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EXECUTIVE SUMMARY
Employees may misuse or become addicted to pain medications due to over-
use of opioids for chronic conditions or acute work-related injuries, but this 
may go undetected. To prevent this:
• Consider other treatments before opioids.
• Follow a clear plan if opioids are part of treatment.
• Perform periodic drug testing and use prescription monitoring programs.

Injured employee? He or she may 
be at high risk for opioid addiction
‘The trap: They feel this is the only treatment that is effective’

 

An employee's misuse of opioids may go undetected unless there is a positive 
drug screen, poor job performance, high absenteeism, erratic behavior, an 

accident or near miss, or an overdose. You may be the only one who can pre-
vent this from happening.

Overuse of opioids for chronic conditions can result in employees becoming 
addicted or misusing pain medications, according to the American College of 
Occupational and Environmental Medicine's 2011 Guidelines for the Chronic 
Use of Opioids. The guidelines were developed by a multidisciplinary expert 
panel to manage injured workers whose pain hasn't been controlled by more 
conservative means. 

“Opiate medications are widely prescribed for short-term relief of acute 
work-related strains, sprains, and soft tissue disorders,” says Matthew Hughes, 
MD, MPH, assistant editor-in-chief of the guidelines, and a physician at Rocky 
Mountain Center for Occupational and Environmental Health in Salt Lake 
City, UT. 

For employees with chronic conditions, there are many treatments that 
should be considered before opioids, however, including exercise and aerobic 
activity, topical medications, heat, non-steroidal anti-inflammatory drugs, low-
dose tricyclic anti-depressants, select anti-convulsant agents for some disorders, 
and self-applied palliative modalities such as transcutaneous electrical nerve 
stimulation.

Beware the trap
 
Often, opioid medications are extended for chronic use, to treat musculoskel-

etal conditions such as low back pain, neck pain, shoulder pain, or even arthri-
tis. “Patients may fall into the trap that they feel this is the only treatment that 
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is effective,” he says. “Often, these patients have been 
told they have a certain condition, which they don’t 
entirely understand. They then receive inadequate or 
ineffective treatments along with the opioid therapy.”

Some clinicians may be uninformed about the 
unproven efficacy, significant side effects and high 
mortality rates associated with chronic opioid use, 
and may exhibit prescribing patterns favoring use of 
these medications. 

“Formal medical education has long been deficient 
in addressing these issues in training programs,” he 
says.  

As an occupational health professional, you play 
an important role in preventing the inappropriate or 
misuse of opioid medications in the workplace. He 
recommends these practices:

• When contemplating use of opioids for chronic 

non-cancer conditions, follow a clear treatment plan.
This should include a comprehensive pre-treatment 

assessment, identification of contraindications, estab-
lishing informed consent after educating the injured 
worker on the benefits and risks, establishing a writ-
ten treatment plan with goals and objectives, using an 
opioid treatment agreement, obtaining specialist refer-
ral when indicated, and establishing a follow-up plan.

• Utilize prescription monitoring programs, if 
available, prior to initiation of and periodically dur-
ing opioid treatment.

Determine the patient's prior history of prescrip-
tion opioid use, patterns and frequency of use, and 
other sources of opioid prescriptions, to identify 
employees abusing opioids, or at high risk for this.  

• Perform periodic drug testing and close follow-
up of employees using opioid medications.

“Documented improvement in function, and/or 
quality of life, should be requisite for continuing opi-
oid therapy,” he says.

• Help workers that are abusing or misusing opi-
oid medications for chronic conditions.

These employees may be best served by referrals 
to specialists with expertise in mental and behavioral 
health, and to clinicians experienced in pain manage-
ment with a focus on functional recovery.  

“A generic referral to the employers’ Employee 
Assistance Program would likely be suboptimal,” he 
says.

• Remember that there is very limited evidence 
that opioid therapy is effective for chronic non cancer 
pain.  

“It is therefore only recommended for select 
patients with moderate or severe pain that signifi-
cantly affects function or quality of life, and after fail-
ure of other non-opioid treatments,” he says. 

SOURCE
For more information on preventing abuse of opioid therapy, contact:

• Matthew Hughes, MD, MPH, Rocky Mountain Center for 
Occupational and Environmental Health, Salt Lake City, UT. Phone: 
(801) 581-4800. E-mail: matthew.hughes@hsc.utah.edu.  n

‘No smokers’ hired: 
Avoiding lawsuits

Growing numbers of companies are implement-
ing “no hire” policies for smokers, while others 

are imposing health premium penalties for workers 
who smoke. Reasons include higher health care costs, 
decreased productivity, and higher absenteeism — all 
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linked to smoking.
“There is a push to make it more difficult to 

smoke, because of the implications on costs,” notes 
John E. Sweeney, an employment attorney at Tully 
Rinckey PLLC in Albany, NY. “The momentum 
seems to be going in the direction of tightening rules 
and regulations to disallow smoking.”

New York law differs from that of other states 
because of a specific statute stating that  employers 
can’t fire or refuse to hire an individual because of 
his or her legal use of consumable products, on the 
condition that it occurs before or after the employee’s 
work shift and off the premises. 

