
OSHA’s draft of ergo guidelines for 
nursing homes praised and criticized
Industry professionals respond with praise and criticism

In the wake of its ill-fated ergonomics rule, the U.S. Occupational
Health & Safety Administration (OSHA) decided, instead, to draft a
series of ergonomic guidelines for specific industries. Significantly, 

the first of these drafts to be published deals with health care workers —
those in nursing homes.

In addressing this working population, OSHA identified several key
ergonomics stressors common to these professionals that put them at high
risk:

• Force: the amount of physical effort required to perform a task (such
as heavy lifting) or to maintain control of equipment or tools;

• Repetition: performing the same motion or series of motions contin-
ually or frequently;

• Awkward postures: assuming positions that place stress on the body,
such as reaching above shoulder height, kneeling, squatting, leaning over
a bed, or twisting the torso while lifting;

• Vibration: rapid oscillation of the body or part of the body, often
caused by use of powered hand tools or equipment;

• Contact stress: pressing the body or part of the body against a hard
or sharp edge, such as using the hand as a hammer.

The draft guidelines go on to address key management and training
issues and offer diagrammed examples of ergonomic-friendly practices.

Better than a rule

The guidelines were presented for comment from the industry, culmi-
nating in a meeting of stakeholders in November 2002. While reaction to
the guidelines themselves has been mixed, there was no question that
they were preferable to an ergonomic rule.

“Rule making is dead, I believe,” says Deborah V. DiBenedetto, MBA,
RN, COHN-S/CM, ABDA, president of the Atlanta-based American
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Association of Occupational Health Nurses
(AAOHN). Part of the reason, she notes, is that
the current administration looks favorably upon
business. “I am all in favor of guidelines, and if
they are easy enough to implement that they pro-
vide a business case for a return on investment,
this gives you a winning combination.”

Kurt Hegmann, MD, MPH, an associate pro-
fessor at the University of Utah, Salt Lake City,
and chair of the ACOEM (American College of
Occupational and Environmental Medicine)
ergonomics committee, agrees. 

“As opposed to a rule, a guideline is not
mandatory, but rather is supposed in theory to
represent best practices,” he notes. “A straight-
jacket approach has been shown to fail in
ergonomics so in the view of many people,
rules are not appropriate. However, some peo-
ple feel that if you don’t have mandatory pro-
tections against potential job exposure, some

workplaces will do nothing.”
Hegmann argues, however, that the work-

places that are likely to do nothing in the absence
of mandatory regulations are small employers,
“And even if there were a regulation they would
likely to do nothing anyway. So it’s reasonable to
try guidelines and see what happens.”

DiBenedetto, for one, is gratified that the first
OSHA ergonomic guidelines deal with health
care. “This is only appropriate,” she says. “More
than 50% of all health care worker injuries are
musculoskeletal, and it makes sense to target an
at-risk population. This is an appropriate first
jump out of the box for OSHA.” 

What’s right, what’s wrong

Both DiBenedetto and Hegmann found positive
aspects to the document (web site: www.osha-slc.
gov/ergonomics/guidelines/nursinghome/index.
html).

“It’s a good working document, but it has to be
more turnkey and operational for the user,” says
DiBenedetto. “My main recommendation is that
they have a sample program where you can
almost fill in the blanks. Also, we should engage
in a more multidisciplined approach, including
human resources, for example, because they deal
with workers’ comp.”

AAOHN offers a detailed response on its web
site, www.aaohn.org. Among some of its other
suggestions are:

• Add an executive summary and simplify
content.

• Tailor the guidelines to multisized facilities,
to address resource issues and challenges com-
mon to smaller nursing homes.

• Include more information about how to
implement an ergonomics program.

• Provide additional detail on how to garner
management commitment.

• Elaborate on the training section to include
more information about a regular training sched-
ule, as well as how to train all nursing home staff
— not just those who will be developing the pro-
gram — about ergonomics procedures.

Hegmann notes that the primary evidence for
the need of an ergonomics program in a nursing
home setting is in respect to back pain from
patient transfers. “The guidelines primarily deal
with that, but in my opinion they should only do
that,” he says. “In other areas, we have little evi-
dence, so to be helpful it would be better to stick
to only back pain from transfers.”
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However, he adds, the guideline is not as help-
ful as it could be because “there is more specific
information available [on back pain from trans-
fers] from the research community, which proba-
bly should have been taken into account.”

Thus, he says, the result is more of a menu of
options rather than a hierarchical approach to
altering manual patient transfers. “The latter
would possibly have occurred had more informa-
tion been used in the process of developing this
guideline,” he suggests.

