
Economic pressures attract employers
to health promotion programming
Stages of change readiness take on growing importance

For years, many employers have remained skeptical of wellness pro-
gramming, insisting that there was little evidence such program-
ming could be cost-effective. However, with the convergence of

crushing health care costs and a growing body of evidence that wellness
can save money, more and more employers are coming on-board, accord-
ing to occupational health experts. 

At the same time, they note, wellness programming has become more
sophisticated. The old straight-cash incentive has evolved into sometimes
complicated formulas tied to insurance premiums, and the concept of
employee readiness to change has taken center stage in many wellness
campaigns.

“I think employers are definitely waking up to the fact that something has
to be done,” says Kay Gulick, executive director of the Wellness Council of
Florida in Jacksonville. “With the astronomical increase in health care costs,
it is definitely affecting their bottom line now, and they realize they have to
do something.” In reality, she says, employers have three options: “They can
do nothing; they can shift [insurance] costs to the employees, which we see
happening a lot more; or they can start aggressively looking at the problem
and finding solutions within their companies.” 

However, she concedes, many companies still remain skeptical. “We
have all these data that support wellness, but unless you take it down to a
very personal level at the company, it still does not phase some of them as
much.” 

“I would say there has been a positive change in employers’ attitudes,”
adds Marsha Kuhar, PhD, MSN, MPH, occupational health manager 
for Nationwide in Columbus, OH, and a national board member of the
American Association of Occupational Health Nurses (AAOHN), based
in Atlanta. “On the whole, employers have always been concerned about
the health of employees, but that’s not the whole story. Wellness pro-
grams save money. You will see medical costs reduced, increased produc-
tivity, and you should see a decrease in indirect costs like absenteeism. It’s
a win to embrace wellness.

“When you have double-digit inflation in health care costs, and you are
putting a strain on a health care system that’s already strained, I don’t
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think there’s any alternative,” she continues. “We
will not be able to sustain the system if costs con-
tinue to rise at double-digits each year.”

“I think I’ve seen a shift, with more people
latching on to health promotion/wellness pro-
grams,” adds Sandy Simpson, APRN, BC, MSN,
RN-C, COHN-S, manager, occupational health
services, Schering-Plough HealthCare Products 
in Memphis, TN, and also a board member of
AAOHN. “Recent studies by organizations like
Hewitt Associates verify that even more employ-
ers are embracing on-site programs.”

Why the shift? “I think people are looking at bot-
tom-line costs, productivity of workers, things that
are related to changeable behaviors, to chronic dis-
eases, to disability costs — and to lost work time
and presenteeism,” she asserts.

AAOHN considered employee wellness such

an important issue that it added health promo-
tion/disease management to its 2004 Public
Policy Platform. (For more on the platform, see
the story on p. 46.) 

“One of the things we are good at is keeping peo-
ple healthy at work, and we know the work force
population is aging,” notes Susan A. Randolph,
MSN, RN, COHN-S, FAAOHN, president of
AAOHN. “Certain health risks arise as a result of
that, so we will continue to have an important focus
on health promotion, wellness, and disease preven-
tion, addressing diseases such as diabetes and
stroke.” 

She agrees that “some employers are starting to
realize there are benefits to having programs that
support health, and they realize they might keep
their employees more productive.” However,
Randolph declares, “More inroads could be made.”

Different approaches work

The old adage about many ways to skin a cat
was never truer than when applied to wellness.
Part of the reason is that each employee popula-
tion is unique.

“There is a lot of information available about
leading health indicators,” notes Kuhar. “You 
can find it in the literature. Healthy People 2010
[www.healthypeople.gov] identifies 10 of them,
with physical activity, excess weight and obesity,
tobacco use, and substance abuse among the top
four. They are really the key to worksite pro-
grams having an impact. People pay attention to
those indicators, so we should see how we can
address them — what can we implement in the
work site that can impact associates so they will
be more active, or decrease use of tobacco or sub-
stance abuse? Those indicators can act as a pivot
for good, strong wellness programming.”

Most important, she adds, is the commitment
of the company. “Somewhere in their core values
wellness should be incorporated,” she asserts.
“Most companies don’t have that yet; it’s a top-
down commitment.”

As for her own organization, “We’re getting
there,” says Kuhar. In order for an occ-health per-
son to succeed in such a transition, “You have to
become the largest proponent of wellness you can
be,” she advises.

Kuhar uses what she calls a shared-business
approach. “I look at how I can get other business
units involved in being excited about wellness,”
she says.

As far as the programming itself, you can
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always offer wellness programs that have impact
across the board, such as fitness centers or walking
clubs, “But it may be you will want to look at tar-
geting specific populations,” says Kuhar. “I may
develop a program for the younger population on
ways to prevent risk-taking behavior. For middle-
aged folks, I may focus on early detection. And for
the more mature workers, I might be assisting
them with managing chronic conditions.”

Simpson recommends “looking at the stages of
change model and making your program elements
fit accordingly.” (The stages of change model indi-
cates employees’ readiness to change; e.g., if they
are not yet ready to change, they may be in the
pre-contemplative or contemplative stage.)

