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How to get injured employees back
in the workplace sooner and safer
‘The philosophy of ‘Don’t come back until you’re 100%’ is very costly.’ 

Traditional wisdom rightly holds that the longer injured employees 
stay out, the harder it is to get them back to work. A light-duty tran-
sition approach sounds reasonable, but can be difficult in reality. It’s 

just one issue in the surprisingly complex but important process of navigat-
ing a safe return to work for the injured employee. 

“When we set up our return-to-work program, we thought we were 
doing a good thing by getting injured workers back to work quickly,” says 
Bonnie LaTour, RN, COHC, an occupational health nurse at NSK Steering 
Systems America in Bennington, VT. “We set up jobs that would be mean-
ingful, that we could tailor to meet the restrictions set forth by the doctor.”

However, it soon became apparent that some workers liked the light duty 
jobs better than their own. “They malingered to avoid returning to their 
own work area,” says LaTour. 

Work restrictions are still accommodated by the company, but only in the 
employee’s own area. “This keeps them up to date in their own department, 
and helps with job tasks that other employees don’t have time for,” she says.

Restricted duty is capped at 12 weeks, and the employee is then put out 
of work on the Family and Medical Leave Act (FMLA). “Once their FMLA 
clock starts ticking and they could potentially lose their job and seniority, 
they are more motivated to return to work full duty,” she says.

Restricted duty jobs offered in the manufacturing area include taking 
measurements and doing paperwork and scheduling. “Sometimes, it can 
be as simple as answering the phone and freeing up someone else,” says 
LaTour. 

ExECUTIVE SUMMARy
Offering restricted duty jobs for a limited period of time can get injured em-
ployees back to work quickly and safely, and occupational health plays a key 
role. Use these approaches:
• Accommodate work restrictions only in the employee’s own area.
• Invite local doctors to the facility for a tour.
• Keep in close contact with injured workers.
• Be the point person, consider certification
• Don’t let the situation turn adversarial.
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Reach out to physicians

Contact the doctors in your area that you use 
the most, and invite them to your facility for a tour 
so they can see firsthand what employees do. “This 
will open the lines of communication, and allow 
them to see you are open to providing restricted 
work,” says LaTour. 

By getting the employee back in the door early, 
you can track his or her progress.” Convey things 
to the doctor that will likely move their advance-
ment in restrictions along,” she says. All restric-
tions should be in writing from the doctor, and 
should specify what the employee can and cannot 
do.

If employees feel that the employer isn’t inter-
ested in their well-being, they’re likely to stay out 
of work longer. “When this happens, people talk,” 

she says. “If other employees think this person is 
getting a free ride, morale begins to drop.” 

Having an occupational health professional act 
as an injured employee’s case manager is the key 
to a successful return-to-work program, accord-
ing to Lisa Rodriguez, RN, COHN, HEM, PHOR, 
safety coordinator for PeaceHealth’s Oregon region 
in Portland. “They are able to manage the injured 
employee from the time they are injured, to return-
ing them back to full duty,” she says. 

Occupational health is knowledgeable about 
length of disability for injuries, and can provide 
guidance on various treatment or therapy options. 
Also, occupational health can make sure that the 
appropriate information flows through the correct 
channels to the provider, therapists, department 
managers, and the claims manager at the workers’ 
compensation insurance agency. 

“This provides the best outcome for the 
injured worker, which in turn is beneficial for the 
employer,” says Rodriguez. Here are her recom-
mendations:

• Do an accurate job task analysis for all jobs in 
the company, listing all essential tasks and accu-
rate physical requirements. If the provider knows 
what the employee’s regular job involves, he or she 
can make a good judgment as to what light duty 
to assign. “It is also helpful to any occupational 
or physical therapists that are working with the 
injured employee,” adds Rodriguez. 

• Be sure to communicate well with the injured 
employee. Give advice on immediate first aid and 
treatment options, and inform employees what 
symptoms to expect and what they may need to 
watch out for. “If the correct treatment is used 
right away, many strain and sprain injuries will not 
need to go to claim,” she says. 

• Send the job task analysis for the employee’s 
regular job and options for modified work to the 
first provider appointment. If the provider has to 
guess what the employee may be asked to do when 
on modified duty, and the employee is hesitant to 
return to modified duty, there is a chance they will 
be taken off of work needlessly.  

“If employees can be kept on their same shift 
and worksite, they will benefit,” says Rodriguez. 
“Many injured workers benefit greatly from the 
support they receive from their co-workers.”

Work with human resources 

In order to have a successful return to work 
program, your company’s policies and procedures 
must cover both long and short term disability, and 
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disability retirement. “In other words, HR has to 
be on board,” says Christine M. Kalina, MBA, MS, 
RN, FAAOHN, COHN-S/CM, director of global 
employee health and wellness at MedImmune in 
Gaithersburg, MD. 

Use a team approach with occupational health, 
safety, supervisors, legal, and HR represented. “A 
cross functional team is needed,” Kalina says.

Consider whether light duty or transitional duty 
will be offered, how long an employee will be able 
to stay on this type of duty, and compliance with 
employment laws. “All of these things have to be 
sorted out,” she says. 

Transitional duty may be preferable to putting 
employees on light duty, but it isn’t always avail-
able. “That’s where the registered nurse, board-

certified in occupational health and medical case 
management comes into play,” she says. “The 
occupational health/employee health and well-
ness team should drive this change. Work with the 
employee’s physician to determine the strategy for 
transitional duty.”  