Nevertheless, he observes, “The guidelines do
appear to discuss most of the available technolo-
gies to be used to reduce the amount of force for
transfers, it is relatively easy to read and, unlike
most documents of this type, it uses pictures, so
people can actually see the devices.” (OSHA
also offers valuable advice on the selection of
an equipment supplier. See above chart.)

Ergonomics works

One of the key assertions made in the draft
guidelines is that “facilities that have imple-
mented ergonomics-based injury prevention pro-
grams using effective engineering and work

practice controls have achieved considerable suc-
cess in reducing work-related injuries and work-
ers’ compensation costs.”

The authors go on to suggest that additional
benefits of effective ergonomics programs can
include reduced staff turnover (thus, lower costs
for training and administration); reduced absen-
teeism; increased productivity; improved morale;
reduced resident injury; and increased resident
comfort. 

OSHA provides several examples of effective
ergonomics programs in nursing homes and
some of the key aspects of their programs:

• Wyandot County Nursing Home in Upper
Sandusky, OH, reported that staff had suffered
back injuries, including a single injury that
resulted in workers’ compensation costs of
$240,000. The facility acquired 18 ceiling lifts, as
well as portable total lifts, sit-to-stand lifts, a lift
walker, and 58 electrically adjustable beds at a
cost of approximately $150,000. Since Wyandot
implemented a policy of performing all assisted
resident transfers with mechanical lifts or gait
belts, back injuries from resident lifting have been
eliminated. Increased efficiency has allowed staff
members to spend more time with residents, and
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The Occupational Safety and Health Administra-
tion’s (OSHA) draft ergonomics guidelines for nurs-

ing homes notes that the selection of the equipment
supplier is an important consideration in the procure-
ment of control equipment. A good working relation-
ship with your supplier, says OSHA, is critical because
“it facilitates obtaining training for employees in how to
use equipment, modifying the equipment for special
circumstances, and procuring parts and service when
needed.” Here are some questions OSHA suggests
you use to help select the supplier that best meets the
needs of your facility:
• Availability of technical service — Is over-the-

phone assistance, as well as on-site assistance,
for repairs and service of the lift available?

• Availability of parts — Which parts will be in stock
and available in a short time frame and how soon
can they be shipped to your location?

• Storage ability of the mechanical lift — Is it too big
for your facility? Can it be stored in close proxim-
ity to the area(s) where it is used?

• If needed, are a charging unit and backup battery
included?

• What is the simplicity of the charging unit and how
much space will be required for a battery charger
if one is needed?

• If the lift has a self-contained charging unit, how
much space will be necessary for charging and
what electrical receptacles are required?

• What is the minimum charging time of a battery?
• How high is the base of the lift, and will it fit under

the bed and various other pieces of furniture?
• How wide is the base of the lift or is it adjustable

to a wider and lockable position? How many peo-
ple are required to operate the lift for lifting of a
typical 200-pound person?

• Does the lift-activation device (pendant) have
remote capabilities?

• How many sizes and types of slings are available?
• What type of sling is available for optimum infec-

tion control?
• Is the device versatile? Can it be a sit-to-stand lift,

as well as a lift device? Can it be a sit-to-stand lift
and an ambulation-assist device?

• What is the speed and noise level of the device?
• Will the lift go to floor level? How high will it go?

Keys to Selecting an Equipment Supplier

Source: Occupational Safety and Health Administration, Washington, DC.



Interfacilty communication 
key to violence prevention
Pilot studies show coordination often is lacking 

With all the complex issues raised by work-
place violence, it may be something as sim-

ple as communication that holds the key to success.
Not that policies, training, and a safe work envi-
ronment aren’t important, but poor communica-
tion can minimize the effectiveness of the best
efforts in these areas.

This is among the key early findings in pilot
studies of selected health care facilities being con-
ducted by Corinne Peek-Asa, PhD, an associate
professor of occupational health at the University
of Iowa’s Injury Prevention Research Center, in
Iowa City.

Peek-Asa’s work is being funded by a grant
from the National Institute of Occupational
Safety & Health (NIOSH) under the Workplace
Violence Research Initiative — the first-ever fed-
erally directed legislative appropriation for work-
place violence research, she says.

Peek-Asa is studying the effectiveness of two
initiatives in California: Cal/OSHA’s “Guidelines
for Security and Safety of Health Care and Com-
munity Service Workers,” released in 1993, and

the California Hospital Security Act of 1993,
which required licensed acute care and psychi-
atric facilities to implement a comprehensive
program by July 1995. 

