
RAND study: Give health care 
workers the smallpox vaccine
Study says inoculations are prudent despite the risk

Widespread smallpox vaccination of the general population is too
dangerous to justify unless the likelihood of a major biological
attack on the United States is substantial. But it is prudent to vac-

cinate health care workers now against the disease, says a new study1 by the
nonprofit RAND Center for Domestic and International Health Security.

The study, published in the Jan. 30, 2003, issue of the New England Journal
of Medicine, estimates that if 60% of the U.S. population were immunized,
there would be about 500 deaths — a price the RAND researchers say is too
high to pay if there is little chance of a widespread attack against America.
It also found that if nearly all 10 million health care workers in the United
States were vaccinated against smallpox, an estimated 25 people would die.
The study says the risk is justified, though, because health care workers
could come in close contact with the sick before the disease is recognized.
The article is available at www.nejm.org. 

“After 9/11, we all wanted to do something, and decision making over
smallpox could have an immediate impact,” notes Samuel A. Bozzette,
MD, PhD, a senior natural scientist at RAND Health Care in Santa Monica,
CA, director of the health services team at VA San Diego, and lead author
of the article. “RAND founded the Center for Domestic and International
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Health Security to turn its attention to the issues a
little more vigorously. As both an infectious dis-
ease doc and a policy analyst, this was a natural
for me.”

How did the researchers determine if a certain
level of risk was acceptable? 

“In this case, the net benefit, or the bottom line,
was determined by a set of thresholds that showed
where the expectation was that you would save
net lives,” says Bozzette. “Our policy goal was to
minimize the expectation of life loss — to help
demonstrate which policy can be expected to mini-
mize the lives lost due to smallpox.”

A number of different scenarios were modeled,
with varying levels of deaths predicted. Prior vac-
cination of health care workers provided a net ben-
efit in the building and airport attack scenarios,
“while prior vaccination of the public provided 
a benefit only in the airport attacks and greatly
increased the number of deaths from vaccination.”1

In addition, among the various scenarios, health
care workers accounted for 19% of all infected
people in the airport attacks and for 57% of those
infected in the laboratory-release scenario.

Accounting for variables

The researchers took a number of variables
into account — for example, a population is
assumed to have a higher percentage of immune-
compromised individuals than the population 50
years ago. 

“We assumed that only 90% of the health care
workers would actually be immunized,” says
Bozzette. “Secondly, we decided to apply histori-
cal complication and death rates. Historically, it
has always been the case that a big chunk of the
complications were from secondary complica-
tions. Even in the old days, half the complications
were transmitted from one vaccinated person to
another. In addition, adults are much less likely
to transmit complications than children, and
everyone should be counseled severely about
precautions to take for covering of the site.” 

In addition, he says, in some sense the number
of immunocompromised people is overblown. 

“How many HIV-infected people are there?”
he poses. “In the U.S., probably 800,000 or so in
290 million. Even if it came to several million, it’s
a relatively small proportion of the population. It
doesn’t mean we don’t have to check people, but
it’s not like huge swaths of the population will be
immune-compromised.”

Another concern raised by critics of the gov-
ernment’s plan to inoculate health care workers is
that a large number of individuals will have to be
furloughed due to complications, thus limiting
the ability to care for patients.

“Even in primary infections from the initial
vaccination, the rates of serious complication run
about 50-60 per million,” Bozzette responds. “It’s
extremely unlikely that any single facility will
have enough people affected to impact the staff in
any serious way. The numbers will be tiny, relative
to the absenteeism you would normally see during
the flu season.” (Opposition to the plan continues
to be voiced, with the IOM joining the list of crit-
ics. See article on p. 27.)

Increased preparedness is key

The authors note that their model “supports
increased preparedness.”1 Some of the keys to
preparedness include: 
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• Efficient delivery of the vaccine. Occupational
health workers do not have direct control over
this process, Bozzette observes, but forward
positioning of vaccine supplies should be prac-
ticed — in other words, moving the vaccine
into an area that can be easily reached if it is
needed quickly. 

• Being well positioned to make a diagnosis. “For
example,” he notes, “the Scripps hospital chain is
preparing kits, just as you would for other occu-
pational exposures.” These kits indicated key
steps such as patient isolation, lesion testing, what
tests to order, who to contact in the local health
department, and so forth. 

• Being involved in your local community’s plan
to respond. “Every health department in the
country has been required to forward a plan, 
so your health department has a plan,” says
Bozzette. “You ought to know what it is and who
does what. You need ready access to people who
are experienced in response techniques.” 

Should you volunteer?

Given that vaccination is currently voluntary,
would Bozzette say his group’s findings argue for
universal vaccination of health care workers? 

“What our model shows is that it is in the
national interest for health care workers with
patient contact to be vaccinated,” he replies.
“This includes individuals such as security
guards. This is a population health issue.” 

On the individual level, he concedes, the odds
are that people are not going to benefit, because
the odds are there’s not going to be an outbreak
in your town. “But from a public health and
national security point of view, being vaccinated
is the right thing to do,” he says. 