Do you have a case management (CM) creden-
tial? “That credential is very important,” she says. 
“It demonstrates your commitment as a healthcare 
professional to your professional growth and devel-
opment, and therefore, to the return to optimum 
health and wellness of the employees under your 
watch.”

Returning an employee to work can quickly 
become complicated. “Passing an exam in medical 
case management can serve to solidify the various 

Three things commonly stand in the way of get-
ting an injured employee back to productive 

work as soon as possible. 
These are a treating physician’s lack of buy-in, 

the employee’s lack of confidence in his or her 
ability to return to work, and the immediate super-
visor’s reluctance to offer restrictions, accord-
ing to Deborah L. Dicken, RN, BSN, MSHSA, 
CCM, COHN-S, CLNC, principle of Legal Nurse 
Services in Pace, FL. She offers these strategies:

Contact the treating physician. Many physicians 
are reluctant to release an employee back to work, 
because they’re concerned about further injury or 
exacerbation of the problem. “This will keep a 
program from being as effective as anticipated,” 
she says. “In my experience, this has been an issue 
with employees that have had burns or other skin 
problems where there is a potential for infection.”

Although you wouldn’t want to allow the 
employee to return too soon, the physicians treat-
ing these cases are typically reluctant to release 
the employee to return to work. In this case, you 
should contact the provider to be sure he or she 
understands the essential functions of the position. 

“Explain what options are available for alterna-
tive duty positions, and how willing the company 
is to accommodate the employee’s safe return to 
work,” says Dicken. 

Give the injured employee the confidence to 
return to work. “Determine the cause of the prob-
lem, and address the identified issues,” she says. 

Before an employee can return to work in any 
type of industrial or safety-sensitive position, for 
instance, he or she must not be under the influence 
of narcotic pain medication. “This increases the 
potential for the employee to injure themselves or 
others,” says Dicken. 

On the other hand, employees may think they 
have recovered more fully from their illness or 
injury than they actually have. “These employees 
tend to come back to work and do too much, too 
soon,” she says. “This can result in having to be 
taken off work, or restrictions increased.”

Do your part to ensure employees are returning 
to the work environment safely. “Determine what 
restrictions are indicated, monitor the employee’s 
progress, adjust restrictions as necessary, and 
provide information to the direct supervisor,” she 
says.

Address resistance from supervisors to accept-
ing the employee back at less than 100% capac-
ity. Since it is the supervisor’s responsibility to 
make production quotas, they often have dif-
ficulty understanding how bringing a person 
back to work with restrictions can be beneficial. 
Depending on the situation, this could result in a 
perception that some employees are given favor-
able treatment. 

“Serve as an educator to the supervisor,” she 
says. “Explain the prescribed restrictions, and how 
they can be applied to the employee’s normal posi-
tion.”  

Avoid these 3 common problems with RTW
‘Serve as an educator to the supervisor.’
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components of the complex return to work pro-
cess,” says Kalina.

The employee’s work ethic, feelings of value, 
workers’ compensations laws, federal and state 
laws and regulations, the influence of family and 
friends, and members of the outside healthcare 
team such as physical therapists, all come into play.

“Pulling together a return to work plan with 
optimal health outcomes for the employee and 
business outcomes for the company takes academic 
preparation and experience,” she says. 

In any case, decisions should be based on the 
employee’s diagnosis, physical condition, and 
any coexisting diagnoses. “There should be con-
sideration of what the employee has to do,” says 
Kalina. “There is a difference between moving a 
400-pound barrel and sitting at a desk.”

Indeed, an employer’s insistence that all injured 
employees return to full duty when they come back 
to work may result in more than one expensive 
mistake.

“The philosophy of ‘Don’t come back until 
you’re 100%’ is very costly,” says Richard W. 
Bunch, PhD, PT, CBES, CEO of ISR Institute, and 
manager/owner of WorkSaver Employee Testing 
Systems, both in Houma, LA. 

If the employee gets back into the job environ-
ment with restrictions, he or she can be gradually 
phased into full duty. “The employer who does not 
want to offer restrictions or accommodation stands 
a much bigger risk of having the person stay out 
a much longer time, and perhaps not go back to 
work at all,” says Bunch.

A functional job description, validated by an 
ergonomist or physical therapist, outlines exactly 
what the job requires physically. For example, an 
employee may have to lift, climb stairs, push or 
pull, climb ladders, or work out in the heat or cold.

A functional capacity evaluation tells the physi-
cian what the employee can and can’t do without 
aggravating the condition. This determines if the 
employee can go back to work either with no 
restrictions, or with restrictions.

“When a functional capacity evaluation is 
ordered, the evaluator can compare the person’s 
performance to the actual job demand,” says 
Bunch. “He or she can tell their employer what 
they can and can’t do. This gets the employee back 
to work sooner.”

Without an unbiased objective evaluation, there 
is a risk that the treating physician may agree to 
keep the employee out of work for longer than is 
necessary. “If the patient says, ‘I’m not ready to go 
back to work,’ the doctor will probably agree to 

Your RTW policy: 
Is something missing?  
The psychological boost of RTW

Employers who do not have a policy defining 
their return to work program are destined 

for failure,” warns Donna Cohen, RN, BSN, 
COHN-S, CCM, manager of occupational health 
services at Memorial Health University Medical 
Center in Savannah, GA. 

By returning the employee to work early, 
the employer avoids the cost of replacing the 
employee, and decreases temporary total disabil-
ity payments, medical costs, and potential legal 
fees. 