Such a two-pronged approach is unique in this
country, and one of Peek-Asa’s goals is to ascer-
tain whether it should serve as a national model.
In her pilot work, which began about a year ago,
she says that many of her findings are applicable
not only to health care facilities, but to the major-
ity of workplace environments.

Who’s on first?

Peek-Asa asserts that one of her most striking
findings to date is that there seems to be a lack of
communication between the different components
of security programs. “So even though a facility
may have a lot of the requisite pieces in place —
training, policies, security guards — the security
guards don’t know what the training program is,
and the floor staff may not know what the policies
are,” she observes. “Management might know
what’s in the policy, while floor staff may know
that one exists, but not what it is.”

Sometimes a creative approach to trying to pre-
vent violence can also contribute to communica-
tion problems, says Peek-Asa. “For example,
we’ve found that some nurses have an innovative
way of communicating aggressive behavior; they
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caregivers’ attitudes and energy levels have
reportedly improved. In addition, residents no
longer complain of shoulder pain and bruises
that had previously been associated with manual
resident handling.

• At Citizens Memorial Health Care Facility in
Bolivar, MO, concern about the number of injuries
related to lifting and their economic impact led to
the establishment of an ergonomics component in
the existing safety and health program. The facility
emphasized education and the use of assistive
devices. In each of the four years after the program
was established, the number of OSHA-recordable
lifting-related injuries declined by at least 45% over
previous levels, and the number of associated lost
workdays declined by at least 55%. These reduc-
tions contributed to a direct savings of approxi-
mately $150,000 in workers’ compensation costs
over a five-year period.

• The Sisters of Charity Health System in
Lewiston, ME, established an ergonomics pro-
gram, which included staff involvement through

a number of committees and an ergonomics task
force, the purchase of 15 mechanical lifts, special-
ized ergonomics training, and provisions for
medical management when injuries occurred. 

Two years later, workers’ compensation costs
related to MSDs (musculoskeletal disorders) had
declined by approximately 35%. The ergonomics
program was also reported to have contributed 
to reduced turnover and absenteeism, increased
efficiency and effectiveness, and improved
morale among employees.

[For more information, contact:
• Deborah V. DiBenedetto, MBA, RN, COHN-

S/CM, ABDA, president, American Association of
Occupational Health Nurses, 2920 Brandywine Road,
Suite 100, Atlanta, GA 30341. E-mail: president
@aahn.org.

• Kurt Hegmann, MD, MPH, associate professor,
Department of Family and Preventive Medicine, Public
Health Programs, University of Utah, 375 Chipeta Way,
Suite A, Salt Lake City, UT 84108. Telephone: (801)
587-3333. E-mail: khegmann@dfpm.utah.edu.] ■



may tag the patient’s chart in a certain way,” she
explains. “However, the security guards might
not know what the tags on the chart are; in fact,
they may not even be part of official policy.”

Such communication problems, says Peek-Asa,
can actually minimize the potential effectiveness
of the California model. “In our research, we
have found that hospitals have actually made a
great deal of effort [to comply],” she says. “We
don’t know how many did it because of the legis-
lation, and how many did it out of concern for
reducing violence. But all the facilities we have
looked at had implemented training, all had writ-
ten policies, and all had spent some funds for
security in some way — guards or equipment.
What I hope to be able to conclude is that with 
a little more effort in coordinating what’s being
done, it will make the efforts that much more
effective.”

The key elements

In most workplaces, says Peek-Asa, the work-
place violence programs should look about the
same, “but communication must be there,” she
insists.

So, too, must these key elements:
• An administrative approach: Policies must

be written, available, and in place.
• Training: In any workplace, all employees

should get some level of training. 
• Environmental control: Security equipment,

proper lighting, and security guards. 
A small workplace may not require security

guards, but some level of environmental control
should be in place.

Training, says Peek-Asa, is a very important
concept and cannot be overlooked. “Even though
the [California] legislature requires that everyone
on staff get training, some docs are excluded, or
in-house floating staff, or contract employees,”
she notes. “It’s very important that [contract
employees] be trained, because they are the ones
who are least familiar with the environment.”

While some facilities contract out their train-
ing, others have it done by their security guards.
This is not always a good idea, warns Peek-Asa.
“Some guards themselves often don’t have a lot
of training in workplace violence prevention,”
she notes. “What we saw ranged from very good
to not so good.”

If the key elements are all in place, its essential
that they be coordinated. This responsibility should
reside with the safety committee, she says.

“We found that every hospital had a safety
committee,” she notes. “The ones that seemed to
be most effective combined a broad representa-
tion of departments. In a small clinic or work-
place, that could mean everybody.”

