
Productivity pressure continues: Which
workers are being pushed too far?
There’s a fine line between peak performance and burnout

Everybody, it seems, loves high productivity. Corporations love it
because it boosts the bottom line, which in turn makes stock prices
go higher. Employee health professionals have become even more

enamored of it in recent years, even coining a phrase, presenteeism, to
help them get a handle on employee underperformance. 

This emphasis on productivity shows few signs of letting up, even as
the economy improves and occupational health professionals agree the
issue of productivity will loom large on their radar screens for the foresee-
able future. Of course, people are not machines, and while few would
argue against the pursuit of peak performance, each individual has his or
her limits. Thus, there often is a fine line between peak performance and
burnout. In the current environment, it is incumbent upon occ-health pro-
fessionals to learn all they can about identifying that fine line, knowing
when it is being approached and, if possible, preventing it from being
crossed.

Companies can stress out too

One of the major concerns with crossing that line is that it may not only
impact individual employees, but entire organizations, say the experts.
“Can organizations as well as individuals become stressed-out? The short
answer is yes,” says James Campbell Quick, MBA, PhD, a professor of
organizational behavior and director of the doctoral program in business
administration at the University of Texas at Arlington (UTA). “If you
examine Staw’s [BB, et al. “Threat-rigidity effects in organizational behav-
ior: A multi-level analysis,” Administrative Science Quarterly; 1981] threat-
rigidity cycle, you see that individuals and groups can get threatened and
stressed out in much the same way. The two fundamental processes that
engage are parallel at the organizational, group, and individual level.”

Such a state is characterized by “centralization of control and shutting
down of information processes,” he says. “When we get stressed out, we
get uptight; Staw calls it rigid. At that point, individuals and organiza-
tions rely on well-learned dominant responses — they are not thinking;
they are responding.” 
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Quick says he has personally seen it happen
twice: At the Hospital Corporation of America in
the 1980s, where a leveraged buyout was the end
result; and more recently at UTA, when it lost
one-third to one-quarter of its student body. 

Large number not really there

Jim Loehr, EdD, PhD, CEO, and chairman of
LGE Performance Systems, headquartered in
Orlando, FL, has seen the impact of stress from a
number of different angles. His company began by
working with athletes, then started to get requests
to work in other high-performance, high-stress
areas such as law enforcement (FBI, anti-terrorism),
Special Forces, and then medicine, including many
physicians and surgeons. He also has worked with
some of the largest companies in the United States. 

“I just had this situation described to me in 
a very interesting way,” he relates. “Someone
described the employees in his work situation
as ‘beaten sled dogs.’” 

Loehr goes on to explain that when he begins
working with a company, he conducts what he
calls an engagement survey. 

“For us, engagement is the condition that leads
to the ignition of talent and skill,” Loehr says.
“Today, the levels of disengagement are massive
and increasing because workers are doing the
work of two or three people, and everyone is run-
ning scared to see if the P&L [profit and loss
statement] will allow their department to exist.
It’s a very austere environment of angst; nothing
is being taken off their plates, they continue be
stretched to the limits and never really given any
kind of indication this will change.” 

In the surveys his firm is conducting, Loehr
says that only one in four employees is really
fully engaged, and 19%-25% are actively disen-
gaged. “That means their energies are antithetical
to the direction of a corporate entity,” he explains.
“That’s a very big number.” 

Learning the indicators

Speaking of numbers, there are measures to
quantify just how close individuals and compa-
nies are to the edge. Certain trends also can be
important indicators. 

“One very rough measure of how people feel
about where they work is the turnover rate,”
notes Sean Sullivan, JD, president and CEO 
of the Institute for Health and Productivity
Management, Scottsdale, AZ, a 6-year-old non-
profit research, development, and education
organization founded to demonstrate the value
of employee health as an investment in business
performance.

“Companies are also doing more and more
employee satisfaction surveys; if the workers
trust the company and answer candidly, you can
pick up indicators,” he continues. “Also use of
the EAP [employee assistance program] can be 
an indicator. You want them be used to intercept
things like depression, but a sudden surge may
indicate the environment could be placing more
than optimal stress on employees.” 

“It is a matter of evidence, but it’s not a simple
matter of evidence,” adds Quick, “Because stress
as it is identified medically is a systemic response.
This means the particular indicators vary some by
individual and organization.”
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In his recent publication, Fast Facts — Stress and
Strain (co-authored by Cary L. Cooper, Health Press
Limited, Oxford, UK; 2003), Quick cites two diag-
nostic instruments for stress and stress-related dis-
orders. The first is the Stress and Coping Inventory,
from Health Assessment Programs Inc. The second
is ASSET — An Organizational Stress Screening
Tool (www.robertsoncooper.com). In addition, 
an earlier work, Preventive Stress Management in
Organizations (Quick JC, Quick JD, Nelson DL, et al.;
American Psychological Association; 1997) enumer-
ates more than 30 indicators. 

