing?

A. Always use a neutral tone in surveys.

B. Avoid asking employees direct questions about 

what keeps them from participating.

C. Mix administration with regular workers when 

holding focus groups.

D. Do not schedule any wellness programs or 

activities during the employee’s private time, unless 

this is specifically requested. 

11. Which is recommended when an employee 

reports an injury or symptoms of pain and 

discomfort, according to Daniel Buckalew, a health 

coaching program manager for Ceridian?

A. Complete an investigation only for severe injuries.

B.Identify contributing factors to avoid future 

incidents.

C. Do not include worker interviews as part of a job 

analysis.

D. Avoid documenting reports of pain or discomfort.

12. Which is true regarding current trends in 

occupational health, according to research from the 

Center for Studying Health System Change?

A. Primary care services in the workplace are 

decreasing.

B. Workplace clinics are viewed as a tool to contain 

medical costs.

C. Employers are no longer interested in workplace 

clinics.

D. There is much less of a focus on wellness.

Answers: 9. A; 10. D; 11. B; 12. B. 

CNE QUESTIONS