“The injured employee benefits from both a 
psychological and physical standpoint,” says 
Cohen. “It enables the employee to continue with 
a productive life.”

A company policy which defines responsibility 
and modified duty, along with a return to work 
agreement, benefits both the injured worker and 
the employer. She suggests that your return to 
work policy should include at least the following:

1. What the injured employee is responsible 
for, including the time frame for reporting an 
injury, completion of necessary paperwork, 
updating the employer at specific intervals on 
condition, treatment and medical status, and 
returning to a modified duty program within the 
medical restrictions set by the treating physician.

2. What the manager or supervisor is respon-
sible for, including conducting an investigation, 
correcting hazards as soon as possible, complet-
ing necessary paperwork, reviewing the return 
to work policy with the injured employee, main-
taining contact with the injured employee and 
the treating physicians, and identifying available 
modified duty assignments.

3. A definition of modified duty, whether the 
regular job with some tasks removed or an alter-
nate job due to specific restrictions.

4. A return to work agreement listing the 
employee’s regular job and the essential func-
tions before the injury, the modified work the 
employee will be performing with a specific 
time frame defined by the physician, restrictions 
from the physician, and the anticipated date the 
employee will return to regular duty.  

“
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keep the employee out for two more weeks,” says 
Bunch.

Don’t make it adversarial

It’s a mistake to allow the treatment and reha-
bilitation phase to continue endlessly, based solely 
on subjective responses from the employee. “An 
employee may be getting 80% of their pay tax-free. 
They are sometimes making even more money on 
workers’ comp than they will going back to work,” 
notes Bunch. 

The key is to communicate with the injured 
employee constantly. “The biggest complaint I see 
from employees who have already filed a lawsuit, 
and it’s now become an adversarial relationship, 
is feeling disenfranchised and not valued,” says 
Bunch. 

Employees make statements such as “‘They 
never even called me once’ or ‘They don’t care 
about me,’” he says. “Everybody wants to feel val-
ued. When they don’t, they feel resentful. They see 
a lawyer on TV saying, ‘If you got hurt at work, 
call me,’ and they call."

One of Bunch’s clients goes all out to stay in 
touch with injured employees. “They not only stay 
in contact on a daily basis, but if the worker needs 
groceries or their grass cut, they send somebody 
there to do it,” he says. “It doesn’t take much time 
or money to stay in touch with somebody.”
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Give employees these
‘carrots’ for wellness
Incentives drive participation

Over the past few years, employees at Berkshire 
Health Systems in Pittsfield, MA have received 

raffle prizes, reduced premiums, and cash for par-
ticipating in various wellness activities. 

“We have found that carrots work much better 
than sticks in supporting program participation,” 
says Bobbie Orsi, MS, RN, CDE, director of occu-
pational health and wellness. “Incentives help drive 
high participation rates.” 

Incentives are given for participation in Health 
Risk Assessments, biometric screening with a risk-
based coaching requirement, flu vaccination or dec-
lination, and online self-care modules.  

Both the employee and the organization benefit. 
“Flu vaccination is one example of a healthy action 
that is also an employee safety strategy for our orga-
nization,” says Orsi. “This past year, we required 
vaccination or declination. Our vaccination rate 
was 74% and our compliance rate was 98.5%.”

The organization has had the greatest success 
with large cash raffles, “cash back” offers for pro-
gram participation, and premium reductions. “The 
value of our incentives ranges from $350 to $700 
per wellness program participant,” says Orsi. 

Copays are waived for mammograms and colo-
noscopies, and as of this year, for hypertension and 
diabetes medications for employees who participate 
in certain wellness programs. 

One downside to giving cash incentives is that 
these are taxable, unless they are premium reduc-
tions for the employee’s benefit plan. “This needs to 
be communicated to employees,” says Orsi. 

Monetary incentives are not used to reward 
documented behavior change. “For example, to 
earn the premium reduction, we cannot require that 
employees actually quit smoking or reduce their 
A1C,” says Orsi. “We do require that they attend 
the full tobacco treatment or diabetes education 
program.”

SOURCE

For more information on incentives for wellness participa-
tion, contact:
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Get safety suggestions 
from employees

Employees are undoubtedly the best place to turn 
for solutions about safety concerns, but they 

often don’t volunteer this information. 
“The worker may feel like the ‘squeaky wheel,’ 

if they report near misses,” says Judith McKenzie, 
MD, MPH, FACOEM, director of clinical prac-
tice in the division of occupational medicine at the 
Hospital of the University of Pennsylvania. 

Workers may fear retaliation, or may fail to see 
how reporting a safety concern is important. “They 
may prefer not to draw attention to themselves for 
what might be construed by supervisors or upper 
management as a negative occurrence,” she says. 
To get employees to share safety input:

• Post signs noting the importance of reporting 
near misses to prevent accidents. 

• Make employees aware of all the different ways 
they can report concerns. 

“This information can be reported to the 
safety committee in the institution,” she says. 
“Occupational health can work with safety or 
industrial hygiene to address the issue.” 

• Be specific about what workers should report. 
Tell employees you want to hear about spills on 

the floor, wet areas, snowy areas, back or upper 
extremity injuries, and lack of easy accessibility to 
personal protective equipment. “Workers should 
report unsafe behaviors, such as seeing others work 
at heights without a harness,” she says. 

Offer every option

Employees should be able to provide safety 
input using “every communication medium,” says 
Kenneth A. Pravetz, health and safety officer at 
the Virginia Beach Fire Department, including sug-
gestion boxes, online forums, web-based surveys, 
informal conversations, and surveys.