A matter of energy

Having initially worked with athletes, Loehr
employed the term “overtraining” to describe
what in a corporate setting might be called
burnout. “As individuals become less and less
able to balance their workload, they are less able
to do what they can do best,” he notes.

In the corporate setting, exactly the same pro-
cess can occur, Loehr continues. “We came up
with four principles and have taken those same
principles and applied them pretty much across
the board within every arena of application,” he
says, noting that each one is critical. They are:

• Physical energy: “In the corporate world, no
one pays attention to the body, yet all energy
comes in through nutrition,” he notes. 

• Emotional engagement: This entails feeling
the right emotions. “You get the best results when
people are mobilized from opportunity-based emo-
tions, rather than from fear or anger,” says Loehr.
“When you get beyond the edge, you start to get
angry, impatient, stop eating and sleeping properly.
This breeds disengagement everywhere.”

• Mental energy: This entails focusing energy
on what is relevant. “Multitasking is the enemy
of engagement,” Loehr asserts. “That’s what hap-
pens when you are in a lot of stress; then, you’re
not being extraordinary at anything.”

• Spiritual energy: This, more than anything
else, leads to extraordinary performance, asserts
Loehr. “When an individual can attach the right
meaning to what they are doing, it adds an unbe-
lievable sense intensity; your energy is boundless
when you’re on the right track,” he notes, adding
that spiritual energy can refer to issues of integrity,
character, courage, and honesty. “When corpora-
tions don’t link what they’re asking the employee
to do with their own beliefs, the whole thing comes
crashing down.” 

When people are worked to excess, all those

levels of energy start crumbling, Loehr says. “You
notice it at the physical level; the first thing that
starts to surface is fatigue. People are unable to
face their demands — they don’t care as much,
they don’t give as much, they put messages in
voicemail or e-mail rather than meeting one-on-
one, they come home and appear to be discon-
nected,” he observes.

There is an erosion of joy, Loehr continues. “All
recovery mechanisms begin not working; you
don’t sleep as well, your appetite goes crazy in one
direction or another. People just stop taking care of
themselves in the most important ways; they may
be attracted to excessive alcohol to lighten their
spirits, or to break the doldrums and monotony of
work when they see no way out. They’re more
likely to get sick, because their immune system is
compromised. The big thing is they are not per-
forming; their memory is not as clear, they are crit-
ical and short with people. That’s where mistakes
are made, sometimes with tragic long- and short-
term consequences.”

Surveillance aids prevention

Of course, the best way to deal with burnout is
to prevent it from ever occurring. To do that, says
Quick, requires vigilant surveillance.

“Good prevention hinges on good information
and good surveillance indicators to let you know
you are crossing the line,” he explains. “With one
of my clients, for example, when we did some
assessment conversations we realized that none
of them had put together the fact that there was a
fairly common symptom in the workplace, which
was headaches. What is required is a real atten-
tion to the functioning of the organization and
the individual, and looking for those symptoms
or surveillance indicators that say, ‘I’m getting to
the edge.’ For instance, one female executive we
interviewed said she always knew she was get-
ting to the edge when she heard the door slam
behind her when she went into her office.” (For
an outline of prevention strategies, please see
the illustration on p. 16.)

Loehr adds these three recommendations for
preventing burnout:

• Balance engagement with strategic disen-
gagement.“You have to find times to turn off the
system when it doesn’t matter that much,” he
says. “Let’s say you have three or four minutes to
disengage; you may close the door, go through
deep-breathing exercises, hydrate, eat some
mixed peanuts, or listen to relaxing music.” 
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• To build capacity, you need to push your-
self beyond normal limits. “To build the capacity
to deal with these brutal conditions, you need to
be pushed outside your comfort zone,” Loehr
says. “But then you also need high-quality recov-
ery. Otherwise, it will end up breaking you.
Burnout, on the other hand, is forced recovery.” 

• The creation of positive rituals. Rituals
become automatic and drive you to do the right
things at the right time, says Loehr. This could
include good eye contact, focusing, mental
preparation routines, and time for personal
reflection. “That’s what helps you manage this
massive level of stress,” he concludes. 

[For more information, contact: 
• James Campbell Quick, PhD, Department 

of Management, Box 19467, University of Texas at
Arlington, Arlington, TX 76019-0467. Telephone:
(817) 272-3869. Fax: (817) 272-3122. E-mail: JQuick
@uta.edu.

• Jim Loehr, EdD, PhD, CEO and Chairman, LGE
Performance Systems, Orlando, FL. Telephone: (407)
438-9911, ext. 111. Web: www.corporateathlete.com.