While a workplace in New York state can establish 
smoke-free policies, “an outright ban or discrimina-
tion can’t occur in any way, shape or form,” he says. 
In fact, an employer can be successfully sued for dam-
ages if they discriminate against an employee because 
he or she is a smoker. 

“The law has not uniformly developed regarding 
no-hire policies for smokers, or banning employees 
from smoking outside of work,” says Christopher 
W. Olmsted, an employment attorney with Barker, 
Olmsted & Barnier in San Diego, CA.

For example, in California, terminations on 
account of an employee exercising any lawful rights 
are prohibited. While many employers have moved 
forward with no-hire policies for smokers, this hasn’t 
been either endorsed or prohibited by the courts yet.

“It remains an open question as to whether smok-
ing counts as a lawful right, and how California 
courts might apply this Labor Code section,” he says. 

Still uncertainty

Another area of legal uncertainty is whether medi-
cal privacy laws apply to information about smoking 
habits. The courts have not clearly defined whether 
the disclosure of such information would violate pri-
vacy rights. 

EXECUTIVE SUMMARY
There is a trend of more companies implementing “no 
hire” policies or penalties for smokers, but state laws on 
this vary, and occupational health professionals may learn 
of an employee’s unreported status as a smoker. Some 
items to consider:
• Discuss the process to follow before an employee reports 
smoking.
• Remember it’s the employee’s responsibility to self-
report his or her smoking status.
• Be ready to help smokers who have experienced a 
relapse.

“Given the uncertainty of the law at this time, the 
best practice for a conservative occupational health 
professional is to err on the side of caution,” he says. 
“Refrain from passing on information regarding 
smoking habits.”

Another approach is to implement a policy of “full 
disclosure.” This means that the employer should 
disclose, and the employee should acknowledge, that 
any information regarding smoking habits obtained 
from any source, including occupational health pro-
fessionals, may affect the ongoing employment rela-
tionship or the provision of benefits. 

“Furthermore, the occupational health professional 
should inform the employee that any information 
obtained regarding smoking habits may be passed on 
to the employer,” he says.

Admittedly, few employees may then disclose 
their smoking habits to you, but at least those that 
do choose to do this will know the possible con-
sequences. Thus, he says, “the risk of a legal claim 
would seem to be substantially diminished.”

Smoking is not a protected classification from a 
discrimination perspective, says Harold M. Goldner, 
an attorney with Kraut Harris in Blue Bell, PA, and 
couldn’t be brought in under the Americans with 
Disabilities Act because active addiction is not a pro-
tected classification and can’t be considered as a dis-
ability from a medical perspective.

“I can’t imagine myself representing a smoker who 
says, ‘I was fired because I was addicted to nicotine,’ 
and having a jury be sympathetic,” he says. “I don’t 
see these cases as having any wheels.”

Ethical considerations

The Virginia Beach Fire Department has had a 
“no tobacco use” policy in place since 1991, with all 
employees required to sign an agreement that states 
they will not use tobacco products, on or off duty, as 
a condition of employment. 

“This program is aimed at increasing members’ 
overall health,” says Kenneth A. Pravetz, health and 
safety officer. “It has improved the performance of 
the organization, reduced injuries, and led to a more 
fit and better informed workforce.”

If occupational health professionals are employees 
of the company, they’re  also responsible for imple-
menting company policies. Thus, if the company has 
a mandatory reporting policy for smoking, you’re 
presumably required to report this information.

However, you also have a responsibility to protect 
the confidentiality of a worker’s health information. 
Where does this leave you if an employee reports 
being a smoker when there is a no-smoking policy in 
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the workplace?
“The occupational health professional will have a 

real dilemma in these types of situations,” says Susan 
Kennerly, RN, PhD, associate professor and deputy 
director of the occupational health nursing program 
at the College of Nursing at University of Cincinnati 
(OH). She gives these recommendations:

• Discuss the process to follow, and the occupa-
tional health role, before an incident occurs;

• Keep in mind that by accepting or continu-
ing employment with full awareness of differential 
premiums for smokers, the employee who smokes 
without reporting must accept the responsibility for 
self-reporting;

• If the employee acknowledges a failure to report 
his or her smoking status, give notice that it will be 
reported, thus giving him or her the opportunity to 
self-report within a designated time period.

“The implications of no-hire and no smoker poli-
cies are of both a legal and ethical nature,” she says. 
Potential conflicts between fairness to employees, and 
duty to one’s employer, may create both personal and 
professional stress for occupational health.

While you’re bound by professional responsibility 
to address the health needs of individual employ-
ees, you must also ensure that the employee’s per-
sonal health information is protected according to 
Health Insurance Portability and Accountability Act 
(HIPAA) requirements. 

“The greatest legal risk to occupational health, in 
this case, is a potential HIPAA violation,” she says. 
This is why it’s important to anticipate the possibility 
that some employees may acknowledge smoking as 
part of the health interview, and discuss the expected 
reporting process in advance with higher-ups.  

“Negotiating with supervisors for policy imple-
mentation, based on the occupational health profes-
sional’s encouragement of employee self-reporting, 
may reduce the risk of being perceived as in violation 
of company policy,” she says. 