“Cost savings should be shared, either through 
cash rewards or lower benefit premiums for all 
participants,” he adds. “year-end bonuses are a 
good way to encourage reduced consumption of 
resources.” 

As a result of employee suggestions, the fire 
department replaced hydraulic rescue tools with 
stronger, lighter models, and provided five-gallon 
water coolers at emergency scenes.

All suggestions should be responded to in 
some way. “Individuals who provide their input 

should receive a note, or be invited to discuss the 
idea in front of decision makers,” says Pravetz. 
“Anonymous suggestions should be responded 
to via newsletters, intranet member forums, or at 
meetings.”

When you listen to employees and start imple-
menting their solutions, “they realize you are seri-
ous about safety,” says Pam Dannenberg, RN, 
COHN-S, CAE, ergonomic and occupational health 
services consultant at EK Health Services in San 
Jose, CA. “Employees will actually use the equip-
ment and the safer procedures they think of. They 
now have a stake in what occurs.”

EK Health has gotten good results with its clients 
by asking managers and line workers to sit at a 
table together. Each person is asked what they think 
would prevent an injury or near miss from happen-
ing again. 

“We ask the person who was injured, or in the 
near miss situation, first. Often, they have the best 
solutions and are the best champions of those best 
practices,” says Dannenberg. “We have great results 
with this simple process.”
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Risk factors for 
back-pain disability
Train workers on proper body mechanics

Workers who are obese, current or former 
smokers, use analgesics frequently, or have  

neck, shoulder, or back pain are at higher risk of 
disability due to low-back disorders, according to a 
new study.1 The study included an analysis of data 
from a large group of Finnish twins. 

One approach is to target the potentially modifi-
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able factors of musculoskeletal pain, smoking, and 
obesity in younger workers to help reduce their life-
long risk of disability related to low back disorders, 
suggests Annina Ropponen, PhD, the study’s lead 
author and a researcher at the University of Eastern 
Finland, Kuopio. 

Early recognition of decreased functional ability 
is important, both in individual employees and the 
overall employee population. “Early care of any 
chronic conditions, and of musculoskeletal pain, 
may help to avoid long periods of disability,” she 
says.   

Gail Bruce, RN/COHN, an employee health 
nurse at West Jefferson Medical Center in Marrero, 
LA, says that she’s noticed that employees who 
aren’t using proper body mechanics when lifting are 
the ones that usually get injured. “We are going to 
put into practice a more comprehensive back safety 
program, as well as aggressive education for post-
back injury to prevent another injury,” she reports.

Low back disorders are very prevalent, says 
Carol Parks, RN, BSN, COHN-S/CM, FAAOHN, 
a senior staff specialist for health services at PPL 
Corporation in Allentown, PA. “They are one of 
the leading causes of lost work productivity and dis-
ability,” notes Parks, who offers these strategies to 
reduce risk of back injuries:  

• Conduct a Health Risk Assessment.
These can identify lifestyle factors that increase 

a worker’s risk of back injury, such as smoking, 
being overweight, having poor nutrition and poor 
stress management. On the other hand, workers 
who maintain a healthy weight are at lower risk for 
injury and are more likely to recover more quickly 
from a back injury. “Workers with pre-existing 
back problems are at greater risk for disability,” 
adds Parks.

• Train workers on proper body mechanics. 
Conduct pre-shift stretching exercises, and discuss 
proper lifting techniques at safety meetings. 

• Engage workers in preventative programs. 
“This will reduce back injuries, workers’ compensa-
tion claims and lost work days and productivity,” 
says Parks. 

REFERENCE
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• Annina Ropponen, PhD, University of Eastern Finland, 
Kuopio. E-mail: annina.ropponen@uef.fi.  

Offer on-site exercise
targeted to specific jobs

Exercise programs specific to the physical 
demands of a person’s actual job are key to get-

ting results, according to Dick Trono, RN, occupa-
tional health coordinator at Rutland (VT) Regional 
Medical Center. 

When nurses and aides in a geriatric hospital set-
ting did exercises three times a week to help them in 
their tasks of pushing and pulling patients, partici-
pants had a much lower rate of workers’ compensa-
tion injuries and lost time.1 

Although the study was done in the 1990s, the 
findings are particularly relevant for today’s occupa-
tional health professionals. “We are pushing people 
to participate in programs during their time off,” 
Trono says. “That just doesn’t work.”

Wellness programs compete with many pressing 
demands on an employee’s time, including lengthy 
commutes and increasing family responsibilities. 
“Half of all people who initiate an exercise program 
stop within six months,” notes Trono.

In contrast, the hospital in the above study asked 
employees to participate in just six 20-minute ses-
sions per month. “It was very simple, and the exer-
cises were very specific to core strengthening,” says 
Trono. Take these steps:

• Offer exercise programs at work. 
By doing this, “you have a very captive audi-

ence,” says Trono. “People in a work group know 
each other. There is a lot of commonality there.”

However, there may be resistance from supervi-
sors who are concerned about loss of productivity. 
“When you think about it, the amount of time is so 
minimal. It seems to be a no-brainer for me, but it 
may be tough to get buy-in from management,” says 
Trono. 

• Get a trained person onsite to look at the jobs 
people are doing.

Do a worksite evaluation, then try to minimize 
potential hazards, looking for any task that requires 
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trunk flexion and rotation in particular. “That really 
increases the risk of low back pain,” says Trono. “If 
there’s a way you can engineer that out, it would 
prevent the injury from occurring in the first place.”