However, Bozzette says he understands it is a
matter of individual choice. “Most of those who
disagree with us don’t argue with the model per
se, but with the conclusions we draw,” he says. “I
can tell you the feedback we got from health care
professionals indicates they think the president’s
recommendations are overly aggressive, but pol-
icy analysts and defense analysts think that it’s
not aggressive enough. We believe inoculation
will have a strong deterrent effect.”

[For more information, contact: 
• Samuel A. Bozzette, MD, PhD, Senior Natural

Scientist, RAND Health Care, 1700 Main St., Santa
Monica, CA 90407-2138. Telephone: (619) 543-0620.
E-mail: sam_bozzette@rand.org.]
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IOM, NYCOSH against 
Bush’s smallpox policy

Both the Institute of Medicine (IOM) and the
New York Committee for Occupational Safety

and Health (NYCOSH) have recently issued con-
cerns about the government’s plans for smallpox
vaccinations.

A committee of the IOM, established to advise
the Centers for Disease Control and Prevention
(CDC) on its implementation of a smallpox immu-
nization program, urged the CDC to proceed cau-
tiously with the program. The committee’s report
advised that CDC take the time necessary to ana-
lyze outstanding issues and concerns to ensure that
the campaign is carried out as safely as possible. 

William F. Henning Jr., chairman of the board
of directors of NYCOSH, was even more direct: 

“The nation needs a smallpox vaccination plan
that doesn’t make the threat worse. I’m sorry to
say that the president’s plan doesn’t meet that
standard,” he says. “Under the president’s plan,
half a million civilians are going to be in the first
wave of people vaccinated. Every one of them is
a worker, and they must get at least as much pro-
tection from the vaccination process as they get
from any other on-the-job hazard.”

The IOM panel said the CDC needs to address
how people who are vaccinated are compensated
for medical expenses and other losses incurred
through vaccination. 

“While we recognize that CDC has been
asked to initiate the immunization campaign
rapidly, it’s important to remember that recipi-
ents of the vaccine are voluntarily assuming its
risks for the greater good,” says Brian Strom,
MD, MPH, University of Pennsylvania School 
of Medicine and chairman of the committee. He
says learning from experience, making mid-
course corrections and maintaining communica-
tion with the public are integral to developing
the program.

In the Jan. 16, 2003, New York Times, reporter
Denise Grady cited portions of a confidential
draft of the panel’s report that indicated panel
members felt the government’s plan was too
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hastily written and did not have adequate
safeguards. Concerns about the program, 
she wrote, centered on risks from the vaccine,
which has more dangerous side effects than
other vaccines and caused one or two deaths
per million vaccinations when it was in routine
use. The panel urged that there be enough time
allowed between the two phases to evaluate 
the first phase and apply any lessons learned.

The panel also recommended that the CDC
identify specific criteria, such as adverse effects
from the vaccine, which would lead it to recon-
sider its guidelines for who should be vacci-
nated and how potential recipients should be
screened.

Henning agrees. “Before the inoculations
begin, the government needs to answer some
tough questions about the vaccine’s side effects
and their costs,” he says.

NYCOSH says that by the government’s esti-
mates, one-third of the people vaccinated are
likely to be made sick enough to miss a day or
two of work. All that lost time should be charged
to the government, not to the sick leave of the
individual who misses work, says NYCOSH.
Workers who do not have sick leave should be
paid for the time missed. 

“The government’s plan is completely silent 
on this question,” asserts NYCOSH. 

Also, by the government’s estimates, between
seven and 26 of the health care workers vacci-
nated in the first wave are likely to develop life-
threatening side effects, and one of them is likely
to die. 

“The federal government should agree, in
advance, to cover the cost of medical care for side
effects and lost work-time,” NYCOSH says.

Finally, according to NYCOSH, the govern-
ment acknowledges that the vaccine is so dan-
gerous that people with compromised immune
systems should not take it at all. 

“That includes people with HIV/AIDS, because
the vaccine could kill them,” says NYCOSH. “How
is the federal government going to protect the esti-
mated 500 health care workers in the first wave
who are scheduled for the inoculation and who 
are HIV-positive, but don’t know it?”

“Heath care workers are going to be on the
front line of any smallpox vaccination program,
whenever it is implemented,” says Henning.
“Anyone who is enlisted in this patriotic effort
should get every medical, social, and financial
protection they deserve. The president’s program
doesn’t even come close.”  ■

AAOHN turns 60: A new 
world of occ-med nurses 
More job responsibilities, advancement 

As the American Association of Occupational
Health Nurses Inc. (AAOHN) turns 60, it

looks back on a long history of promoting worker
health and safety. But one also can see a signifi-
cant shift in the very nature of the Atlanta-based
organization — an incredible change in the
makeup of its membership.

In 1942, the organization was founded as the
American Association of Industrial Nurses (AAIN).
Its members provided physical exams, treated acci-
dent victims, and controlled communicable dis-
eases such as tuberculosis.

Today, AAOHN members are solo practition-
ers, managers, educators, consultants, nurse prac-
titioners, case managers, and corporate directors.
But many longtime members still remember what
the profession was like then. For more on the his-
tory of the AAOHN, visit the association’s web
site: www.aaohn.org.