SOURCES

For more information on the legal implications of no-smoking poli-
cies, contact:

• Christopher W. Olmsted, Barker, Olmsted & Barnier, APLC, San 
Diego, CA. Phone: (619) 682-4820. Fax: (619) 220-7056. E-mail: cwo@
barkerolmsted.com.
• Harold M. Goldner, Kraut Harris, PC, Blue Bell, PA. Phone: (215) 542-
4900. Fax: (215) 542-0199. E-mail: hgoldner@krautharris.com.
• John Sweeney, Tully Rinckey, PLLC, Washington, DC. Phone: (202) 
787-1900. E-mail: jsweeney@1888law4life.com.
• Susan Kennerly, RN, PhD, Associate Professor, Deputy Director of 
Occupational Health Nursing Program, College of Nursing, University 
of Cincinnati. E-mail: kennersm@ucmail.uc.edu. 
• Kenneth A. Pravetz, Health and Safety Officer, Virginia Beach Fire 
Department. Phone: (757) 385-8713. E-mail: kpravetz@vbgov.com  n

Your role: Get smokers
help, address relapses

Occupational health should consider an employ-
ee’s tobacco dependence as a “chronic relapsing 

condition,” according to the Office of the Surgeon 
General’s Treating Tobacco Use and Dependence 
clinical practice guideline 2008 update.

“It is likely that you will encounter former smok-
ers who have experienced a relapse,” says Linda 
Sarna, DNSc, RN, AOCN, FAAN, professor and 
Lulu Wolf Hassenplug Endowed Chair at the 
University of California — Los Angeles’ School of 
Nursing. “Relapse is very common and needs to be 
addressed.” She gives these recommendations:

• Occupational health professionals shouldn’t 
feel compelled to report this information to human 
resources, as smokers then wouldn’t feel comfortable 
getting the help they need. 

“Smoking is not just a habit, but an addiction that 
affects the brain,” she says. “Additionally, it is diffi-
cult to hide smoking, as the smoker’s clothing smells. 
It is very obvious if workers come back from a smoke 
break.”

While colleagues or supervisors may report smok-
ers, this doesn’t need to be the role of occupational 
health. “In any nurse/patient interaction, including 
the work setting, it is important for the patient to feel 
comfortable in sharing their health issues,” she says. 
“The law speaks to requirements reporting suspected 
abuse and sexually transmitted diseases, but not 
tobacco use.”

• Laws about exposure to secondhand smoke 
should be addressed if employees are smoking in a 
facility where this isn’t allowed. 

“This would not just be the responsibility of occu-
pational health, but of others involved in promoting a 
safe environment,” she says.

• In terms of insurance premiums, workers should 
be the ones held responsible for reporting their health 
issues honestly. 

Employees may be less than forthcoming about 
many things regarding their health, not just smoking. 
“There may be work policies about what happens 
when a worker does not tell the truth about a condi-
tion or about smoking,” she says. “This would put 
their own coverage at risk.”

• If smokers are not able to get help from occu-
pational health nurses for smoking cessation, this 
will eliminate the potential benefits of successful pro-
grams. 

There is a trend toward entire smoke-free campus 
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environments, not just individual buildings, making 
it very difficult for workers to smoke. When these 
policies go into place, smokers tend to quit en masse. 
“Having smoking cessation programs in place is piv-
otal, if such changes are made,” she says.

SOURCE
For more information on the occupational health role in smoking 
cessation, contact:

• Linda Sarna, DNSc, RN, AOCN, FAAN, Professor and Lulu Wolf 
Hassenplug Endowed Chair, School of Nursing, University of 
California, Los Angeles. Phone: (310) 825-8690. Fax: (310) 206-9695. 
E-mail: lsarna@sonnet.ucla.edu.  n

Get record participation 
for flu shots, this year 
`It’s always been a struggle.’

Despite tireless efforts to promote workplace 
influenza vaccination programs, the vast major-

ity of occupational health professionals see participa-
tion rates that are far less than what they hoped for. 
One reason, not surprisingly, is a misconception that 
the vaccine itself can give you the flu.

“We spend a lot of time educating employees that 
you are not going to get the flu from the vaccine,” 
says Susan L. Zarzycki, RN,COHN,CM, an occupa-
tional health manager at Finch Paper in Glen Falls, 
NY. “It’s always been a struggle.”

The weekly employee newsletter, staff meetings, 
and internal televised programs are all getting out 
that important message, but there was only a 25% 
overall participation rate in the company last year. 
This contrasts with a 98% participation rate among 
the company’s executives, however. 

One reason for the discrepancy may be that while 
occupational health nurses worked hard to offer the 
vaccine during various dates and shifts, employees 
had to come to them to receive the shot. However, 
nurses went directly to the offices of executives to give 
them the vaccine. 

This year, a different approach will be tried. 
Occupational health nurses will give vaccines right in 
the employee’s department, companywide. Last year, 
200 employees out of 800 were vaccinated, and this 
year an extra 100 vaccines was ordered.

“Some people believe that health is their personal 
business that belongs at home,” she adds. “Sadly, you 
aren’t always going to change those people.”