• Develop exercises based on an individual’s func-
tional requirements. 

“Look at what that person has to do physically 
in order to perform the job,” says Trono. “Then, 
develop a specific exercise program around that.”

REFERENCE

1. Gundewall B, Liljeqvist M, Hansson T. Primary prevention of 
back symptoms and absence from work. A prospective random-
ized study among hospital employees. Spine 1993; 18(5):587-
594.  

OSHA citations rise as 
agency turns up heat on 
HCW injury reporting
Beware of incomplete entries on 300 log

An intense focus on recordkeeping by 
the Occupational Safety and Health 
Administration could have far-reaching 

consequences for health care employers, changing 
the way they report some injuries and increasing the 
likelihood that they may receive citations related to 
their injury and illness reporting.

Already, recordkeeping citations have risen pre-
cipitously in health care facilities. In Fiscal year 
2010, nursing homes had more citations related to 
injury reporting than any other employer group. 
Failure to properly record injuries and illnesses trig-
gered almost as many citations in hospitals as the 
Bloodborne Pathogen standard.

OSHA launched a National Emphasis Program 
on recordkeeping that runs through February 2012. 
Although hospitals are not one of the targeted 
employers in the NEP (as nursing homes are), the 
focus on recordkeeping is far-reaching, cautions 
Brad Hammock, an attorney with Jackson Lewis in 
Reston, VA, who specializes in occupational health 
law.

“In every inspection, compliance officers are 
going to look at your recordkeeping logs,” he says.

OSHA Administrator David Michaels, PhD, 
MPH, has long expressed concern about underre-

porting of work-related injuries and illnesses. “The 
new leadership team at OSHA came into their roles 
with a belief that there was a gross level of under-
reporting across [industries],” says Eric J. Conn, 
an attorney who heads the OSHA group at Epstein 
Becker and Green in Washington, DC. 

“I think their expectations were misplaced, but 
it continues to be a strong emphasis of this admin-
istration,” says Conn. “I think they consider it to 
be the backbone of their enforcement strategy, to 
identify the industries and workplaces that need 
their attention. Those industries and workplaces 
are identified only by proper and accurate injury 
recordkeeping.”

National emphasis on recordkeeping

In the first 20 months of the recordkeeping 
National Emphasis Program, federal OSHA con-
ducted 263 inspections and issued 511 violations. 
Seventy-two inspections and 153 violations were 
in nursing homes. (State-plan states also have con-
ducted recordkeeping emphasis programs.)

Initially, OSHA targeted employers with low 
injury rates although they were in industries that 
have high overall rates. The NEP has since been 
changed to focus on worksites with a mid-range 
rate of injuries (4.2 to 8.0 lost or restricted work 
days or job transfers due to injury per 100 full time 
employees).

The infractions found are common recordkeep-
ing errors, an OSHA spokesman says. They include:

Failing to record a work-related injury or illness: 
The injury doesn’t have to be caused by a job activ-
ity to be work-related. If an employee trips and 
falls in the parking lot or gets scalded by coffee in 
the cafeteria, that’s still a work-related injury. (See 
related story, p. 99.) If the work environment exac-
erbates a pre-existing condition — such as cleaning 
fumes triggering asthma — that’s work-related, 
too. “OSHA has a very broad definition of work- 
relatedness,” says the OSHA spokesman. “If there’s 
anything in the work environment that caused or 
contributed to the cause, it’s work-related.” Of 
course, OSHA is also on the look-out for employ-
ers who willfully fail to record work-related injuries 
and illnesses. In September 2010, a Houston manu-
facturer received 83 “willful” citations for failing 
to record or improperly recording for “nearly three 
quarters of employee injuries and illnesses for more 
than two years before the investigation,” according 
to the agency. The fine: $1.2 million.

Failing to report restricted work: If an employee 
continues working but temporarily avoids doing 
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certain job tasks, that is considered to be restricted 
work, an OSHA spokesman explained. “If the 
employee gets hurt and they cannot do routine 
job functions, then we consider them restricted,” 
he says. A routine job function is “anything an 
employee would be expected to do at least once a 
week. “ OSHA has created an online “recordkeep-
ing advisor” to help employers determine whether 
incidents are recordable. (http://webapps.dol.gov/
elaws/osha/recordkeeping/)

Incomplete description or entry: Employers must 
provide a one- to two-line description of the record-
able injury or illness on the OSHA 300 log. Having 
an inadequate description of the incident has been 
a primary source of citations in hospitals and other 
industries. The regulation also states that “all work-
related needlestick injuries and cuts from sharp 
objects that are contaminated with another person’s 
blood or other potentially infectious material” must 
be included on the OSHA 300 log.

Failing to take privacy precautions: Hospitals 
also have received citations for failing to follow the 
privacy provisions. Employers must indicate “pri-
vacy concern case” on the OSHA 300 log and place 
the name and case number on a confidential list if 
the employee requests privacy or if the injury or 
illness involves: an intimate body part or the repro-
ductive system, a sexual assault, mental illness, HIV 
infection, hepatitis, or tuberculosis or sharps inju-
ries involving blood or body fluid exposures.

More requirements to come

OSHA has some other recordkeeping issues on 
its agenda, and it’s a good idea to pay attention to 
them, legal experts say. These include: 

Be prepared to identify musculoskeletal disor-
der (MSD) injuries. By January 2012, OSHA is 
expected to finalize its proposed rule to create a 
separate MSD column on logs. OSHA is defining an 
MSD as “a disorder of the muscles, nerves, tendons, 
ligaments, joints, cartilage or spinal discs that was 
not caused by a slip, trip, fall, motor vehicle acci-
dent or similar accident.” As with other injuries, it 
is recordable if it is a new, work-related injury that 
requires medical treatment beyond first aid and/or 
involves restricted work or days away from work.