• Sean Sullivan, JD, President and CEO, Institute
for Health and Productivity Management, Gainey Ranch
Center, 7702 E. Doubletree Ranch Road, Suite 300,
Scottsdale, AZ 85258. Telephone: (480) 607-2660. Fax:
(480) 832-5154.] ■
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The illustration above, excerpted from Fast
Facts — Stress and Strain (second ed., Quick

JC, Cooper CL, Oxford, UK: Health Press
Limited; 2003), depicts the stress process. 

“Pressures, demands or stressors are in the box
at the top [left],” notes James Campbell Quick,
MBA, PhD, a professor of organizational behav-
ior and director of the doctoral program in busi-
ness administration at the University of Texas at
Arlington (UTA) and co-author of the publica-
tion. “They trigger the stress response in the sec-
ond box. That response, we think, is one our best
God-given assets for dealing with crisis and

achieving peak performance, but it’s not
designed to be on all the time. It should fire up,
help you get the job done, and then you recover.”

The box at the bottom — distress, or strain,
can occur both at the organizational level and
at the individual level. “That’s where we usu-
ally pay attention to turnover rates, absen-
teeism, productivity declines,” Quick explains.
“In individuals, that can be manifested by
backaches, headaches, substance abuse, cardio-
vascular problems, and so on.” 

The primary prevention stage, he asserts, is
ideally where stress should be addressed.  ■

Primary
Prevention

Stressors
• Pressure
• Conflict
• Trauma

Secondary
Prevention

Tertiary
Prevention

The Stress Response
• Sympathetic nervous 

system
• Endocrine system

Strain
• Medical
• Behavioral
• Psychological

Aim of Intervention

To modify, reduce,
eliminate, and manage
demands, stressors, 
and trauma

To manage, reduce, and
modify the individual’s
response to demands,
stressors, and trauma

To treat discrete forms
of individual distress
and strain

Stress can be considered a chronic health risk for which preventive medicine con-
cepts may be applied.

The Stress Process



Supervisors play key 
role in return to work
Stay at work rates also can be impacted

Occupational health professionals seem to
paying an ever-increasing amount of atten-

tion to return-to-work (RTW) efforts, and yet,
argue some experts, they and their employers are
often overlooking the most important piece of the
return-to-work puzzle: the first-line supervisor.

“The first-line supervisor and the everyday work
group are key, central, critical to an employee’s abil-
ity to stay at or return to work successfully,” asserts
Jennifer Christian, MD, president and chief medi-
cal officer of Webility Corp., a disability manage-
ment consulting firm based in Wayland, MA.

Exactly who this individual is, is defined not
so much by his or her title as by their relation-
ship to the worker, Christian explains. 

“It is the person who is the face-to-face repre-
sentative of the employer to the worker,” she
notes. “The supervisor is often the one who cre-
ates the quality of the microclimate in which the
supervisees are working — and, when the chips
are down, in some way personifies the quality of
the relationship between the employer and the
employee.” 

Christian would go so far as to assert that the
smaller microclimate in which the employee works
is more powerful in terms of return to work than
the macroclimate, or the company at large. “There
are people who work in dysfunctional companies
who are highly motivated and fantastic employees,
and part of the reason is that there is someone who
has created a high-performing work group within
that company,” she explains.

Barbara Wleklinski, MS, workplace injury
network (WIN) program manager, Carle Clinic
Association, Urbana, IL, is in complete agree-
ment. “You can have the most well-developed
and written RTW program with upper manage-
ment and policy support, the necessary essential
program structure with timelines and clear entry
and exit criteria, and it will fall on its face without
training the people who need to execute the pro-
gram,” she asserts. 

Carle Clinic Association is a physician-owned,
286-plus multipractice and subspecialty group.
Wleklinski leads the WIN program, which pro-
vides 16 hours of training, technical assistance,
and program development services for small

employers to design disability management
programs. 

Real-life examples

Christian uses case studies to illustrate just
how important the supervisor can be. “In one
case study we use, we tell the story of Bob, who
has eczema,” she relates. “As many occ-health
professionals know, it is partly an allergic reac-
tion; but if you are upset, it can also become
worse. The company docs put him out of work
for a month, saying that dust in the shop exagger-
ated the symptoms. In the past, Bob had asked
the other guys to shut the shop door, and they
had refused and made fun of him. So he says to
himself, ‘Why should I be at work with these
guys, and what’s with the supervisor, that he
allows guys to be picked on?’ So in this case, the
supervisor either creates an environment in
which Bob wants to give his all to his job or he
doesn’t.”