Job duties limited

Even as recently as the 1960s, both the job
description of occupational health nurses and
their prospects for advancement were extremely
limited.

“Many RNs worked in a solo practice, where
they were responsible for providing occupational
and nonoccupational medical services,” recalls
Ellen Anderson, RN, MS, COHN-S, CCM, a tele-
phonic nurse case manager for CNA New York in
New York City, and past president of the Greater
New York Association of Occupational Health
Nurses. “They determined appropriate employee
interventions. Health education and motivating
employees to maintain good health practices
were priorities at every encounter.”

Multinurse units provided services such as
pre-employment exams and periodic exams —
which included glaucoma screening, audiometry,
and spirometry, says Anderson. “Preparation for
international travel included vaccination pro-
grams, securing local medical services in foreign
countries, and providing annual medical exams
on their return home.”

When Addie Caputi, RN, COHN-S, a retired
nurse in Ramsey, NJ, first got into occupational
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health nursing around 1965, she mostly took care
of injuries, insurance, and some health issues. “It
was basic nursing and dispensary. The nurse was
under the doctor’s orders, sort of like a gofer.” 

What could a nurse aspire to? 
“The only advancement or promotion then was

to head nurse in the unit or the medical depart-
ment,” says Caputi. “You always had to have direc-
tives — standing orders — from the physician.”

Suzanne Smith, RN, COHN-S-CM, FAAOHN,
vice president of operations for Liberty Healthcare
Corp., a medical management firm based in Bala
Cynwd, PA, graduated from nursing school in
1966. She worked in an emergency department
through 1972, and got her first occ-health position
in 1974 in the shipbuilding industry.

“I was a second-shift nurse — the nurse for a
population of about 4,000 people,” she says. “We
took all the lead levels, provided blood draws,
did chest X-rays and physicals, and responded 
to emergency calls.”

In terms of advancement, a nurse in her posi-
tion could possibly look forward to becoming the
administrative nursing assistant to the manager,
or the manager in the nursing department. “You
absolutely could not aspire to what nurses are
today,” Smith asserts. 

The seeds of change

The 1970s saw the first significant changes for
occupational health nurses. The enactment of the
Occupational Safety and Health Act of 1970 placed
greater emphasis on worker safety, putting man-
agement in the position of needing expert advice
in this area. Observers agree, however, that the
broadening of responsibilities and opportunities
was due to the convergence of a number of forces
— not the least of which were nurses.

“Basically, back in the day, education was pri-
marily for nurses who provided care in hospi-
tals,” Smith says. “As they came out of schools
and became more experienced, they took differ-
ent courses. For example, you may have had
some education in management. When I was
with the shipbuilding industry, there were mid-
dle-management courses you could take and,
because I was interested, I personally set my own
markers as to where I wanted to go.”

Smith’s second position was with a large oil
and chemical company. 

“Changes started at the company in about 1985,
with people being targeted there for fast-tracking.
You not only could take courses in your field of

expertise but you also could be put on manage-
ment teams,” she recalls. 

However, she notes, not every nurse was
allowed onto that fast track. 

“You had to be hand-picked for something you
had done. I was the first nurse to work on stan-
dard operating procedures for incoming chemicals
to the plant. Because of that, the broad net the
company cast picked me for middle manage-
ment.” 

Smith was taken from her local plant up to the
corporate level and continued to use her nursing
expertise. She gives her employer a lot of the
credit for this advancement. 

“I believe the company was very forward-
thinking at that time. They didn’t see your incom-
ing level as a dictation,” she says.

Still, the individual nurse was an important
part of the mix. 

“I’ve always been unusual and had forward
roles,” notes Deborah V. DiBenedetto, MBA, RN,
COHN-S/CM, ABDA, president of the AAOHN
and a successful consultant. “I had my bachelor’s,
my college-based preparation, and I came in with
workers’ comp and management background.”

DiBenedetto attributes the radical changes in
the profession to, among other things, businesses
recognizing the need to respond appropriately in
areas ranging from benefits to the Occupational
Safety & Health Administration, and the realiza-
tion that having nurses involved in the process
was good for business. 

“They realized they could capitalize on their
internal resources and expand their delivery of
services and programs,” she says.

Businesses had some help

Of course, employers had some help in recogniz-
ing the importance of occupational health nurses.
Organizations like AAOHN advocated strongly 
for their members and also helped prepare them 
to take on the newer, more demanding roles.

“Over the years nurses became more autono-
mous and involved in decision making in terms 
of employee health, work status, employee health
education, and monitoring,” says Caputi. “They
could make more decisions about treatment and
follow-up referrals.”

She credits AAOHN with helping to make this
expanded responsibility possible. 

“The picture continued to change. You didn’t
see all the nurses in white dresses and caps.
Some were being brought into the business
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aspects of the operation,” Caputi says. “AAOHN
was very instrumental in getting the information
out to nurses that in order to find a place in the
corporate world your appearance, your dress,
and your knowledge of the business world were
just as important as taking care of the workers.
They pursued the need for nurses to get more
involved in continuing education and learning to
be autonomous rather than remaining under the
thumb of physicians and managers.”