Marking a separate column for MSDs will make 
it easier for employee health professionals to track 
these injuries, says Mary Ann Gruden, MSN, 
CRNP, NP-C, COHN-S/CM, manager of Employee 
Health Services at Allegheny General Hospital and 
the Western Pennsylvania Hospital in Pittsburgh, 
and community liaison for the Association of 

Occupational Health Professionals in Healthcare in 
Warrendale, PA. However, she notes that different 
agencies, such as the Bureau of Labor Statistics and 
the National Institute for Occupational Safety and 
Health, use slightly different definitions of MSDs. 
“We need a clear definition and it should be con-
sistent if they want to use it for data analysis,” she 
says.

Reportable incidents may rise with new rules. 
OSHA has proposed an expansion of reporting 
requirements. Currently, employers must notify 
OSHA within eight hours if there has been a work-
related fatality or inpatient hospitalization of three 
or more employees. The proposal would require 
notification of all work-related inpatient hospital-
izations within eight hours and all work-related 
amputations within 24 hours. (This is in addition to 
recording the incidents on the OSHA log.)

“It’s going to require reporting a much larger 
number of incidents to OSHA by loosening the 
reportability criteria,” says Hammock. This would 
include hospitalizations that might occur for obser-
vation rather than treatment.

Beware of incentive programs. OSHA doesn’t 
have a regulation that prohibits programs that 
reward employees for low injury rates, but Michaels 
has repeatedly expressed concern about disincen-
tives to reporting. In fact, if an employer is found to 
have failed to report injuries and there is a program 
that creates an incentive not to report injuries, they 
could be subject to a “willful” violation, an OSHA 
spokesman said.

“We’re discouraging employers from having pro-
grams in place that would discourage reporting,” 
he says. Employers need to address hazards in the 
workplace, and he notes, “you can’t make good 
decisions on information that’s not there.”

Be ready for electronic reporting. OSHA is 
expected to release a proposed rule on electronic 
reporting by the end of this year. This would allow 
for more timely sharing of occupational injury and 
illness data, the OSHA spokesman says. Currently, 
OSHA collects data annually from about 80,000 
workplaces, and about 70% of them submit the 
information electronically.

Review your recordkeeping accuracy. With so 
much attention being placed on recordkeeping, 
it’s a good idea to conduct an audit — or hire an 
outside counsel to do it for you, says Conn. “It’s 
important to make sure your records are current 
and accurate,” he says. For example, you would 
want to compare your logs with other sources of 
information about work-related injuries and ill-
nesses, such as workers’ compensation or absentee-
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ism records. Be aware that an OSHA inspector also 
will interview employees and will ask about work-
related injuries.  

OSHA recordkeeping: 
Is it work-related?

OSHA offers the following examples as guid-
ance on what to report on injury logs. (For 

more information go to: http://1.usa.gov/nFxelo)  
Does an employee report of an injury or illness 

establish the existence of the injury or illness for 
recordkeeping purposes?

No. In determining whether a case is recordable, 
the employer must first decide whether an injury 
or illness, as defined by the rule, has occurred. If 
the employer is uncertain about whether an injury 
or illness has occurred, the employer may refer 
the employee to a physician or other health care 
professional for evaluation and may consider the 
health care professional’s opinion in determin-
ing whether an injury or illness exists. [Note: If a 
physician or other licensed health care professional 
diagnoses a significant injury or illness within the 
meaning of §1904.7(b)(7) and the employer deter-
mines that the case is work-related, the case must 
be recorded.]

An employee experienced an injury or illness in 
the work environment before they had “clocked 
in” for the day. Is the case considered work related 
even if that employee was not officially “on the 
clock” for pay purposes?

yes. For purposes of OSHA recordkeeping inju-
ries and illnesses occurring in the work environ-
ment are considered work-related. Punching in and 
out with a time clock (or signing in and out) does 
not affect the outcome for determining work-relat-
edness. If the employee experienced a work-related 
injury or illness, and it meets one or more of the 
general recording criteria under section 1904.7, it 
must be entered on the employer’s OSHA 300 log.

 
Is work-related stress recordable as a 
mental illness case?

Mental illnesses, such as depression or anxiety 
disorder, that have work-related stress as a contrib-
uting factor, are recordable if the employee volun-
tarily provides the employer with an opinion from a 
physician or other licensed health care professional 
with appropriate training and experience (psychia-
trist, psychologist, psychiatric nurse practitioner, 

etc.) stating that the employee has a mental illness 
that is work-related, and the case meets one or 
more of the general recording criteria. See sections 
1904.5(b)(2)(ix) and 1904.7.

If an employee’s pre-existing medical condition 
causes an incident which results in a subsequent 
injury, is the case work-related? For example, if 
an employee suffers an epileptic seizure, falls, and 
breaks his arm, is the case covered by the exception 
in section 1904.5(b)(2)(ii)? 

Neither the seizures nor the broken arm are 
recordable. Injuries and illnesses that result solely 
from non-work-related events or exposures are not 
recordable under the exception in section 1904.5(b)
(2)(ii). Epileptic seizures are a symptom of a disease 
of non-occupational origin, and the fact that they 
occur at work does not make them work-related. 
Because epileptic seizures are not work-related, 
injuries resulting solely from the seizures, such as 
the broken arm in the case in question, are not 
recordable.