To increase participation, occupational health 
should “stay connected with the employee benefits 

department,” advises Beth Lundholm, MS, LP, 
manager of health risk management at Minnesota 
Management and Budget in St. Paul. “Take an active 
role in promoting the workplace clinics.” She says 
these things were key to the agency’s success:

• A partnership was formed between the agency, 
the flu shot administrator, health insurance carriers, 
and the state health department.

• Dedicated site coordinators plan and roll out the 
workplace clinics.

• Posters, e-mails and web pages are used to pro-
mote the campaign.

• A FAQ sheet is distributed to employees. 
“This answers questions about the flu vaccine, and 

some myths that are out there about the flu,” says 
Dawn Cvengros, MA, RD, the agency’s program 
strategy and integration manager. “That is one of our 
biggest challenges.”

Give many options

Long waits in line that prevent a speedy return to 
work will work against you. “If a worker can have 
release time to go get the shot, they will be more 
likely to do it,” says Dawn Stone, RN, a Fullerton, 
CA-based nurse practitioner and former occupational 
health nurse at Miller’s Brewing Company, University 
of California—Los Angeles’ Occupational Health 
Facility, and Northrop. She recommends:

• Offering many opportunities for employees to 
receive their influenza immunization;

• Advertising the dates, times and locations often, 
using e-mail messages and eye-catching posters in 
strategic locations;

• Providing privacy and confidentiality during the 
process;

• Giving a fun, low-cost incentive such as a sticker, 
hand sanitizer, or healthy treat;

• Having supervisors and managers make 
announcements;

• Offering a cost for the immunization that is 
lower than what local drug stores charge for the same 
service. “It should also be lower than the worker’s 
co-payment for an office visit with their health care 
professional,” she says.

SOURCES
For more information on influenza vaccination programs, contact:

• Dawn Cvengros, MA, RD, Program Strategy and Integration 
Manager, Minnesota Management and Budget, St. Paul. Phone: (651) 
259-3705. E-mail: dawn.cvengros@state.mn.us.
• Beth Lundholm, MS, LP, Manager, Health Risk Management, 
Minnesota Management and Budget, St. Paul. Phone: (651) 259-
3731. E-mail: Beth.Lundholm@state.mn.us.
• Dawn Stone, RN, Fullerton, CA. Phone: (714) 516-2695. E-mail: 
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dawnstonenp@yahoo.com.
• Susan L. Zarzycki, RN, COHN, CM, Occupational Health Manager, 
Finch Paper, Glen Falls, NY. Phone: (518) 793-2541, ext. 5389. Fax: 
(518) 793-1872. E-mail: susan.zarzycki@finchpaper.com.  n

OSHA targets workplace 
violence at hospitals
Assaults on HCWs remain a top problem

Hospitals are places of high emotion and drama, 
of pain and fear, of last resort, and sometimes 

of desperation. In this patient-centered world, there 
has been a high tolerance of aggressive or explosive 
behavior. But not anymore.

For the first time, the U.S. Occupational Safety 
and Health Administration has provided specific 
instructions to its inspectors about using the general 
duty clause to address incidents of workplace vio-
lence. Health care is included among the industries 
identified as “susceptible to workplace violence.”

“Employers may be found in violation of the 
general duty clause if they fail to reduce or eliminate 
serious recognized hazards,” OSHA’s compliance 
directive says. “Furthermore, investigations should 
focus on the availability to employers of feasible 
means of preventing or minimizing such hazards.”

The OSHA directive comes in the wake of two 
high-profile enforcement actions in Bangor, ME, 
and Danbury, CT, where hospitals were cited for 
failing to implement a comprehensive violence pre-
vention program despite numerous violent incidents. 
Meanwhile, violence in hospitals has gained increas-
ing attention with new state laws and pressure from 
unions and professional organizations.

Connecticut recently passed a law requiring hos-
pitals to implement violence prevention programs, 
joining New Jersey, California, Illinois, Oregon and 
Washington, which have similar laws. Other states 
have raised the penalties for assaulting a health care 
worker. 

While the OSHA directive doesn’t require specific 
steps for employers to take, “it clearly identifies, 
from an enforcement perspective, your industry 
as one that has a recognized hazard,” says Brad 
Hammock, an attorney with Jackson Lewis in 
Reston, VA, who specializes in occupational health 
law.

‘An important step’

A single random act of violence wouldn’t neces-

sarily trigger any action by OSHA. But the compli-
ance directive is raising awareness of the hazard. 
(Hospitals already were put on notice by the Joint 
Commission accrediting body in 2010 with a 
Sentinel Event Alert: http://bit.ly/rtT5rn)

“We specifically identified the health care indus-
try as having a history of problems in this area,” 
says an OSHA spokesperson. “We just wanted to 
ensure that the compliance officers recognized this 
and understood the proper procedures not only for 
finding violations, but in terms of general educa-
tion of employers.”

Inspectors may ask about hazard assessments, 
incident reviews, employee training, and a work-
place violence prevention plan, according to the 
directive. They will interview employees and look 
at a variety of records, including security and 
police reports. (For OSHA-recommended prac-
tices, see related story, p.128.)

The OSHA directive is an important step, says 
AnnMarie Papa, DNP, RN, CEN, NE-BC, FAEN, 
president of the Emergency Nurses Association 
and clinical director of emergency nursing at the 
Hospital of the University of Pennsylvania.