Anderson says she also has benefited from
participation in the AAOHN. 

“I first got involved in 1968 when I was hired
by a major corporation in New York City,” she
recalls. “At that time, the medical director was 
a past president of the American Academy of
Occupational Health Physicians, and he was
very proactive about nurses becoming involved
with their professional organization, which at
that time was AAIN.”

Continuing education programs were also co-
sponsored by occupational physician and nurse
organizations, which helped strengthen relation-
ships between the two professions, says Anderson.
“There was mutual respect for the knowledge base
of both professions and how they enhanced each
other.” 

The local AAOHN chapter meetings always have
been an excellent resource for education and net-
working, she adds. “Many lifelong friendships have
been made through this professional organization.”

How high is up? 

Today, myriad opportunities are available to
occupational health nurses. DiBenedetto summa-
rizes a few:
• Manager: The position involves coordinating

and directing occupational health and safety
programs for corporations. “It’s like being an
orchestra leader,” she says.

• Consultant: Providing occupational health and
safety expertise to organizations as an external
resource. “In a few companies, they call some of
their more senior managers consultants because
they consult with an organization or a division,”
DiBenedetto adds. “It’s a great opportunity for
those with an entrepreneurial point of view.” 

• Case Manager: Coordinating and managing the
professionals who care for those who have been
injured and lost work time due to disability and
injury.

• Corporate Director: Having overall policy
accountability and responsibility. Smith holds

such a position in her company, which provides
nationwide primary care services to large busi-
nesses, primarily in rural areas. 
“I set up programs for occupational health

units, provide policies and procedures for pro-
grams, hire staff, manage staff from home, set
parameters of care and medical guidelines,” says
Smith, who adds that her company provides the
full range of occupational health services. 

“As vice president of operations, I’m probably
the OSHA go-to person companywide as well,”
Smith continues, noting that she also prepares the
budget for contract companies such as labs and
pharmaceutical firms.

Where do we go from here? 
“The role [of the occupational health nurse] is

still expanding in many areas. I see changes com-
ing, and the need for nurses to keep in touch with
all their local, state, and national associations, so
they can have their voices heard in terms of legis-
lation in occupational health issues,” says Caputi.
“Nurses also need to be open to change; we
weren’t for many years. We also need to learn
how to negotiate.” 

“The sky’s the limit,” adds Smith, “And you
have to be ready to meet challenges presented to
you. Each challenge is individualized and unique.”

AAOHN also will continue to change and
evolve. 

“As an organization we’re now looking at busi-
ness drivers — what’s impacting our stakehold-
ers, whether it be the regulatory framework or
the financial, be it clinical or managerial,” says
DiBenedetto. “Our organization and its members
must be very assertive in expressing what the
opportunities are for our businesses, and what
the occupational health nurse can do for the orga-
nization. We will become an even stronger advo-
cate for the profession.”

[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. Telephone: (770) 455-
7757. Web site: www.aaohn.org.

• Addie Caputi, RN, COHN-S, Ramsey, NJ.
Telephone: (201) 327-5658.

• Ellen Anderson, RN, MS, COHN-S, CCM,
Telephonic Nurse Case Manager, CNA New York.
Telephone: (212) 440-3909.

• Suzanne Smith, RN, COHN-S-CM, FAAOHN,
Vice President of Operations, Liberty Healthcare
Corp., Bala Cynwd, PA. Telephone: (610) 617-3699,
ext. 178. E-mail: suzannes@libertyhealth.com.] ■
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Reproductive health: 
More attention needed?
Occ-health professionals could be more proactive

Much attention has been given in recent years
to the growth of employee prenatal care and

the attendant health improvement and financial
savings that have accrued. But reproductive health
is far broader and more diverse — the entire spec-
trum of reproductive health may not be getting the
attention it deserves, a leading expert says.

Occupational health professionals by and
large are not as proactive as they could be when
it comes to reproductive health hazards in the
workplace, says Steven M. Schrader, PhD, chief
of the reproductive health assessment section for
the National Institute for Occupational Safety
and Health (NIOSH) in Cincinnati.

“Back in the 1980s when DBCP [dibromochloro-
propane, now banned in the United States] was a
big deal, one company talked about semen analy-
sis in a study, but it didn’t work out very well,” he
notes. “Other than MSDS’ [material safety data
sheets, used for potentially hazardous materials],
there have not been a lot of proactive steps taken.”

One reason for a cautious approach, he con-
cedes, may be a Supreme Court ruling concerning
lead, which said that women could not be excluded
from working in a specific area even though expo-
sure to lead could do prenatal damage. 

“The court said they couldn’t ‘discriminate’
against women,” Schrader explains. “In some
ways, it was a good ruling, but men need to be
protected from exposure to lead as well.” 

A wide range of problems

In addition to lead, some pesticides, solvents,
and ionizing radiation have been shown to
impact reproductive health. 

“Probably the most research has been done
on lead,” says Schrader, noting that it has been
linked to “everything from sexual dysfunction
to decreased sperm numbers and abnormal
sperm morphology.”

Pesticides, he continues, have been shown to
cause sterility, lower sperm count, and motility. 