How an employee is treated after he or she is
hurt is crucial, she continues. “Some problems can
be created by treating a good employee poorly
after they are hurt,” she offers. “Let’s say no one
calls while they are home; that neglect can have a
serious impact. Also, there’s a lot of harassment
and teasing that go on when people can’t do their
jobs, and it hurts if they feel they are not being
protected by their workgroup or supervisor.”

In one particularly egregious example, an
employee for a gas company fractured his ankle
and was told by his doctor not to stand on that
foot, but his supervisor insisted upon his stand-
ing anyway. “Failure to treat employees with
respect makes them feel in danger and not cared
for,” says Christian.

Recognizing a critical need

Unfortunately, says Christian, far too few
employers recognize just how critically impor-
tant supervisors are to keeping employees at
work or helping them return more quickly after
an illness or an injury. In fact, she says, most
companies do not provide the necessary training
for their supervisors.

“Typically, supervisors have not had any training
in this area; and if they have had any, it is likely at
the paperwork level,” claims Christian. “This is
even globally true for disability management
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� Provide clear and concise information to the
employee and employer regarding the treatment
plan and prognosis.

� Identify current functional abilities and medical
restrictions for employer to make RTW decisions.

� Estimate length of recovery.
� Provide treatment and evaluation in a timely manner.
� Timely completion of requested documentation and

reports.
� Work with internal and external professionals to

facilitate timely communication.
� Establish �return to work� as one of the treatment

goals.

� Administer the RTW program and works as an
employee advocate by providing the employee with
information about company benefits, programs and
policies such as sick leave, compensation benefits,
and medical coordination services.

� Work with supervisor and employee to discuss work
return options and accommodations.

� Communicate with medical provider to ensure the
employee is receiving proper medical care that opti-
mizes recovery. Ensure that medical provider has
appropriate information about the job and avail-
ability of transitional employment opportunities. 

� Serve as a liaison with workers� compensation
administrator and follows protocol for reporting and
recording injury/illness to governmental agencies.
Schedule initial RTW meeting with injured employ-
ees and supervisor to develop and review the RTW
program objectives. 

� Schedule initial RTW meeting with injured employ-
ees and supervisor to develop and review the RTW
program objectives. 

� Promptly attend medical appointments and 
follow through on the treatment plan.

� Follow the medical restrictions the physician
advises at work as well as off work.

� Report any significant pain associated with work
activities to supervisor and physician.

� Communicate work return options and functional
demands to physician.

� Bring information from medical provider to appro-
priate representative of the company and keep
supervisor informed of your progress.

� Schedule medical appointments to cause the least
work disruption.

� If off work, call supervisor or human resources
weekly.

� Keep in touch with the injured employee during
absences (weekly).

� Work and communicate with the RTW administrator
progress issues, work requirements and possible
job alternatives that meet restrictions.

� Responsible to make sure employee is working
within restrictions.

� If employee returns to work in an accommodated
basis, offer help and support, problem solving 
that works for the recovering employee and other
co-workers.

� Assist in the development of job analysis that detail
the physical demand level of the job.

� As recovery occurs, work to gradually increase
meaningful job activities and demands to meet
increased capacities.

� Inform RTW administrator when continued restric-
tive work will negatively impact productivity and
adjustments are needed.

Physician Employee

Return-to-Work Administrator Supervisor

Rehabilitation and recovery to full work resumption
is not a singular task of providing medical services,
but a cooperative partnership with ongoing communi-
cation by everyone. 

A clear understanding of the role and expectation
of all parties will facilitate a smooth recovery, minimize

work disruption and provide a safe, timely return to
work (RTW). The following guidelines, authored by
Barbara Wleklinski, MS, workplace injury network
program manager at the Carle Clinic Association in
Urbana, IL, help to clarify each party�s role and
responsibilities:

Responsibilities for Rehab and Recovery



people; even claims adjusters and case managers
are not trained that much in interpersonal skills.”

The lack of trained supervisors inevitably
impacts the ability of the occupational health pro-
fessional to do their job. “It absolutely limits what
an occ-health professional can achieve,” Christian
says. “The three key players in this area are going
to be the worker, the supervisor, and the doctor.
When any one of those three is not fully engaged
and supportive it jeopardizes the outcome; it
impacts the engagement of the worker.”

She goes on to point out that doctors tend to
believe they know more about the patient than
the employer. 

“In reality, the supervisor may know the
employee far better as a person, and has
observed them in actual circumstances at 
work, and could be a real ally in protecting
somebody and analyzing the facts.” 

In light of this critical need for supervisor train-
ing, Christian’s company, Webility, has created and
is now beta-testing a web-based course for super-
visors. “Our approach has been to design our web-
based training as a management development
course for supervisors,” she explains. “The three
co-authors are a physician (me), a lawyer/HR
executive, and a safety training professional. We
promise the supervisors who take it that they will
feel more comfortable and will become better peo-
ple managers as a result. In the background, the
course is surveying the supervisors as they take
the course. When Webility sends the group results
reports to company management, they get a pic-
ture of the group’s perception of RTW reality.”