This question involves the following sequence of 
events: Employee A drives to work, parks her car in 
the company parking lot and is walking across the 
lot when she is struck by a car driven by employee 
B, who is commuting to work. Both employees 
are seriously injured in the accident. Is either case 
work-related?

Neither employee’s injuries are recordable. While 
the employee parking lot is part of the work envi-
ronment under section 1904.5, injuries occurring 
there are not work-related if they meet the excep-
tion in section 1904.5(b)(2)(vii). Section 1904.5(b)
(2)(vii) excepts injuries caused by motor vehicle 
accidents occurring on the company parking lot 
while the employee is commuting to and from 
work. In the case in question, both employees’ 
injuries resulted from a motor vehicle accident in 
the company parking lot while the employees were 
commuting. Accordingly, the exception applies.  

Hospital discovers 
smarter way to lift
Physical ability tests plus lifts = safety

At Georgetown (SC) Hospital System, preventing 
injuries begins with an equation: The physical 

abilities of newly hired employees must meet the 
physical demands of the job.

That plan not only addresses the potential for 
injuries, but it also shines a light on the needs of 
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CNE OBJECTIVES / INSTRUCTIONS
The CNE objectives for Occupational Health 
Management are to help nurses and other 
occupational health professionals to: 
•  Develop employee wellness and prevention 
programs to improve employee health and 
productivity.
•  Identify employee health trends and issues.
•  Comply with OSHA and other federal 
regulations regarding employee health and 
safety.  

To earn credit for this activity, please follow these 
instructions.
1. Read and study the activity, using the provided ref-
erences for further research.
2. Log on to www.cmecity.com to take a post-test; 
tests can be taken after each issue or collectively at 
the end of the semester. First-time users will have to 
register on the site using the 8-digit subscriber number 
printed on their mailing label, invoice or renewal notice. 
3. Pass the online tests with a score of 100%; you will 
be allowed to answer the questions as many times as 
needed to achieve a score of 100%. 
4. After successfully completing the last test of the 
semester, your browser will be automatically directed 
to the activity evaluation form, which you will submit 
online. 
5. Once the completed evaluation is received, a credit 
letter will be e-mailed to you instantly.   

COMING IN FUTURE MONTHS

 How health reform 
will boost worksite 
wellness

 Teach employees 
to recognize hidden 
hazards 

 Prevent minor 
injuries from becoming 
chronic

 Take programs to 
the next level with 
marketing

the job tasks compared to the abilities of the work-
force. So when it turned out that too many pro-
spective nurses couldn’t attain the medium/heavy 
requirements of the job, Georgetown Hospital 
System reduced the job’s exertion level through a 
new program called Smart-Lift program.

Now, more newly hired nurses pass the physi-
cal agility tests — and fewer are injured, says 
Kathy Dowling, RN, BSN, manager of Employee 
Health Services. “Our injuries have decreased, and 
our workers’ compensation premiums have gone 
down,” she says.

New hires and those who are transferring into 
a new position take the physical agility test with 
an isokinetic machine, which provides resistance 
equivalent to the force applied to the machine. The 
test requires specific movement patterns, such as 
knee and shoulder flexion and extension. It is then 
analyzed by Industrial Physical Capability Services 
(IPCS), Inc., of Hudson, OH.

“It’s a workout,” says Dowling. “It gives us a 
physical picture of that person’s strength. It shows 
you where there might be some weakness in an 
extremity.”

For example, initially new nurses were required 
to be able to exert 35 to 50 pounds of force occa-
sionally, 15 to 20 pounds of force frequently, and 
10 pounds constantly to move objects using an 
isokinetic machine. But only about 70% of newly 
hired nurses were passing, Dowling says.

“We would give them conditioning and strength-
ening exercises and allow them to come back and 
retest after 90 days, after they had time to exercise 
and increase their strength,” she says.

Red, yellow, green mark patient needs

The solution: Lower the lifting requirements of 
the job. With the Smart-Lift program, the pass rate 
rose to 92%.

Smart-Lift is incorporated into the routine patient 
assessments and electronic medical record. At 
admission, each patient receives a mobility score, 
which indicates what type of lift equipment should 
be used. That score is updated by a reassessment 
every 24 hours.

The results are color-coded. If a patient’s score is 
zero, then they need no assistance with transferring. 
A green magnet is placed on their door.

A score of 1 to 5 indicates the need for some 
assistance, typically a gait belt. The door magnet is 
yellow. Patients with a 6 to 10 need help rising to a 
standing position, which indicates the use of a sit-
to-stand lift. The magnet is red with an ST.

Those with intermediate lifting needs (scores 11 
to 14) are indicated with a red magnet, and those 
who need full lift assistance, using the Arjo Maxilift, 
are indicated with a red magnet and MT.

“We used a very visual system so anyone going 
into the room knows immediately by looking at the 
magnet what level of assistance the patient needs,” 
says Sandra Raynes, RN, MEd, nursing operations 
director at Waccamaw Community Hospital in 
Murrells Inlet, SC, one of the system’s two hospitals.
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9. Which is recommended for return to work pro-
grams, according to Bonnie LaTour, RN, COHC, an 
occupational health nurse at NSK Steering Systems 
America in Bennington, VT?
A. Offer work restrictions only outside the employ-
ee’s own department.
B. Avoid putting caps on the number of weeks 
employees can work restricted duty jobs.
C. Give local physicians a tour of your facility 
and show them that you are open to providing 
restricted work.
D. Offer light duty instead of transitional duty.