What’s important, she stresses, is that at regu-
lar meetings of this committee key issues should
be addressed and ironed out. “The organization
must take this on as a cause,” she says, emphasiz-
ing again that broad representation is key. “So,
for example, when you talk about important
training issues, security is there.”

Another key issue that arose in her pilot stud-
ies was surveillance. “No hospital had a really
good surveillance effort, although everyone
thought they had one,” she says.

“For example, there are a number of different
ways to report events, but there was no database
that included all of the events. What we tended to
find was that the only ongoing data was that fol-
lowed by the risk assessment or security office,
while most of the reporting was in response to
standard requirements, like when someone misses
time from work. Usually [that type of informa-
tion] ends up in individual files, and not in any
database.”

Peek-Asa says she expects to publish the find-
ings of her pilot projects in about a year.

[For more information, contact: 
• Corinne Peek-Asa, PhD, associate professor 

of occupational health, Injury Prevention Research
Center, the University of Iowa, Iowa City, IA 52242.
Telephone: (319) 335-4895. E-mail: Corinne-peek-asa
@uiowa.edu.] ■

Licit drugs a threat 
to worker wellness
Illicit drugs are not the only problem

An exclusive focus on illicit drug use by
employees is causing the nation’s occupa-

tional health professionals to overlook another
major threat to worker health and safety: licit
drug use. 

That’s the stark assertion of Rick Lippin, MD,
FACOEM, a medical planner based in Southamp-
ton, PA. Lippin, who is trained in futurology, fore-
casts megatrends in medicine. (For example, in
1985 he correctly forecast that the application of the
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infectious disease model to occupational medicine
would, in most cases, fail.)

There are two reasons that licit drugs pose
such a serious threat, says Lippin. “No. 1 is the
increase in usage. No. 2 is the failure of our pro-
fessionals to adequately address their impact on
performance, especially in terms of the CNS [cen-
tral nervous system]. This, by extrapolation,
moves into the area of health and safety.”

MROs (medical review officers, an occ-med
subspecialty) have an excessive focus on legal
drugs, but not enough of one on licit drugs,
Lippin says. “While some mechanisms within
MRO training do emphasize the impact of licit
drugs, it is not nearly enough,” he says. “The rea-
son for that is a corruption in the licit versus illicit
mentality. We are carrying out the policies of a
society of leaders obsessed with illicit drugs.
We’re so obsessed with marijuana and cocaine,
but we have a huge number of workers walking
around with prescribed drugs that are impacting
on their performance. But we don’t measure per-
formance — we look for drugs in the urine. ”

A triple threat

Lippin sees the threat coming from three dis-
tinct types of licit drugs: analgesics, psychotrop-
ics, and sedating antihistamines.

In the area of analgesics, he points out drugs
such as Tylenol with codeine or Percocet. “You
and I could very easily verify that the use of those
two meds in the last 10 years among workers has
significantly increased,” he says. “Workers are
aging, they’re in more pain for a lot of reasons,
and they’re taking more pain relief medications.
And, they’re trying to work through that pain
because they’re afraid of losing their jobs.”

However, he notes, there have been a number
of studies on the impact of narcotics on perfor-
mance. “If you pull out the PDR [Physician’s Desk
Reference] on those two pills and look at the side
effects, drowsiness is clearly one, as are impaired
cognition and impaired motor abilities,” says
Lippin. “Does that make them the devil? Not nec-
essarily, but if you drive a truck or work around
machinery, it might.”

In the area of psychotropics, over the last 10-15
years, there has been a huge prescripting shift of
physicians from anti-anxiety agents to stimulants,
and also to antidepressant medications, he says.
“The number of active workers in this country
estimated to be on drugs like Prozac, in my opin-
ion, is way underreported,” Lippin claims. “In

essence, it’s like the elephant sitting in the living
room that no one is talking about. Not that these
drugs don’t help people, but they do have side
effects.”

In other words, he says, we have to take a good
hard look at the use of these drugs by workers in
safety-sensitive jobs. “You’ve got to look at what
Zoloft, for example, does to performance func-
tions,” he advises. 

Sedating antihistamines can be both bought
over the counter and prescribed. “The pharma-
ceutical industry has responded by coming up
with nonsedating antihistamines, and these
should be used liberally,” Lippin advises. “But
some physicians prescribe sedating antihis-
tamines because they are cheaper. People gobble
these up over the counter during allergy season
in particular, and they walk around drowsy. But
if you talk to a typical occ-med professional,
they’re not looking for that.”

What we should do

Lippin recommends that occupational health
professionals take several steps to help offset the
potential threat posed by licit drugs.