“While we are certainly pleased that OSHA has 
issued this compliance directive, like any other 
tool, it must be used,” she says. “This directive, 
along with the tools available through ENA and 
elsewhere, leave few excuses for health care orga-
nizations who fail to provide a safe work environ-
ment.

“While violence cannot be eliminated, it can 
certainly be reduced from the unacceptable levels 
we are currently seeing,” she says. “It is now up to 
the health care organizations to take a more pro-
active approach to keeping nurses and other health 
care workers safe from violence.”

A stream of abuse from patients

Violence has become endemic in the nation’s 
hospitals. Acute care hospitals account for almost 
one in 10 of all workplace assaults that lead to 
lost workdays. In surveys, nurses reveal a constant 
stream of lesser assaults.

An online survey of 3,211 nurses by the 
Emergency Nurses Association found that more 
than half (54.8%) had experienced physical vio-
lence or verbal abuse within the past week.1 A 
New Jersey survey of registered nurses found 
that one third had experienced violence in their 
hospital or nursing home.2 (A sample survey tool, 
which can be used to assess workplace violence in 
the ER, has been inserted into this issue.)
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“People come into the ER in a state of crisis, so 
you know they’re going to be more angered – but 
that’s doesn’t mean it’s right,” says Papa. “I think 
now people are saying, ‘What can we do and how 
can we stop it?’”

A shooting at Danbury Hospital in 2010 
spurred the recent passage of the Connecticut 
workplace violence law. The injured nurse, who 
was shot three times by an elderly cardiac patient, 
eventually returned to work in nursing education 
and still is impacted by the injuries, says Mary 
Consoli, RN, BSN, president of the Danbury 
Nurses Union, an affiliate of the American 
Federation of Teachers. He previously was an 
assistant nurse manager working at the bedside. 
(See HEH, October 2010, cover story.)

Connecticut‘s law was designed to require hos-
pitals to follow best practices, Consoli says. But 
the state laws also send a message throughout 
health care, she says.

“It’s not part of the job to be abused,” she says. 
“It’s not part of the job to be attacked by patients. 
It’s not part of the job to risk your life. You 
shouldn’t have to go to work and worry if you’re 
going to come home in one piece.”

The New Jersey law was passed in 2007 in 
the wake of a report sponsored by the National 
Institute for Occupational Health and Safety 
(NIOSH) that highlighted gaps in reporting and 
training at hospitals. Now New Jersey hospitals 
and nursing homes are required to have a commit-
tee that develops and maintains a workplace vio-
lence prevention plan. The facilities must conduct 
annual workplace violence risk assessments, pro-
vide annual training, and keep a record of violent 
acts against employees.

“With the workplace violence committee, issues 
get addressed, whereas they might not have been 
in the past,” says Bernie Gerard Jr., RN, BSN, 
vice president of Health Professionals and Allied 
Employees in Emerson, NJ, a union that repre-
sents nurses and other health care workers in New 
Jersey and Pennsylvania.

NIOSH has launched a study of the impact 
of the New Jersey law. “Our central hypothesis 
is that the hospitals that have a high compli-
ance with the regulation will have low rates of 
violence-related injury,” says Marilyn Ridenour, 
RN, BSN, MBA, MPH, CPH, nurse epidemiolo-
gist with NIOSH’s Division of Safety Research in 
Morgantown, WV.

The study may lead to a compilation of best 
practices that can help reduce violent incidents, 
she says.

Shootings are random, violence is not

Shootings at hospitals make the headlines with 
regularity: In Orlando, a transplant surgeon was 
shot and killed by a patient. A man opened fire 
after arguing with another man in the lobby of a 
medical center in Omaha. A former soldier with 
a small arsenal of weapons took hostages at a 
Savannah hospital. 

In September 2010, a man upset about the care 
his mother, a cancer patient, had received, shot 
his mother’s surgeon at Johns Hopkins Hospital 
in Baltimore, then killed his mother and himself. 
In the wake of that shooting, two Johns Hopkins 
physicians reflected on the problem of violence 
in America’s hospitals in an opinion piece in the 
Journal of the American Medical Association.3

“The perception that health care facilities 
located in high-crime neighborhoods are at partic-
ular risk because of local gun violence is not well 
supported by data,” they wrote. “Health facility 
shootings have tended to be random, at smaller 
centers, and unrelated to local violence. To under-
score, the shooter at our institution was 50 years 
old, lived out of state (with his mother), had no 
criminal background, held a responsible job, and 
had a license to carry a firearm in his home state.”

Rather than installing magnetometers to detect 
weapons, hospitals should focus on efforts to 
address the more common assaults, the authors 
said.

Hospitals also should make sure they address 
the stress that results from both physical and ver-
bal assaults by providing counseling to employ-
ees, says Papa. Nurses may feel conflicted about 
reporting incidents because of their concern for 
patients, and they often face logistical barriers to 
reporting incidents if they don’t have an OSHA-
recordable injury, says Papa.

“I would challenge organizations to be creative 
so they can make it easy for the nurses to report 
this,” she says.