“Ionizing radiation to the testes can cause
mutation to sperm,” he says. “Nonionizing radia-
tion is a little more difficult to get a feel for. We
saw men in the Army using high levels in radar

that had a sperm count effect, but we looked at
lower exposures and did not see those effects.”

Solvents also are a difficult matter, says
Schrader. 

“Some, like glucol ethers, have a history of
being male reproductive toxigens,” he notes, cit-
ing one that had been used as a paint thinner in a
foundry that caused reduced sperm counts.

However, the National Institute for Occupational
Safety and Health (NIOSH) notes on its web site
(www.cdc.gov/niosh/diseas.html), “Although
numerous occupational exposures have been
demonstrated to impair fertility, the overall contri-
bution of occupational exposures to male and
female infertility is unknown. . . . While more than
1,000 workplace chemicals have shown reproduc-
tive effects in animals, most have not been studied
in humans.”

Of course, research is ongoing, and there are
one or two chemicals of particular concern to
Schrader. 

“We brought together a group to look at chemi-
cals that had tested positive in animals,” he reports.
“What we found floated to the top were chemicals
that ended in ‘-amide.’” 

Currently, he and fellow researchers are study-
ing acrylamides. 

“Another chemical of real concern is 1-bromo-
propane,” he adds. “It’s used a lot as a solvent, as
an adhesive carrier, and to clean electronic parts.” 

Research priorities for a number of chemicals
based on estimated toxicity and estimated popu-
lation size at risk were discussed in a special arti-
cle in Reproductive Toxicology.1

Sound ergonomic practices can also limit
reproductive health hazards, notes NIOSH. 

“Substances and activities that upset the nor-
mal hormonal activity of the reproductive system
. . . such as shift work . . . also need evaluation,”
says the agency. “Similarly, the effects of physical
factors [such as prolonged standing, reaching or
lifting] of the interactive effects of workplace
stressors and exposures on pregnancy and fertil-
ity have not been rigorously investigated.”

Then, of course, there’s common sense. 
“There’s the old story about tight pants and

tight underwear,” says Schrader. “The testicles 
do need to be cooled, away from the body. There
have also been some suggestions that vibration
can have an impact.”

If you are an occ-med professional in a work-
place that uses some of these questionable chemi-
cals, what should you do? 

“That’s always a tough question,” Schrader
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admits. “First, know what to look for. If you think
something is affecting employees, you can always
remove them from the exposure. The first step is
to be sure they are using personal protective
equipment as it should be used; check for poor
work practices in and around the area. As a sec-
ond step, consider removal from exposure.”

You can certainly screen employees for poten-
tial problems, but, notes Schrader, there are a lot
of reasons employees can have fertility problems. 

You can always turn to NIOSH for help, says
Schrader. NIOSH offers reproductive health
assessments free of charge. 

“Whenever someone thinks there are enough
individuals affected — if they are really and truly
concerned about the reproductive health of their
population — the best thing to do is call us to
evaluate,” he says. 

[For more information, contact: 
• Steven M. Schrader, PhD, Chief, reproductive

health assessment section, NIOSH, MS-C23, 4676
Columbia Parkway, Cincinnati, OH 4526. Telephone:
(513) 533-8210. Fax: (513) 533-8138. E-mail: sms4@
cdc.gov.]

Reference

1. Moorman WJ, et al. Prioritization of NTP reproductive
toxicants for field study. Reproductive Toxicology 2000; 14:293-
301. ■

Employee-centered focus 
sets this system apart
‘The best health system in America!’

The lofty vision of Baptist Health Care Corp. of
Pensacola, FL, is to be “the best health system in
America.” It may well be on its way. According to
one authoritative source, Baptist Health may at
the very least be the best health care employer in
the entire country. 

In Fortune magazine’s most recent listing of
the “100 Best Companies to Work For,” Baptist
— with six hospitals and 742 beds — ranked
15th on the list. 

The next-highest health care employer — there
were four in all — ranked 76th.

What sets Baptist apart? For one thing, the
system provides an unbelievable range of pro-
grams that recognize, reward, support, and

involve employees, including recognition of sig-
nificant anniversary dates and numerous oppor-
tunities to present new ideas.

“Fortune said that the No. 1 factor that sepa-
rates us is that we celebrate so much,” says
Celeste Norris, human resource director. “We
have hospitalwide celebrations when we do well,
and we thank everyone. We have a sense of pride
about our work.”

An atmosphere of celebration

It wasn’t too long ago that Baptist didn’t have
much to celebrate at all. 

“In 1995, we needed a boost — a big one,”
recalls Norris. “We had just been through merger
mania, growing from 2,500 to 5,000 employees.
We had tried re-engineering, and in the process
destroyed morale by shaking up middle manage-
ment. Our leaders knew we couldn’t compete by
outspending the competition on equipment, so
we decided to compete on service.”

Leadership recognized early on that it couldn’t
deliver world-class service consistently unless 
the work force was behind it and every employee
was engaged, says Norris. 

“We had high turnover, patient satisfaction was
in the teens as rated by Press Ganey, and employee
morale also was low as measured by a tool we use
from Sperduto & Associates,” she notes.