Wleklinski had, in fact, urged Christian to cre-
ate such a course. “I asked Jennifer to develop
training for supervisors because it is needed, and
there is not much out there organized to meet
employer/trainers’ needs,” she notes. “If man-
agement expects to reduce disability absence-
related costs, then they need to put their money
where their mouth is and train the people how to
do it.”

The course takes about an hour to complete,
and covers such major topics as readiness to
manage disability; decision making in terms of
staying at or returning to work; management
issues; and transitional work assignments. The
underlying theme throughout each of the sections
is the need to relate to the employee in a positive,
supportive way. “Do not send unintended mes-
sages; do not act angry or annoyed,” the course
instructs. “Be aware that all the people who work
for you are watching you, and will learn lessons

from how you respond to a sick, injured, or
impaired employee.”

“We set out to create leadership, or to point out
leadership opportunities,” Christian explains. “A
unique part of our training is that we focus on
how you should act within this process — what
are the overarching principles and purposes for
doing what you do. It’s sort of analogous to being
more than a technical safety program director.
The technical director will know how the build-
ing itself will be made safe; we build the will to
carry out the plan.” 

“Jennifer’s program offers a basic foundation
for supervisors and a tool for safety/HR trainers
to open the doors of communication with labor
and management to explore the benefits of early
return to work as part of the treatment process,”
says Wleklinski. “It offers a guide to the benefits
of transitional employment and early RTW.
Naturally, one should not assume that once fin-
ished with the course that we have mastered
competency, but it does hit the right chords and
sets a tone and framework for making decisions.”

“We plan to beta-test with employers of vari-
ous sizes and in a variety of industries,” Christian
notes. “There are very good reasons to want to
have your supervisors be better trained — espe-
cially if you are in the midst of an improvement
initiative.”

[For more information, contact: 
• Jennifer Christian, MD, President and Chief

Medical Officer, Webility Corp., Wayland, MA.
Telephone: (508) 358-5218. Web site: www.webility.md. 

• Barbara Wleklinski, MS, Workplace Injury
Network Program Manager, Carle Clinic Association,
Urbana, IL 61801. Telephone: (217)-355-6224.] ■

UV lamps in offices may 
help millions of workers
Significant savings per worker are possible

New research indicates that installing ultra-
violet lamps in ventilation systems could sig-

nificantly reduce sickness among office workers. 
“Installation of UGVI [ultraviolet germicidal

radiation] in most North American offices could
resolve work-related symptoms in about 4 million
employees, caused by microbial contamination of
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heating, ventilating, and air-condition systems,”
claimed the authors of the study that appeared in
the Nov. 29, 2003, issue of the British medical jour-
nal The Lancet.1

“We have been interested in the office environ-
ment and effects on human health for over a
decade,” relates lead author Richard Menzies,
MD, who is with the respiratory epidemiology
unit of the Montreal Chest Institute. “We’ve
looked at things like varying the outdoor air sup-
ply and other factors; and the one thing we iden-
tified as important was bacterial mold, and at
least one could trace that to the ventilation sys-
tem. Also, there is a body of evidence that venti-
lation systems pose a health threat, and that they
could harbor mold because of condensation.”

Menzies and his teamed combined that knowl-
edge with the fact that UV lights are known to kill
almost any organism, and hypothesized that
putting such lights in the central ventilation sys-
tem to shine on the drip pans would reduce symp-
toms in workers in offices that are fed air by such
systems.

Interestingly, while UVGI has often been stud-
ied in the past, there had never been a study of its
impact on bacteria in office buildings. The research
team set out to determine if UVGI irradiation of
both the drip pans and cooling coils within office
ventilation systems would not only reduce micro-
bial contamination, but also work-related symp-
toms among employees. 

There were 771 participants in the study, which
took place in office buildings in Montreal. UVGI
was alternatively off for 12 weeks, then on for
four weeks. This pattern was repeated three
times. The primary outcomes of self-reported
work-related symptoms and secondary outcomes
of endotoxin and viable microbial concentrations
in air and on surfaces were measured six times.

Results are significant

The UVGI reduced overall worker sickness by
about 20%, including a 40% drop in breathing
problems. The benefits were greatest for workers
with allergies and for people who had never
smoked. The use of the lights also resulted in a
99% reduction of the concentration of germs on
irradiated surfaces within the ventilation sys-
tems.

“We identified a significant and fairly substantial
reduction in symptoms that are possibly related to
microbial contamination of the ventilation system
— itchy, runny eyes and nose, sore throat, dry

throat, as well as respiratory symptoms — chest
tightening, coughing and wheezing,” notes
Menzies, “and we identified that the people most
likely to derive benefit were people with a history
of allergy — the very groups you would expect to
be allergic to mold in the air.”