REFERENCES

1. Emergency Nurses Association. Emergency department 
violence surveillance study. August 2010, Des Plaines, IL. 
Available at http://bit.ly/nOy9xK 
2. Peek-Asa C, Casteel C, Allareddy V, et al. Workplace 
violence and prevention in New Jersey hospital emergency 
departments. J Occup Environ Med 2007; 49:756-763..
Available at http://1.usa.gov/otI7iZ
3. Kelen GD and Catlett CL. Violence in the health care set-
ting. JAMA 2011; 304:1-2.  n
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OSHA: Take steps to 
reduce work violence

In its compliance directive on workplace vio-
lence, the U.S. Occupational Safety and Health 

Administration advises employers to conduct a 
hazard analysis, assess needs for physical changes to 
reduce risk, provide employee training, and imple-
ment a variety of controls, such as bright lighting and 
security cameras. The agency also advises employers 
to keep an incident log and develop a workplace vio-
lence prevention program.

Some of the key recommendations for health care 
administrative and work practice controls are sum-
marized below. (More information is available at the 
new OSHA website on workplace violence: http://1.
usa.gov/6zEZBp) 

• State clearly to patients, clients and employees 
that violence is not permitted or tolerated.  

• Ensure that adequate and properly trained staff is 
available to restrain patients or clients, if necessary.  

• Provide sensitive and timely information to 
people waiting in line or in waiting rooms. Adopt 
measures to decrease waiting time.  

• Ensure that adequate and qualified staff is avail-
able at all times. The times of greatest risk occur dur-
ing patient transfers, emergency responses, mealtimes 
and at night. Areas with the greatest risk include 
admission units and crisis or acute care units. 

• Institute a sign-in procedure with passes for visi-
tors, especially in a newborn nursery or pediatric 
department. Enforce visitor hours and procedures.  

• Establish a list of “restricted visitors” for patients 
with a history of violence or gang activity. Make cop-
ies available at security checkpoints, nurses’ stations 
and visitor sign-in areas.  

• Review and revise visitor check systems, when 
necessary. Limit information given to outsiders about 
hospitalized victims of violence.  

• Supervise the movement of psychiatric clients 
and patients throughout the facility. 

• Control access to facilities other than waiting 
rooms, particularly drug storage or pharmacy areas.  

• Determine the behavioral history of new and 
transferred patients to learn about any past violent or 
assaultive behaviors.  

• Establish a system — such as chart tags, log 
books or verbal census reports — to identify patients 
and clients with assaultive behavior problems. Keep 
in mind patient confidentiality and worker safety 
issues. Update as needed. Review any workplace vio-
lence incidents from the previous shift during change-

in-shift meetings. 
• Treat and interview aggressive or agitated clients 

in relatively open areas that still maintain privacy and 
confidentiality (such as rooms with removable parti-
tions).  

• Use case management conferences with cowork-
ers and supervisors to discuss ways to effectively treat 
potentially violent patients.  

• Prepare contingency plans to treat clients who 
are “acting out” or making verbal or physical attacks 
or threats. Consider using certified employee assis-
tance professionals or in-house social service or occu-
pational health service staff to help diffuse patient or 
client anger.  

• Transfer assaultive clients to acute care units, 
criminal units or other more restrictive settings.  

• Ensure that nurses, physicians and other clini-
cians are not alone when performing intimate physi-
cal examinations of patients.  

• Discourage employees from wearing necklaces or 
chains to help prevent possible strangulation in con-
frontational situations. Urge community workers to 
carry only required identification and money.  

• Survey the facility periodically to remove tools or 
possessions left by visitors or maintenance staff that 
could be used inappropriately by patients.  

• Provide staff with identification badges, prefera-
bly without last names, to readily verify employment.  

• Discourage employees from carrying keys, pens 
or other items that could be used as weapons.  

• Provide staff members with security escorts to 
parking areas in evening or late hours. Ensure that 
parking areas are highly visible, well lit and safely 
accessible to the building. 

• Use the “buddy system,” especially when per-
sonal safety may be threatened. Encourage home 
healthcare providers, social service workers and oth-
ers to avoid threatening situations.  

• Advise staff to exercise extra care in elevators, 
stairwells and unfamiliar residences; leave the prem-
ises immediately if there is a hazardous situation; or 
request police escort, if needed.  n

‘Violence is not part
of anybody’s job’
Assaults lead to stress and injury

After his cheek was fractured when a patient 
smashed a fist into his jaw in the emergency 

department, Jeaux Rinehart, RN, BSN, PHN, fig-
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ured he’d had enough. He worked for 32 years as 
an emergency room nurse and loved it, but finally 
he could no longer tolerate patients hitting, yelling, 
cursing, or spitting at him.

“The violence is getting worse and worse and 
worse,” he says. “I have to finally put my foot down 
and remove myself from the environment.”

Rinehart’s experience reveals the impact that 
workplace violence has on the everyday lives of 
hospital employees, especially those who work in 
high-risk units such as the emergency department or 
psychiatric unit. An online survey by the Emergency 
Nurses Association found that 26.6% of ER nurses 
had considered leaving the emergency department 
and 9.5% had considered leaving nursing because of 
workplace violence.