As it so often does with successful change, the
process began at the top with the Baptist CEO. 

“We made a concerted and sustained effort to
change the corporate culture,” says Norris. “We
republished our values and mission and com-
mitted to being No. 1 in patient and employee
satisfaction.” 

Employees were involved from the start in the
visioning process. “One of the first things we
did was share the news with employees and ask
for their input on how to accomplish our goals,”
adds Norris. A number of employee teams were
formed, including the standards team, which
was charged with outlining the behaviors every
employee should exhibit to provide world-class
service. (The performance standards are out-
lined in the box on p. 34.)

“As a result of this process, the employees
exhibited a sense of ownership and felt free to
express themselves,” Norris notes.

At the same time, the CEO sent teams across
the country to benchmark other workplaces, a
number of which were then approved by the
CEO and implemented.
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The programs at Baptist not only make sense
on paper, but they produce results. 

“We have a very open culture when it comes to
information sharing,” says Sharon Gaubert, MPH,
program director for occupational health and
urgent care. 

“Every day, we review the patients seen and the
revenue from the previous day. We also look at
month-to-date figures and benchmark them
against our revenue goals,” she says.

When those goals are exceeded, the depart-
ment receives a free, catered lunch in the office. 

“This helps us keep them fired up,” says
Gaubert. “It’s actually easy to minimize loss 
of charges and increase accuracy.”

Service teams are essential to success

Service teams are another key to Baptist’s suc-
cess. Through these teams, frontline employees
and leaders work together at enhancing care to
all customers. 

“For example, one team deals with employee
loyalty,” notes Norris. 

That particular team includes employees
from the pharmacy, the wound center, human
resources, marketing, and nursing. One project
involved one-year certificates given to each
employee who reached that milestone. “We cel-
ebrate that because we know employees are still
at risk for leaving until they’ve been with an
employer for about two years,” Norris explains.

However, the certificates cost about $2.95 each
to produce, and one coordinator found several of
them strewn about. 

“The team realized many of these people did not
have offices in which to post the certificates, so
they didn’t value them as highly as they might,”
Norris explains. “So, they suggested making pins.” 

The cost of the pins was $1 apiece. The recom-
mendation has now been implemented.

The daily huddle, benchmarked from Ritz-
Carlton Hotels, has impressed Summer Jimmerson,
marketing representative for occupational health. 

“I’ve been here for seven years and never
worked on an actual campus,” she explains.
“With this many employees, its important to
continuity to make sure the messages go out.
Through the daily huddles, we know where 
we are, and where we are going.” 

Cascade learning is another important process,
says Norris. 

“When leaders go off site to have instruc-
tional training, they are given the tools to

waterfall that new knowledge to the staff when
they return,” she says. “They basically say,
‘Thanks for covering for me. Here’s what I
learned.’ With training budgets being cut so
only a few people can go, this is a valuable way
of extending training dollars.”

The ‘Bright Ideas’ program has impressed
Gaubert. It provides a mechanism by which
employees’ suggestions are taken to appropriate
leaders at any level of the organization. “It’s
really great,” she says. “Employees can generate
their ideas, take ownership of them, and make
them happen.”

“When employees submit their ideas and 
they are implemented, it gets them engaged in
the business,” adds Norris. “It’s great for their
self-esteem.”

Today, the changes initiated over the past sev-
eral years have become part of the culture and of
everyday procedures at Baptist. For example, the
vice president of patient care and the COO meet
weekly with the leaders of the service teams. 

“That’s their forum to get approval,” notes
Norris.

The numbers don’t lie. 
“We’ve been in the top percentile in inpatient

surveys for four years in a row; and in employee
satisfaction surveys, we have been ranked ‘best-
in-class’ in terms of morale,” Norris reports.

Improved morale

From an occupational health perspective, 
the improved morale also has been a plus, says
Gaubert. “From our end of the business, we
know injury rates tend be lower when employ-
ees are happier. When unions are about to go on
strike, for example, injuries are higher.”

Norris confirms the positive impact on injuries.
“Our workers’ comp injuries have declined, and
our risk management costs have also declined,”
she reports. 

“It’s also reflected in employee turnover, where
the numbers are also down,” adds Jimmerson.

In fact, Baptist Health Care has been so suc-
cessful that other organizations now are bench-
marking them.

“We now offer a leadership training insti-
tute,” she reports. “We have had so many
requests from executives around the country
we have opened it up to the public through our
web site [www.ebaptisthealthcare.org]. Once
there, people can visit our leadership institute
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At Baptist Health Care Corp. in Pensacola, FL, the fol-
lowing question is posed to employees: If I’m going

to be successful in this culture, how do I need to act?
Performance standards, compiled by employees,

are behaviors to be demonstrated by all employees.
The standards establish specific expectations that
employees are required to diligently practice while on
duty. Picking up trash, walking visitors to their destina-
tions, and a courteous smile to all are just a few exam-
ples of how employees can meet the expectations set
by their co-workers. The following is an overview of
some of the standards:
• Attitude: Our job is to serve our customers, co-

workers, and supervisors and to provide high-quality
service with care and courtesy. Always thank the
customers for choosing us. Exceed expectations.