In a large office environment, he continues,
there are people who are susceptible to a wide
variety of things. “This doesn’t mean, for exam-
ple, that everyone will react to, say, mold, but the
susceptible subgroup will react,” he explains.

The problem of the sealed office environment
and its impact on worker health, Menzies contin-
ues, is a multifactorial one. “UVGI may be part of
the solution, but it may not be the whole solu-
tion,” he concedes.

A clear benefit

Nevertheless, Menzies asserts, office workers
would clearly benefit from the installation of
UVGI lamps in ventilation systems, and the cost
of installation would be equaled or exceeded by
reduced health care costs.

How did Menzies arrive at his estimate of 
4 million employees who could be helped by
such an initiative?

“We found that about 4% overall of all the work-
ers studied, or 10% of the symptomatic workers,
got better significantly and consistently,” he notes.
“If you take 4% of all the workers in the United
States who work in office buildings, which is esti-
mated at 100 at million, it shows you that number
is conservative, if anything.”

It’s a conservative estimate, Menzies continues,
because in certain areas, far more than 4% of the
workers could be helped. “In the southern United
States, for example, which is much more humid,
there will be a lot more problems, and therefore
the potential benefit of UVGI is a lot greater,” he
explains. 

In terms of cost savings, the estimated $52 for
initial installation and $14 a year for operating
costs “compare favorably with the estimated
yearly losses from absence caused by building-
related sickness,” the authors wrote.

“The costs of sickness easily equal the costs of
the system — and that’s just the cost of sickness
per absence, never mind the loss of productivity,”
says Menzies. “NIOSH [National Institute for
Occupational Safety and Health] has estimated
those costs at between $10 billion and $70 billion
in the U.S. — that’s a huge amount of money.” 

In addition, says Menzies, the use of UVGI can
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aid in prevention. “It can help prevent illnesses,
and certainly will prevent major outbreaks, such
as Legionnaires disease and hypersensitivity
pneumonitis,” he notes.

Reference

1. Menzies D, Popa J, Hanley JA, et al. Effect of ultraviolet
germicidal lights installed in office ventilation systems on
workers’ health and well-being; double-blind crossover trial.
Lancet 2003; 362:1,785-1,791.

[For more information, contact: 
• Richard Menzies, MD, Respiratory Epidemiology

Unit, Montreal Chest Institute, Room K1.24, 3650 St.
Urbain St., Montreal, PQ, Canada H2 2P4. Telephone:
(514) 934-1934. Fax: (514) 843-2083. E-mail: Dick.
Menzies@McGill.ca.] ■

FMLA: It’s not just a
compliance concern
Proper use of law can help reduce absences

It’s easy to look at the Family and Medical
Leave Act (FMLA) as just one more federal law,

a jumble of complex compliance requirements
that must be adhered to by responsible employ-
ers. But it also can offer a valuable opportunity to
improve your absence management program,
argues Noreen F. Orbach, PhD, a private psycho-
logical consultant in the Chicago metro area.

“Merely tracking FMLA and conducting the
administrative functions of reports, etc., is not
sufficient. That gives you the parameters of the
problem, but the cause for the leave must also be
addressed,” she argues. 

“It’s like the difference between being a book-
keeper and a financial analyst,” Orbach continues.
“A bookkeeper just logs in accounts receivable
and accounts payable. A financial analyst looks at
the best way to use the dollars, not just what you
pay out.” 

It’s when you start examining the cause for the
leave request that you find opportunities to
impact the length of that leave — or perhaps the
decision to take a leave at all — Orbach explains.
“When you look at it from a cause standpoint,
when you identify the cause, you may be able to
find supportive services for the employee,” she

notes. “In particular, if someone is taking out a
leave request to take care of a family member,
you may be able to avoid the leave or shorten the
leave.”

Look beyond the forms

There is no shortage of help for occupational
health professionals seeking to comply with the
FMLA, says Orbach, but that is simply not enough.

“Yes, you have all kinds of tracking programs
out there that allow employees to keep a count of
the days that come out of the 12-day pot [allotted
each employee], and all the required forms, includ-
ing the health certification, but this should not just
be a perfunctory process,” she asserts. “If a medical
practitioner signs off on the reasons for the leave,
that merits taking a look.”

Causes of leave requests that may lend them-
selves to creative solutions include stress at work
or a family member requiring hospice care, Orbach
observes. “In that case, you may be able to help the
employee return to work sooner once the death has
occurred, or, maybe make it possible for them to
work two days a week while you’re helping them
deal with end-of-life issues,” she offers. “Or you
could perhaps even offer preventive services; let
them know that when — heaven forbid — the
death occurs, you will be there for them.”