For Rinehart, the beginning of the end came three 
years ago, when he was working triage and a man 
approached, seeking methadone. Rinehart told him 
that he would need to be evaluated for pain medi-
cation, but that the emergency department doesn’t 
provide methadone.

As the patient grew angrier, Rinehart’s survival 
instinct kicked in. He figured he needed to get out, 
so he turned around and headed for the rear door. 
(The triage room had two doors.) Before he could 
get there, the patient hit him on the back of the head 
with a billy club then swung at his face, fracturing 
his cheek.

Nearby, someone witnessed the incident and 
called a Code Strong, a signal that means “severe 
incident, respond immediately.” The man ran off 
and wasn’t identified. He had given a false name 
and information.

After he recovered, Rinehart returned to work, 
feeling a bit shaky and wary. Then another day, a 
man who was brought in by the police for a psychi-
atric evaluation got out of his restraints. He punched 
Rinehart in the face, then spewed a ball of spit at the 
nurse. When Rinehart restrained him, the patient 
said, “When I get out of here I’m going to go home 
and get a gun and come back and shoot you dead.”

Rinehart wanted to press charges, but he faced 
reluctance. Often, nurses report that police dis-
courage them from pressing charges because of 
the patient’s mental or medical state. In this case, 
Rinehart persevered and the patient received a four-
month jail term. He still frequents the hospital’s 
emergency room.

Yet Rinehart has moved on, into an administra-
tive job that takes him away from the patients he 
once was devoted to treating. (Rinehart, who is 
from Seattle, asked HEH not to mention the name 
of his hospital.)

“Violence is not a part of anybody’s job,” he 
says. “You wouldn’t take it at home, in the store or 
on the bus. Why would you take it at work?”

Sometimes Rinehart walks through the emergency 
department. “I hear patients yelling at each other 
and the staff. It brings back all the memories of why 
I did what I did,” he says. “It was the right deci-
sion.”

Nurses seek better reporting

Police officers sometimes bring people to 
the psych unit of Antelope Valley Hospital in 
Lancaster, CA, to be evaluated because of aberrant 
behavior. But when hospital workers call the police 
because of an assault by a patient in the psych unit, 
they seem surprised that someone would want to 
file a report, says charge nurse Colleen Sichley, RN, 
BSN.

“Where did we ever give anyone the right to 
assault someone else?” says Sichley. “If a mentally 
ill person assaults a police office or a fireman, I 
believe there are penalties.”

About a year ago, another nurse in Sichley’s 
unit went into a patient’s room to medicate her. 
The patient suddenly grabbed her by the hair and 
started smashing her head against the floor. The 
nurse was out of work with head and neck injuries 
for more than six months, Sichley says.

Many other incidents occur with threats, kicks, 
slaps — aggressive behavior that doesn’t result in 
injury. The California Nurses Association spon-
sored a bill to strengthen the state’s current work-
place violence law by requiring improved reporting, 
training and response to incidents. “There would 
actually be some legal consequences for assaults 
against health care workers,” Sichley says.

Meanwhile, Sichley tries to look out for her co-
workers. “My goal as a charge nurse is to make 
sure my staff members are safe and all my patients 
are safe,” she says. “If I get a feeling that something 
is wrong, I’m on the phone trying to get medication 
or security.

“When I see a patient who is very tense, punch-
ing their fists, jaws tight, those are the people I 
think are ready to blow. We try to find a quieter 
place and give them some attention. Some calming 
medication often helps to reduce that,” says Sichley.

Better staffing would help, as well, both in pro-
viding back-up for employees and reducing the 
frustration patients feel when they have to wait for 
care, she says.“I want to help people get better,” 
says Sichley. “I didn’t realize I was going to be hurt 
along the way.”  n
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Get real: Reactions that
is, to occ health program 
It could save a lot of money

If you’re planning to invest in dozens of moun-
tain bikes for sedentary office workers to ride 

during lunch breaks, you may abandon the idea 
if most admit they’d never use them because they 
don’t want to get sweaty at work. On the other 
hand, if a worker tells you she wouldn’t dream 
of using the company gym because it’s too dirty, 
providing antibacterial wipes is an easy, low-cost 
solution. 

“Before you start a program, you should 
always, always get input from employees,” says 
Tracey L. Yap, RN, PhD, assistant professor at 
Duke University School of Nursing in Durham, 
NC. “Never assume you know what will work for 
them in their world.”

To get truthful feedback, use these approaches:
1. Hire an outside company.
An employee may have no intention of partici-

pating in any wellness program unless it’s offered 
during her lunch hour, but you may never learn 
this even if you ask directly. Employees may fear a 
lack of confidentiality if you do a survey in-house. 
“It’s worth investing in an outside company to do 
the survey,” she says. 

2. Allow employees time during the workday to 
complete a survey.

“Don’t expect them to do it on their own time,” 
she says. 

3. Evaluate the program at regular intervals.
Participants may jump at the chance to start a 

walking program, for instance, but numbers may 
soon dwindle. Why not learn the reason for this? 

It’s a mistake to start an occupational health 
program and then ignore it for a year or so. “You 
should be tweaking it all the way through,” she 
says. “No one builds a perfect program right out 
of the gate.”