10. Which is recommended regarding return to work 
policies, according to Donna Cohen, RN, BSN, 
COHN-S, CCM, manager of occupational health 
services at Memorial Health University Medical 
Center in Savannah, GA?
A. Include a return to work agreement listing the 
modified work the employee will be performing 
with a specific time frame defined by the physi-
cian.
B. Do not specify the supervisor’s need to maintain 
contact with the injured employee. 
C. Avoid defining modified duty, either the regular 
job with some tasks removed or an alternate job 
due to specific restrictions.
D. Do not specify the anticipated date the employ-
ee will return to regular duty.

11. Which is recommended regarding employee 
reporting of safety concerns, according to Pam 
Dannenberg, RN, COHN-S, CAE, ergonomic and 
occupational health services manager at EK Health 
Services in San Jose, CA?
A. Provide only a single way for employees to pro-
vide safety input.
B. Avoid posting signage on the importance of 
reporting near misses.
C. Inform employees that anonymous suggestions 
won’t receive a response.
D. Ask an employee who was injured or in a near 
miss situation for solutions.

12. Which is true regarding risks of low back disorders 
in employees, according to Dick Trono, RN, occupa-
tional health coordinator at Rutland (VT) Regional 
Medical Center?
A.  Smokers are not at higher risk of disability due 
to low back disorders.
B. Early care of chronic conditions can increase the 
risk of long periods of disability.
C. None of the known risks for low back disorders 
are modifiable.
D.  Exercises should be developed based on spe-
cific physical demands of the job.
 

The patient assessments are based on a number 
of factors, including: the patients’ medical condi-
tion, the medications they receive, their ability to 
support their weight, their ability to follow instruc-
tions, or whether they’re experiencing dizziness, 
and their weight and body mass index. Patients 
with respiratory compromise or fatigue also may 
need more assistance.   



Occupational Health Management
Confidential Salary Survey

This confidential salary survey is being conducted to gather information for a special report later in the year. Watch in
coming months for your issue detailing the results of this survey and the overall state of employment in your field.

Instructions: Select your answers by filling in the appropriate bubbles completely. Please answer each question as
accurately as possible. If you are unsure of how to answer any question, use your best judgment. Your responses will
be strictly confidential. Do not put your name or any other identifying information on this survey form.

6. Where is your facility located?
A. urban area

B. suburban area

C. medium-sized city

D. rural area

A. academic

B. agency

C. health department

D. clinic

E. college health service

F. consulting

G. hospital

H. private practice

8. What is the work environment of your employer?

A. male

B. female

3. What is your sex?

A. 20-25

B. 26-30

C. 31-35

D. 36-40

E. 41-45

F. 46-50

G. 51-55

H. 56-60

I. 61-65

J. 66+

4. What is your age?

A. college or university

B. federal government

C. state, county, or city government

D. nonprofit

E. for profit

F. self-employed

10. Which best describes the ownership
or control of your employer?A. region 1

B. region 2

C. region 3

D. region 4

E. region 5

F. Canada

G. other

9. Please indicate where your employer is located.

1. What is your current title?

A. medical director

B. director occ-health

C. manager/coordinator

D. occ-health nurse

E. administrator

G. other

2. What is your highest degree?

A. BSN

B. MSN

C. MD

D. MBA

E. MPH

F. PhD

G. other

A. salary decreased

B. no change

C. 1% to 3% increase

D. 4% to 6% increase

E. 7% to 10% increase

F. 11% to 15% increase

G. 16% to 20% increase

H. 21% increase or more

7. In the last year, how has your salary changed?

5. What is your annual gross income from your
primary health care position?

A. Less than $30,000

B. $30,000 to $39,999

C. $40,000 to $49,999

D. $50,000 to $59,999

E. $60,000 to $69,999

F. $70,000 to $79,999

G. $80,000 to $89,999

H. $90,000 to $99,999

I. $100,000 to $129,999

J. $130,000 or more

F. consultant
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A. less than 20

B. 20-30

C. 31-40

D. 41-45

E. 46-50

F. 51-55

G. 56-60

H. 61-65

I. 65+

15. How many hours a week do you work?

Page 2

Deadline for Responses: Oct. 15, 2011

Thank you very much for your time. The results of the survey will be reported in an upcoming issue of the
newsletter, along with an analysis of the economic state of your field. Please return this form in the enclosed,
postage-paid envelope as soon as possible. If the envelope is not available, mail the form to: Salary Survey,
AHC Media, P.O. Box 105109, Atlanta, GA 30348.

A. less than 1 year

B. 1-3 years

C. 4-6 years

D. 7-9 years

E. 10-12 years

F. 13-15 years

G. 16-18 years

H. 19-21 years

I. 22-24 years

J. 25+ years

12. How long have you worked in
occupational health?

A. less than 1 year

B. 1-3 years

C. 4-6 years

D. 7-9 years

E. 10-12 years

F. 13-15 years

G. 16-18 years

H. 19-21 years

I. 22-24 years

J. 25+ years

13. How long have you worked in health care?

A. 1-3

B. 4-6

C. 7-10

D. 11-15

E. 16-20

F. 21-40

G. 41-60

H. 61-80

I. 81-100

J. 101 or more

14. How many people do you supervise?

A. Gained positions

B. No change

C. Lost positions

16. How has the size of your staff changed
in the past 12 months?

A. Yes

B. No

11. Are you an independent occupational
health consultant?

If yes, for how long?
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