A twofold strategy

FMLA was included as part of a series of
absence management solutions that Orbach
recently developed for a benefits services client.
The solutions were divided into two categories:
Those for employees requesting leave for them-
selves and those for employees requesting leave
to take care of family members. 

One common example of a request for oneself
would be one for a 12-week postpartum leave,
Orbach notes. “You can work with the new mom
and maybe convince them to start coming back
two days a week before the full 12 weeks are up,
so when they do come back full-time, it’s not that
traumatic,” she suggests. “Even if they are
adamant about taking the full 12 weeks, you may
still want to provide them with some services for
child care or new mother assistance, so that when
they do go back to work there’s a smooth transi-
tion and a high level of productivity.” 

When the leave request involves a family
member, the employee is the caregiver, not the
patient, Orbach notes. “In this case, their direct
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health may not be impacted, but there could be
stress-related issues,” she offers, explaining why
she divided her approach into these two cate-
gories. “This is a different issue.” 

Whatever the cause of the leave request, she
recommends follow-up with the employee, both
throughout the duration of the leave (seeking
opportunities to reduce the duration) and once
the employee returns to work, after 15 and 30
days. This would help ensure that the employee
would stay at work.

“Even if the leave is totally justified, you don’t
just say, ‘See you in 12 weeks,’” insists Orbach.
“You have to keep in touch; maybe something
has changed that presents you with an opportu-
nity to provide services, which in turn could
shorten the leave or help the employee come 
back at a higher level of productivity.

“This entire strategic approach looks at identify-
ing the problem, and not just coming up with a
solution; it is clearly a problem-finding approach,”
Orbach concludes.  

[For more information, contact: 
• Noreen F. Orbach, PhD. Telephone: (847) 272-

1128. Fax: (847) 732-7264.] ■

Survey: Violence warning
signs often go undetected
Study shows need for more education and training

Experts claim that workplace violence rarely
strikes without warning, but according to a

new study on the issue, the majority of the work
force does not recognize potential warning signs.
This is one of many compelling findings from a
recent study commissioned by the Atlanta-based
American Association of Occupational Health
Nurses Inc. (AAOHN), indicating the need for
employee education and training on workplace
violence. 

“Our study found that nearly 20% of the entire
work force claimed they have experienced an
episode of workplace violence first hand, yet the
majority still do not know what to look for when
it comes to determining potential offender char-
acteristics,” notes AAOHN president Susan A.
Randolph, MSN, RN, COHN-S, FAAOHN. “The
fact that most people do not realize what some of

the warning signs are critical; if you know them,
then you can look at your potential responses.” 

AAOHN’s survey was designed to gauge
employee knowledge around the issue of
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Workplace violence prevention
program recommendations 

In response to findings such as the ones outlined
in the American Association of Occupational

Health Nurses Inc. (AAOHN) survey and the over-
arching prevalence of workplace violence among
the U.S. work force, AAOHN and the FBI offer the
following guidance to help companies develop
workplace prevention and education programs: 
• Management should conduct a thorough organi-

zational risk assessment and develop workplace
violence prevention policies and programs that
address potential risks in environmental design
(security cameras, key card access), administra-
tive controls and behavioral strategies. 

• Programs should clearly define the spectrum of
workplace violence (ranging from harassment
to homicide), delineate employee responsibili-
ties for recognizing and reporting signs, and be
shared with every employee. All programs
should promote zero tolerance. 

• Ask for and integrate employee ideas when
developing and implementing a violence pre-
vention program.

• Create a confidential and seamless reporting
system. Encourage workers to report any and
all concerns to a single representative, such as
an occupational health and safety professional
or human resource manager. 

• Incorporate a variety of communications tools
such as posters, newsletters, staff meetings,
and new employee materials. 

• When training employees, review common
warning signs, behavioral traits and how to rec-
ognize potential problems. Employees should
also understand that each case is different, and
to not limit at risk behavior to a standard profile. 

• Involve all employees in workplace violence
prevention programs. Training should be ongo-
ing and mandatory for every employee. 

• As an employee, actively participate in all educa-
tion and awareness programs. If you do not have
a violence prevention program at work, request
information from your occupational health depart-
ment, human resource department or manager. 