If an employee stopped participating in a pro-
gram he formerly enjoyed, don’t hesitate to ask 
the reason. One woman confided that the real 
reason she stopped going to a fitness program was 
because she dreaded being weighed in front of the 
company nurse. 

“If you find out it’s a big enough problem for 
one person to pull out of a program, chances are 
others feel the same way,” she says. 

4. Tell employees you’re looking for barriers 

and potential obstacles, not compliments.
Describe what you’re planning, then say, “I’m 

looking for you to show me where the flaws are 
in this.” “Let them know how you envision the 
program, then let them poke holes in your vision,” 
she says. “Give them permission to do that.”

SOURCES
For more information on obtaining feedback on occupational 
health programs, contact:

• Tracey L. Yap, RN, PhD, Assistant Professor, Duke University 
School of Nursing, Durham, NC. Phone: (919) 613-6170. Fax: 
(919) 681-8899. E-mail: tracey.yap@duke.edu.  n

Does med adherence 
affect work health?

While medication adherence is a critical ele-
ment in reducing the impact of illness, 

employers should view it as just one of many 
components that are needed in strategic employee 
health management initiatives.1 

Researchers analyzed data from over 64,000 
workers with chronic health conditions at five 
employers. Even in a population with high medica-
tion adherence, individuals with high health risks 
and comorbid medical conditions were still signifi-
cant predictors of workplace productivity loss. 

The researchers did find some reduction in 
health-related productivity loss when employees 
complied with taking prescribed medications for 
medical conditions, such as diabetes and heart dis-
ease. 

However, unless the employees reduced their 
health risks, such as obesity and smoking, they 
often still experienced lower job performance. 
“Their health risks continued to impact them,” 
says Ron Loeppke, MD, MPH, FACOEM, the 
study's lead author.

To get to the root causes of decreased produc-
tivity, you’ll need to offer employees a full spec-
trum of prevention efforts to reduce health risks. 
“This keeps healthy people healthy, while screen-
ing for earlier detection of health risks and condi-
tions that can be reduced and managed,” he says. 

REFERENCE
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absence and job performance. Journal of Occupational & 
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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

n Your role in starting 
a fragrance-free 
workplace

n Get employees to 
market occ health 
programs

n Manage drug-
seeking behavior in 
worker's comp cases

n How to stay in 
touch with injured 
employees

1. Which is recommended regarding use of opioids by 
employees, according to Matthew Hughes, MD, MPH, a 
physician at Rocky Mountain Center for Occupational 
and Environmental Health in Salt Lake City, UT?
A. Documented improvement in function and/or qual-
ity of life should not be required for continuing opioid 
therapy.
B. Non-steroidal anti-inflammatory drugs should not be 
considered as a possible alternative to treatment with 
opioids.
C. Occupational health should avoid utilizing prescrip-
tion monitoring programs to identify an employee's 
prior history of opioid use.
D. Employees using opioid medications should be 
closely followed, including periodic drug testing.

2. Which is recommended to obtain feedback from employ-
ees about occupational health programs, according 
to Tracey L. Yap, RN, PhD, assistant professor at Duke 
University School of Nursing in Durham, NC?
A. Do all surveys internally instead of hiring an outside 
company.
B. Ask employees not to complete surveys during the 
workday.
C. If an employee stops participating in a program, ask 
him or her the reason why.
D. Don't evaluate a program until the 12-month mark 
has passed. 

3. Which is true regarding occupational health and smoking 
policies in workplaces, according to Linda Sarna, DNSc, 
RN, AOCN, FAAN, Professor and Lulu Wolf Hassenplug 
Endowed Chair at University of California--Los Angeles' 
School of Nursing?
A. The occupational health professional should be pre-
pared to address the needs of former smokers who have 
experienced a relapse.
B. Workplaces in any state can be successfully sued for 
discrimination if smoke-free policies are established.
B. Occupational health should avoid discussing the 
process to follow if an employee acknowledges smoking 
during the health interview, unless an incident actually 
occurs.
C. The occupational health nurse, not the employee, 
must accept the responsibility for reporting the em-
ployee's smoking status if there are different health 
premiums for smokers.

4. Which is true regarding medication adherence and work-
place productivity, according to a study published in 
Journal of Occupational & Environmental Medicine?
A. There was no reduction at all in health-related pro-
ductivity loss when employees complied with taking 
prescribed medications for medical conditions such as 
diabetes and heart disease.
B. Even in a population with high medication adherence, 
individual health risks and comorbid health conditions 
are significant predictors of workplace productivity loss.
C. In employees with high medication adherence, there 
was lower productivity even if health risks such as obe-
sity and smoking were not reduced.
D.  Even if employees with high medication adherence 
reduced their health risks such as obesity and smoking, 
they still experienced dramatically lower productivity 
through absenteeism and presenteeism. 

Environmental Medicine 2011; 53(6):595-604.

SOURCES
For more information on medication adherence and workplace 
productivity, contact:

• Ron Loeppke, MD, MPH, FACOEM, FACPM, Vice Chairman 
of the Board, U.S. Preventive Medicine, Inc. Phone: (615) 
289-5393. Fax: (615) 373-2946. E-mail: RLoeppke.MD@
USPreventiveMedicine.com.  n
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