“We should do a much better job, even though
we’re not required to by DOT [Department of
Transportation] or other agencies, to take a com-
plete medication history,” he says. “We should
aggressively pursue discussions with patients
[about licit drug use] and record whether or not
they are experiencing CNS side effects.”

Second, he says, occupational health profes-
sionals should lobby for change, both on the
micro and macro level levels, for agencies like the
DOT to be more inclusive of the whole licit drug
issue. “The FAA [Federal Aviation Administra-
tion] has formularies which list certain drugs,
and they do a better job than the average indus-
try. After all, they don’t want pilots to make
errors to the point where they crash and kill hun-
dreds of people,” says Lippin. “They have testing
panels and procedures in place that are much
more aggressive in terms of licit drugs. I hold
them up as a potential model for DOT and others
to follow.”

Last but not least, he says, we need to move
away from policing urine to assessing perfor-
mance. “We should support the research of those
companies that are trying to replace drug testing
with CNS performance testing,” he declares.
“Even fatigue is a safety hazard. Fatigue, stress,
it doesn’t matter — what matters is the person’s
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brain is not functioning. That’s the whole prob-
lem with drug testing; it misses this.”

In 20 years, the futurist predicts, this focus on
drug testing will be looked back on as a major
tragedy in the history of American medicine. “We
will be looked upon as having abandoned profes-
sional ethics — not looking at safety and health,
but instead, becoming pseudo-cops,” he warns.

“We are an arm of the drug czars, instead of
being practitioners worried about whether our
workers are safe and healthy.”

[For more information, contact: 
• Rick Lippin, MD, FACOEM. E-mail: 

ralippin@aol.com. Web: www.ricklippin.com.] ■

Two simple questions 
help spot depression
Study says screening important, easy to do

“Over the past two weeks, have you felt
down, depressed, or hopeless?” and

“Over the past two weeks, have you felt little
interest or pleasure in doing things?” Those two
simple questions may be as effective as more
complex tools in helping to spot employees who
may be suffering from depression and in identify-
ing those workers who should be referred for a
thorough diagnostic workup. 

With proper diagnosis and treatment following
the two-question screening, workers suffering
from depression are likely to experience signifi-
cant clinical improvement and, as a result, be
more productive at work.

These are among the most significant asser-
tions in A Screening Program for Depression, a
new statement from the Arlington Heights, IL-
based American College of Occupational and
Environmental Medicine (ACOEM).

In its statement, ACOEM:
• Endorses the report of the U.S. Preventive

Services Task Force (USPSTF) on Screening for
Depression; 

• Takes the position that screening is an
appropriate part of the practice of clinical occu-
pational medicine, which can be a valuable
addition to acute injury or illness care, fitness
for duty evaluations, and clinical preventive
medical examinations.

“This not uncommon disorder can wreak
havoc with the health and productivity of work-
ers and their families,” notes Alan Engelberg,
MD, chairman of ACOEM’s Occupational Mental
Health Committee and director of programs and
global processes in global occupational health
services for IBM, in Somers, NY.

What the USPSTF found

The USPS Task Force, a panel of specialists in
preventive medicine, reviews existing literature
and has come up with what Ebgelberg calls “very
specific and critically tight guidelines on how to
apply the evidence and produce reports.” Its key
findings are as follows:

• There is good evidence that screening
improves the accurate identification of depressed
patients in primary care settings and that treat-
ment of depressed adults identified in primary
care settings decreases clinical morbidity.

• Large benefits have been observed in stud-
ies in which the communication of screening
results is coordinated with effective follow-up
and treatment.

• Many formal screening tools are available.
However, asking two simple questions about
mood and anhedonia (a state in which an indi-
vidual is unable to feel joy) may be as effective as
using any of the longer screening instruments.

• Clinical practices that screen for depression
should have systems in place to ensure that posi-
tive screening results are followed by accurate
diagnosis, effective treatment, and careful follow-
up. Benefits from screening are unlikely to be
realized unless such systems are functioning well.

Screening not enough

It’s important to remember, Engelberg
emphasizes, that it’s not enough just to screen.
“If you’re talking about an occ-med physician,
workplaces and clients will often have an EAP
[employee assistance program], as will some
hospitals,” he notes. “Otherwise, you should be
set up with a psychiatrist or psychologist. The
important thing is to have someone to follow
up.”

But it is the occupational health professional
who actually asks the two screening questions,
notes Engelberg. “What the task force basically
says is that you can have the standard clinic pop-
ulation come in and just ask the questions as you
would any questions in a medical history,” he
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says. “If you ask these questions, you’ll pick up
depression you might not otherwise pick up.” 