• Appearance: Be clean and professional. Follow
dress code policies and wear your identification
badge correctly at all times. Pick up litter and dis-
pose of it properly. Clean up spills and return equip-
ment to its proper place.

• Call Lights: All employees are responsible for
answering call lights. Acknowledge call lights by the
fifth ring and respond to requests within three min-
utes. Always address the patient by name. Anticipate
patients’ needs so they will not have to use their call
lights. Ensure continuity of care by reporting to relief
caregivers before leaving the floor. Return promptly
from breaks. Check on patients one hour before shift
change to minimize requests during report.

• Communication: Listen to customers, co-workers
and supervisors. Be courteous. Don’t use jargon.
Keep patient information confidential. When someone
appears to need direction, escort him or her to his
destination. Know how to operate the telephones in
your area. Provide the correct number before transfer-
ring a call. Get the caller’s permission before putting
him or her on hold and thank the caller for holding.
Answer calls within three rings. Identify your depart-
ment and yourself and ask, “How may I help you?”

• Commitment to Co-Workers: Treat co-workers and
supervisors as professionals deserving courtesy and
respect. Welcome newcomers. Avoid last-minute
requests and offer to help fellow employees whenever
possible. Cooperate with one another. Don’t under-
mine other people’s work. Praise whenever possible.
Do not chastise or embarrass fellow employees or
leaders in the presence of others. Address problems
by going to the appropriate supervisor. Be truthful and
honest in all dealings, communications, and record
keeping.

• Customer Waiting: Educate families about pro-
cesses and provide a comfortable atmosphere for
waiting customers. An acceptable waiting time for 

scheduled appointments is 10 minutes. Offer
refreshments and an apology if a wait occurs.
Always thank customers for waiting. Update family
members periodically while a customer is undergo-
ing a procedure.

• Elevator Etiquette: Always smile and speak with fel-
low passengers. Hold the door open for others. When
transporting patients in wheelchairs, always face them
toward the door and exit with care. If transporting a
patient on a bed or stretcher, politely ask others to wait
for another elevator. Pause before entering an elevator
so you do not block anyone’s exit. Step aside or to the
back to make room for others. Walk departing guests to
the elevator.

• Privacy: Make sure that patient information is kept
confidential. Never discuss patients and their care in
public areas. Knock before entering. Close curtains
or doors during exams and procedures. Provide a
robe or second gown if the patient is ambulating or
in a wheelchair. Make sure all gowns are the right
size for the patient.

• Safety Awareness: Report all accidents or incidents
promptly. Correct or report any safety hazard you
see. Use protective clothing, gear, and procedures
when appropriate.

• Sense of Ownership: Take pride in this organiza-
tion as if you own it. Accept the responsibilities of
your job. Adhere to policies and procedures. Live 
the values of this organization.
By incorporating standards in your daily routine

teamwork, excellent customer service and our mission
of being the best health care system in the country will
be achieved.

Baptist Health Care “Pillars of Excellence”
Our core strategies are used to develop annual

goals and action plans and are aligned with our five pil-
lars of operational excellence. Our five pillars of opera-
tional excellence are:
• Best People: Strive to become employer of choice

in the market area by emphasizing values-based
recruitment, employee and physician satisfaction,
retention, and leadership development.

• Best Service: Provide compassionate care and ser-
vice to all customers at a level that continues to set
the highest standards in the health care industry.

• High Quality: Pursue continuous improvement in
the quality and efficacy of services provided by all
affiliated providers.

• Low Cost: Become the market area’s low-cost
provider, while optimizing reimbursement for ser-
vices provided and improving operational efficiency.

• Growth: Continue to achieve growth in scope of ser-
vices provided, service volumes, and market share.

Baptist Health Care’s Performance Standards

Source: Baptist Health Care Corp., Pensacola, FL.



site and learn about the opportunities they
have to come here and benchmark.”

[For more information, contact:
• Baptist Health Care, 1000 W. Moreno St.,

Pensacola, FL 32501. Telephone: (850) 434-4011.
• Celeste Norris, Human Resource Director,

cnnorris@bhcpns.org.
• Sharon Gaubert, MPH, Program Director for

Occupational Health and Urgent Care.
• Summer Jimmerson, Marketing Representa-

tive for Occupational Health.] ■

Supreme Court ruling 
on major FMLA case
Employees’ ability to sue states hangs in the balance

On Jan. 15, 2003, the United States Supreme
Court heard oral arguments in Nevada

Department of Human Resources v. Hibbs, a case
that will determine whether the approximately 
5 million state employees in the United States can
recover damages when their employers violate
the Family & Medical Leave Act (FMLA). 

“Most basically, what is at stake is whether
hard-working American families have the right to
take time to care for loved ones in an emergency
and not have to worry about losing their job,”
says Debra Ness, executive vice president of the
Washington, DC-based National Partnership for
Women & Families, which is serving as co-coun-
sel to William Hibbs in the Supreme Court Case.
“In this case, Nevada claims that states don’t
have to comply with the FMLA, which means
that about 5 million state employees and their
families would not have the same protection as
other workers.”