• As an employee, if you recognize that a col-
league exhibits at-risk behavior, report any con-
cerns to your human resources representative
or occupational health professional. ■



workplace violence and demonstrate the need for
violence prevention education. To help ensure
survey accuracy, experts from the FBI’s National
Center for Analysis and Violent Crime, who
currently are developing a workplace violence
monograph available to companies later this 
year (see the cover story in our September 2003
issue), were consulted during the development of
survey criteria. Respondents to AAOHN’s survey
were asked about their personal experiences, con-
cerns, perceptions and overall awareness of the
issue. Following are key findings from those
questions: 

• Recognizing the warning signs. The
AAOHN survey found the vast majority of
respondents did not recognize many of the key
workplace violence warning signs, which have
been identified by the FBI. In fact, when given 
a list of red-flag behaviors, fewer than 4% of
respondents were able to identify some of the
most common warning signs usually seen in
potential offenders. These signs include changes
in mood, personal hardships, mental health
issues (e.g., depression, anxiety), negative behav-
ior (e.g., lying, bad attitude), verbal threats, and
past history of violence. 

• Defining workplace violence —  men vs.
women. According to the FBI, workplace vio-
lence can be defined as any action that may
threaten the safety of an employee, impact the
employee’s physical or psychological well-being,
or cause damage to company property. When
survey respondents were given a list of examples
and asked to flag what they perceived as actions
of workplace violence, the majority of respon-
dents were in agreement on what was and was
not considered violence. 

However, when answers were analyzed by
gender, there was a significant difference between
what men and women considered to be work-
place violence, especially when it came to such
actions as stalking, threats and intimidation, and
sexual harassment:

— Stalking: 73% of men and 94% of women
agreed that stalking was a form of workplace
violence. 

— Threats and intimidation: 76% of men, in
comparison to 90% of women, agreed that threats
and intimidation were examples of workplace
violence.

— Sexual harassment: 83% of men and 97% of
women, agreed that sexual harassment is a form
of workplace violence. 

(Editor’s note: The AAOHN survey primarily
focused on employee-on-employee violence.)

Implications of findings

Randolph says the findings of the survey carry
significant implications for occupational health
nurses. 

“It’s important to put a program together at
your worksite now so you will have a planned
approach to dealing with violence, rather than
waiting until you have an episode,” she advises.
“With some of the work pressures employees face
today, may of them are short-tempered and there
are many different types of violent episodes pos-
sible at work.” 

To create such a plan, Randolph recommends
putting together a multidisciplinary team of
including upper management, security, legal,
human resources, health and safety, and employ-
ees. “Once you have determined what should be
included in the policy, the next step is educa-
tion,” she observes. “Teach employees about the
factors that contribute to workplace violence, as
well as the early warning signs.” (For additional
AAOHN/FBI recommendations on workplace
violence prevention, see the box on p. 22.) 

The AAOHN Workplace Violence Survey was
conducted by International Communications
Research in October 2003 and included 500 tele-
phone interviews among full-time employees
ages 18 and older. The margin of error for this
study is +4.4%. 

[For additional information, contact: 
• Susan A. Randolph, MSN, RN, COHN-S,

FAAOHN, President, AAOHN, 2920 Brandywine
Road, Suite 100, Atlanta, GA 30341. Telephone: (770)
455-7757. Web: www.aaohn.org.] ■
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■ Employing root-
cause analysis methods
in the occupational
health setting

■ Expanding
opportunities for
improved performance
through telehealth

■ New study questions
the cost-effectiveness
of disease management

■ How JCAHO’s new
infection controls
standards could
impact occ-health 

■ Industrial perfor-
mance measures: 
What can we learn 
from them?

COMING IN FUTURE MONTHS
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EDITORIAL ADVISORY BOARD CE questions

For further information, refer to the CE instruc-
tions box. This procedure has proven to be an

effective tool for adult learners. If you have any
questions about the testing method, please contact
customer service at (800) 688-2421.

The CE objectives for Occupational Health Manage-
ment are to help nurses and other occupational
health professionals to: 
• develop employee wellness and prevention pro-

grams to improve employee health and attendance;
• implement ergonomics and workplace safety pro-

grams to reduce and prevent employee injuries;
• develop effective return-to-work and stay-at-work

programs;
• identify employee health trends and issues;
• comply with OSHA and other federal regulations

regarding employee health and safety.

5. The FMLA presents an opportunity to improve
absence management programs. 

A. True 
B. False 

6. Which of the following has a critical impact on
burnout?

A. Physical energy
B. Emotional engagement
C. Spiritual energy 
D. All of the above 

7. The use of UVGI lamps in ventilation systems
has the potential to improve the health of ___
U.S. workers?

A. 1 million
B. 2 million
C. 4 million 
D. 6 million 

8. Which of the following is not among the
AAOHN/FBI recommendations for developing
workplace prevention and education programs? 

A. Involve all employees
B. Substance abuse testing 
C. Define the spectrum of workplace violence
D. Conduct an organizational risk assessment

Answers: 1-A; 2-D; 3-C; 4-B.

CE instructions

Nurses and other professionals participate in this
continuing education program by reading the

issue, using the provided references for further
research, and studying the questions at the end of
the issue. 

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

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