Another key point ACOEM makes in its state-
ment is that presenteeism (when workers report
to work, but are not performing up to par) is the
largest single cost of depression — all the more
reason to screen for employees who may need
help. “What we’re trying to say here, and more
and more studies are coming out to support this,
is that there are people who continue to go to
work who have various medical conditions that
affect their productivity at work. So this is an evi-
dence-based conclusion.”

[For more information, contact: 
• Alan Engelberg, MD, director of programs and

global processes in global occupational health services,
IBM, Somers, NY. Telephone: (914) 766-0237.] ■

Grandma may have been 
right: Heat works best
Topical heat may effective for back pain

In our relentless pursuit of new technology and
better and ever more effective drug therapies,

we can sometimes overlook the fact that some
basic truths of healing still apply.

One of those truths may be the efficacy of
continuous low-level heat therapy for back
pain and other musculoskeletal discomfort,
says Ron Stout, MD, MPH, medical director,
global health care business, for Cincinnati-
based Procter & Gamble. 

Part of the problem, he adds, is that we may
have been operating under some erroneous
assumptions about how low-level heat can best
be used. 

“As clinicians, we have been trained for years
to consider heat as part of our armamentarium
for treating low back pain and other muscu-
loskeletal pain, but we have also been trained 
to use it for no more than 20 minutes at a time,”
says Stout. 

This protocol is not based in science as we
know it today, but on the ways research was con-
ducted in the 1950s, he explains. 

“At that time, the heat source was an infrared
heat lamp. If you applied it for more than 20 min-
utes, you’d develop skin irritation — that is,

you’d burn the skin. Today, I’m not aware of any
clinicians who use those lamps.”

Yet the most common nondrug therapies for
back pain continued to be based on that research
and with mixed results at best. “Doctors would
tell their patients to go home to bed for a week,”
Stout notes. “During that time, you can lose 7% of
your musculature, so this creates a vicious cycle;
when you lose muscle, that increases the likeli-
hood you will have back pain again.”

Testing Grandma’s theories

Another misconception that grew out of earlier
research was that superficial heat does not pene-
trate deeply, says Stout, but that was never really
scientifically investigated until relatively recently.

“We as doctors have said that if it feels good,
put heat on the area for no more than 20 minutes,
three times a day. But Grandma would tell us to
go home, go to bed, go to sleep on the heating
pad, and we would feel better in the morning —
and we did,” says Stout. “People would wake up
with more relief than they would get from just
using heat for 20 minutes at a time. Of course,
another concern was that they’d have a higher
propensity to get burned if they slept with the
heating pad on a higher setting.”

This aroused the curiosity of scientists, how-
ever. “As researchers, we had to ask, what’s
going on? Does topical heat penetrate?” Stout
poses. For the past eight years, Procter & Gamble,
in partnership with Michigan State University,
the University of Michigan, Brigham Young
University, and others, conducted a series of
studies into the subject. (See “Additional read-
ing,” p. 9.)

“That research showed that low-level, long-
term heat does penetrate tissues deeply,” Stout
observes. 

The researchers understood that heat, time and
temperature all interact to increase the likelihood
of being burned. “We wanted to net out at a place
that was efficacious and noninjurious,” notes
Stout. “We arrived at a product that works for a
minimum of eight hours at 104° F.” That product
is the ThermaCare heat wrap.

“The real neat thing is not that it uses oxida-
tion to create heat — we see that in hand warm-
ers and boot warmers,” notes Stout. “But we
found a way to control that heat. We stole the
micromesh technology from our colleagues in
‘Bounty’ [paper towels] to control the rate at
which oxygen gets to the chemical matrix.” 
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In a recent study published in the journal
Spine, Stout’s colleagues demonstrated that their
heat wrap therapy provided more efficacy that
ibuprofen and acetaminophen. Pain relief was
greater for the heat wrap, not only on day one,
but over a four-day period as well, and no seri-
ous adverse events were reported.

The success of long-term use of thermal heat
wraps creates the opportunity for a true paradigm
shift in the treatment of back and other muscu-
loskeletal pain. “This shift will occur when physi-
cians realize that they really don’t have to dump
nonsteroidals [e.g., Motrin, Advil] down patients’
throats,” says Stout. “When we give these pills,
we recognize more and more that there’s a price
to be paid.”

There are significant side effects with nons-
teroidals, notes Stout, from GI upset to ulcers.
“Some people even have an idiosyncratic reac-
tion such as anaphylactic shock,” he says.
“Nonsteroidals are not a benign therapy. They
can also be associated with an increase in
hypertension.”