Since the enactment of the FMLA, more than
35 million Americans have taken advantage of its
provisions — 42% of whom have been men, notes
Ness. “That’s one of the most important aspects
of the FMLA — the premise that both women and

men need to be able to take care their families and
their jobs,” she says.

History of the case

The case has its origins in 1996, when Hibbs
was a social worker for the Welfare Division of
the Nevada Department of Human Resources.
His wife suffered a severe neck injury, which ulti-
mately led to addiction to painkillers and depres-
sion, among other medical complications. 

Hibbs planned to use his 12 weeks of unpaid
FMLA leave to care for his wife, but while the
request was pending, he learned he might be
eligible to receive donations of paid leave
through a discretionary state fund. Three weeks
into his FMLA leave, he was granted 9½ weeks
by the state. He preferred to take the paid leave
first, so he suspended his FMLA leave and began
using the NCL (Nevada catastrophic leave) pro-
gram.

However, shortly before his wife was sched-
uled for a surgery, the state notified Hibbs he had
to apply for more leave from the leave bank or
return to work in 10 days. The state had sub-
tracted the 9½ weeks from the balance of the 12
weeks of leave to which he was entitled under the
FMLA. Additional leave was granted, and then
revoked, and he was given six days to return to
work. He continued to care for his wife instead,
and was fired.

Hibbs filed his initial suit on April 20, 1998, in
federal district court. The Supreme Court case
comes from the United States Court of Appeals
for the Ninth Circuit, which refused to throw out
his FMLA damages claim.

Proponents hopeful

Ness is optimistic about the prospects for a
favorable ruling. “I think we have very strong
arguments and a compelling case,” she asserts.

She goes on to explain that the FMLA’s goal
was to eliminate sex discrimination based on a
perception that women should always be the
primary caregivers and men the breadwinners.
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“The whole premise of the FMLA is that by
allowing those stereotypes to be codified in
workplace policies, you really discriminate
against both men and women,” she says. “There
was a time when women were not promoted
because it was assumed they would take time
off to care for their families, which men did not
dream of doing — which cheated them of their
family life. That’s why I’m so optimistic; we’re
talking about a law that gets at the heart of sex
discrimination, and in recent history, the courts
have been very supportive.”

From an occupational health perspective, 
she adds, the FMLA has had a positive impact.
“Most employers have had very little difficulty
implementing it, and have said that in truth it’s
good for the bottom line,” she asserts. “The rea-
son is there’s a lot about the FMLA that encour-
ages retention and reduces the cost of turnover.
In any work force, you will have employees
who have accidents, and family members who
have accidents or emergencies; you can’t legis-
late that away. Giving people the time they
need to take care of their families has a huge
effect on morale and productivity, as well as 
on retention.” 

Ness was present during the oral arguments
and is pleased with how things went. “I thought
our side did very well, both the lawyer represent-
ing Mr. Hibbs as well as the government lawyer,”
she says. “I think the justices did some serious
challenging of the Nevada state position. There
was a lot of questioning getting at the basic issue
of FMLA being intended by Congress as a rem-
edy for sex discrimination. There were questions

from a number of Justices both reinforcing the
fact that there was a great deal of discrimination
based on stereotypes of caregiving, and clearly
some questions which indicated some of justices
were convinced that kind discrimination still 
is rampant, and this was indeed an important
remedy.”

There also were some justices who were more
skeptical, she concedes, “But I think our side did
a good job of making the case that discrimination
was alive and well.” 

She says there’s a good chance that Justice
Sandra Day O’Connor will be the swing vote.
“Her support for states rights will be juxtaposed
against her opposition to sex discrimination; I am
optimistic and hopeful for a decisive ruling,” she
declares.

The Supreme Court will make its ruling this ses-
sion, which ends in July. If it rules in favor of Hibbs,
“It would settle the issue of whether state employ-
ees can hold states accountable,” says Ness.

If the court rules against Hibbs, “It will be a
tragedy for working families,” she says. “We’d go
back to a place where different states would have
different laws and different workplace practices.
When you think of it, every one of us is just one
tragic accident away from being in the same boat
as Mr. Hibbs.”

[For more information, contact: 
• National Partnership for Women & Families,

1875 Connecticut Ave. N.W., Suite 650, Washington,
DC 20009. Telephone: (202) 986-2600. Fax: (202) 986-
2539. Web site: www.nationalpartnership.org.] ■
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EDITORIAL ADVISORY BOARD

staffing and screening issues that will affect your
entire facility as well as crucial questions about lia-
bility and other legal concerns. 

This newly released handbook confronts the
implications that departments face throughout the
hospital, including infection control, the ED, critical
care, employee health, and risk management. 

Order your copy today of this comprehensive
resource guaranteed to provide you with the
knowledge you need to manage this unprece-
dented response to a bioterrorism threat. The cost
is just $99 for subscribers who will receive a dis-
count off the original price of $149. To order, call
customer service at (800) 688-2421. When order-
ing, please refer to the effort code: 76991.  ■

Smallpox handbook
(Continued from cover)