Stout is not suggesting that occ-med physicians
throw away their pills. “But when we have a
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Back Pain Self-Care Decision Tree

Source: Ron Stout, MD, MPH, Procter & Gamble, Cincinnati.

Additional reading
• Akin MD, Weingand KW, Hengehold DA, et al.

Continuous low-level heat in the treatment of dys-
menorrhea. Obstet Gynecol  2001; 97:343-349.

• Steiner DJ, Erasala GN, Hengehold DA, et al.
Continuous low-level topical heat therapy for trapez-
ius myalgia. Proceedings, 19th Annual Scientific
Meeting of the American Pain Society, Atlanta; 2000.

• Nadler SF, Feinberg JH, Reisman S, et al. Effect of
topical heat on electromyographic power density
spectrum in subjects with myofascial pain and nor-
mal controls: A pilot study. Am J Phys Med Rehabil
2001; 80(11):809-815.

• Harris H, Stevenson S, Baldwin A, et al. Strength 
and soreness after eccentric exercise. Med Sci Sports
Exercise 1998; 30(5):S102.

• Weingand K, Hengehold D, Knight E, et al. Topical
heat provides pain relief of delayed-onset muscle
soreness of the distal quadriceps muscle. Med Sci
Sports Exercise 1999; 31(5):S75.

• Nadler SF, Steiner DJ, Erasala GN, et al. Continuous,
low-level heat wrap therapy provides more efficacy
than ibuprofen and acetaminophen for acute low
back pain. Spine 2002; 27(10): 1,012-1,017. ■



choice and efficacy is comparable, we have to get
out of the habit of writing a quick scrip and look
at exercise modalities and other therapies, instead
of just counting on a pill.” (For more on the dan-
gers of prescription or over-the-counter drugs,
see the story on p. 5. For suggested protocols 
for treating back pain, see the charts on p. 9 and
above.)

Today, there are several heat wrap products on
the market. On what basis should such products
be selected?

“No. 1, make sure the product has a consistent
temperature profile,” Stout advises. “We know
that temperature, time, and pressure all interact
to create the likelihood of getting blisters. One
reason we picked 104° as a target is that for the
vast majority of consumers it was efficacious and
safe.”

The second piece, says Stout, is how long you
can use the therapy. The third involves the area
for which it is intended. “If you have sore mus-
cles, can you efficiently and effectively get the
heat to them?” asks Stout. The final considera-
tion, he says, should be ease of use.

The ultimate lesson in all of this may be that

Grandma knows best. “Grandma knew it, and
science now supports it,” Stout concludes.

[For more information, contact: 
• Ron Stout, MD, MPH, medical director, global

health care business, Procter & Gamble, Cincinnati.
Telephone: (513) 622-2788.] ■

Case manager listserv 
offers new resources
Professionals can share information

Occupational health case managers in search
of new sources of information on best prac-

tices or referral resources need look no further
than their e-mail mailbox, if they are members of
CM Onelist. This listserv for case managers, pro-
vided at no cost, is run by Michael J. Demoratz,
PhD, LCSW, CCM, president of CareMedical
Systems Inc, in Mission Viejo, CA.
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“This is a resource of information for case man-
agers,” he explains. “For example, you may be
looking for a physician who provides quality
pain management services. The way it was done
20 years ago, a social worker would call a hospi-
tal to get resources. Today, with voice mail, you
can’t get anyone; you’re not a priority unless they
know who you are.”

Enhancing communication

Demoratz got the idea for the service four
years ago, when he was serving as treasurer 
of the Case Management Society of America,
Southern California chapter. “I wanted a way to
communicate with our membership in a manner
that was both more efficient and cost-effective,”
he recalls. “We set it up as a listserv that people
could sign on to and get an e-mail response.”

Since then, the applications of the service have
expanded. “For example, your readers would
probably use it to put out new educational mate-
rials,” Demoratz offers. “Say there’s some new
procedure, or information about a new product
they liked. They could post that information on-
line so that it was available to everybody else.” It
also can be used to post local chapter meetings,
or industrywide meetings of interest, if a member
is looking to boost attendance, he suggests.

“Right now, there are probably half a dozen
meetings coming up,” he notes. “Members can
attach registration forms that can be printed out
and faxed or e-mailed back.” 

One of the most significant features of the ser-
vice, says Demoratz, is that it helps keep health
care professionals connected. “If you feel isolated,
as the only occupational health nurse in a shop,
the only other way you could communicate
would be to go to meetings or talk on the tele-
phone,” he notes. Case managers use the list he
has put together to keep connected to the masses
of professionals in case management, he notes.

“People share whatever they feel comfortable
in sharing,” he explains. “I have no problem with
most of the postings.” 

He notes, however, that since CM Onelist uses

a secure server, and members have to log in, peo-
ple are less inclined to post something inflamma-
tory. “They can market their services, talk about
who they are and what they do,” Demoratz
notes. “As long as they put educational material
out there, nobody cares.”

He makes it easier for members to navigate the
service by providing a digest version daily, with
major topics listed separately. 

Demoratz says the listserv provides a real ser-
vice to the case management community in terms
of offering advice. “Somebody might say, ‘I have
a patient who’s had a number of back surgeries,
and I’m thinking of pushing for a procedure that
may be considered experimental — what do you
think of it?’ That’s pretty typical,” Demoratz says.

Sometimes, the advice can concern what not to
do. “About 18 months ago, we had a women post
something about a doctor everybody was recom-
mending; she said he was killing patients,” she
recalls. “I told her I not to post that. There’s tremen-
dous potential liability; if something’s put on the
Internet, it is there forever.”

Demoratz believes the service has done a lot of
good. “For example, people who just don’t have
the time to get to meetings can do it on-line,” he
notes. “If you’re looking for a specific person,
other professionals can help you find them. It
helps you stay connected to people with whom
you might otherwise lose touch.”

In addition, he notes, his listserv offers access
to resources not normally found in more tradi-
tional services, such as the brain trust on his list.
“People from all over the world are monitoring
the list,” he says. “There are a number of physi-
cians who are willing to give feedback when they
receive requests for information about specific
procedures, and so on.” 

To join CM Onelist, go to www.caremedsys.com
and click the CM Onelist button.

[For additional information, contact: 
• Michael J. Demoratz, PhD, LCSW, CCM,

CareMedical Systems Inc., P.O. Box 194, Orange, 
CA 92856. Telephone: (714) 743-0577. Fax: (714)
532-0933. E-mail: mdemoratz@caremedsys.com.] ■
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NIOSH training DVD 
focuses on stress

Anew DVD program from the U.S. Centers 
for Disease Control and Prevention's (CDC)

National Institute for Occupational Safety and
Health (NIOSH) describes workplace factors that
can create or exacerbate worker stress and sug-
gests practical measures for reducing job-related
stress through changes in work organization.

Working With Stress is the first NIOSH training
and educational video program on the topic of
workplace stress. It is a companion program to
the 1999 NIOSH document, Stress . . . At Work. 

The DVD is designed to be a working resource
for employers, human resources managers, occu-
pational health and safety professionals, workers,
educators, and others. It combines authoritative
information with an easy-to-understand, viewer-
friendly presentation.

The program is also available in videocassette
format, if requested. Working With Stress is avail-
able at no charge by contacting Roger Wheeler,
NIOSH-TV (C-12), 4676 Columbia Parkway,
Cincinnati, OH 45226. E-mail: nioshtv@cdc.gov. ▼

MHHP tool examines 
health care vacancies

The Minnesota Hospital and Healthcare
Partnership (MHHP) has created a slide pre-

sentation on the state’s health care work force
shortage, including recent statistics and projec-
tions on the supply and demand for registered
nurses.

For example, the Minnesota Department of
Economic Security reported 6,821 vacancies
statewide for technical health care positions in
second-quarter 2002, including 2,934 RN vacan-
cies. It also reported 5,207 vacancies for support
positions, led by 2,284 vacancies for certified
nursing assistants. In fourth-quarter 2002, the

state had a total of 3,260 RN vacancies. MHHP
projects that shortage will double to 7,122 RNs 
by 2008. 

The “Minnesota Work Force 2002” presentation
can be accessed at www.mhhp.com/. Once on 
the site, click on “Workforce,” then “Tools You
Can Use.”  ▼

HRSA funds health 
work force studies

The U.S. Department of Health and Human
Services’ Health Resources and Services

Administration has awarded more than $1.9
million to fund 11 projects supporting work
force research, analysis, and technical assistance
at the state, regional, and national levels. The
projects will examine work force issues in
medicine, nursing, dentistry, allied health,
public health, pharmacy, and mental health. 

The awards, announced Oct. 29, were given 
to the University of California in San Francisco,
State University of New York Health Research
Inc., University of North Carolina in Chapel Hill,
University of Texas in San Antonio, University of
Washington in Seattle, and Wausau (WI) Health
Foundation.

For additional information, visit http://news
room.hrsa.gov/default.htm.  ■
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