“When you look at the stages of change, you can
reach out and touch people where they are,” she
continues. Simpson underscores the need for such
programs by noting that, according to the National
Center for Health Statistics (www.cdc.gov/nchs/),
the typical adult older than 18 has an average of
seven chronic conditions.

One of the resources she uses to guide her pro-
gramming is to see what is going on in the National
Health Observance Calendar and, more impor-
tantly, what’s going on in the news media, such as
the recent National Red Day, which brought atten-
tion to women’s health and, more specifically, heart
disease. “Katie Couric [co-anchor of NBC’s Today
Show] does a great job on colorectal cancer each
March,” she adds. “If you have something in print,
maybe people in pre-contemplation may join next
year. People watch the news all the time, so when
you feed off of that it’s kind of like one big ‘Aha!’
tied together.”

Simpson’s program has moved away from a big-
ticket focus to tokens that recognize improvement
— such as losing 10 pounds or lowering choles-
terol. “People are enjoying that personal success,”
she says. “It can just be a piece of paper posted in
the boardroom, or it may be just a T-shirt.”

The most important thing, she says, is to catch a
disease before it becomes an issue for the employee
or their family. “We did a community diabetes pro-
gram, and people came who didn’t have diabetes,
but who had a family member who did,” Simpson
recalls. “They wanted to learn to be able prepare
special meals, and to help influence change in
someone they loved. Disease impacts more than
just the individual.”

“Some of these diseases are lifestyle-based and
workers have the capacity to control them, so,
what we can do is to focus on those conditions,
and talk to clients/workers about how they can

reduce some of their health risks so they can live
longer,” says Randolph.

A new paradigm?

Gulick says that a new program from Blue
Cross/Blue Shield of Rhode Island is a premier
example of what she considers to be state-of-art of
wellness — the current thinking about what types
programs are most successful. “That seems to be
more individualized intervention programs,” she
notes.

The concept behind the Rhode Island Blues pro-
gram is as follows: If employees wish to continue to
have their company pay their entire health care pre-
mium, they must fulfill certain responsibilities. “You
must take an HRA [health risk appraisal], and then
you are responsible for making decisions about the
changes you have to make, such as losing weight or
quitting smoking,” Gulick explains. 

The HRA also identifies the participant’s readiness
to change, which, she says, is crucial. The employee
sets a primary goal and a secondary goal, and based
on the employee’s readiness to change, the health
plan supports the worker in those endeavors. 

“The information sent to that person is in line
with their readiness to change,” says Gulick. So,
for example, in the case of smoking cessation,
support is offered at the worksite, and appropri-
ate meds are provided. 

The third component of the program, and the
one that is unique to the program according to
Gulick, is that the employee has only a $2 copay
for preventative pharmaceuticals. “This is revolu-
tionary,” she asserts. 

In order to keep the benefit, the employee
must be making satisfactory progress toward
their goal. “If I need to lose 30 pounds and I lose
6 but I’m working at it, the company will recog-
nize it,” Gulick says. As long as the workers
remains involved in the program, they keep their
benefits. If they choose not to participate, they
pay 15% of premium costs. “To me, this is the
epitome of where we need to go,” says Gulick.

The current trend is encouraging says Simpson.
“I hope it continues. Some industry efforts are even
impacting legislation, which has really brought the
program issue to the forefront. On [HHS Secretary]
Tommy Thompson’s web site, there’s an initiative
to help people start walking. It’s important for
these programs to be attacked from an epidemio-
logical point of view.”

In addition to educating members through tar-
geted programs, AAOHN is working to influence
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change on a broader scale. “We are working to be
involved with various organizations that have an
interest in these areas and be at the table, to try to
encourage the inclusion of workplace wellness in
their deliberations,” says Randolph, noting that
this can include organizations involved with
heart disease, asthma, tobacco usage, and so on. 

AAOHN also is educating its members on spe-
cific wellness programs they can offer, and strate-
gies they can present to management to win
support for these programs.

“I see more dollars being spent than we’re see-
ing now, and more commitments to wellness by
companies because of the payoff,” says Kuhar. “I
can’t imagine it being any other way.”

[For more information, contact:
• Kay Gulick, Executive Director, Wellness

Council of Florida, 1300 Riverplace Blvd., Suite 200,
Jacksonville, FL 32207. Telephone: (904) 306-0250.
Fax: (904) 306-0237. E-mail: wcofl@bellsouth.net.

• Marsha Kuhar, PhD, MSN, MPH, Occupational
Health Manager, Associate Health Services, Nationwide,
One Nationwide Plaza, Columbus, OH 43215. Tele-
phone: (614) 249-4520. E-mail: kuharm@nationwide.
com.

• Susan A. Randolph, MSN, RN, COHN-S,
FAAOHN, President, American Association of
Occupational Health Nurses, 2920 Brandywine Road,
Suite 100, Atlanta, GA 30341. Telephone: (770) 455-
7757. Web: www.aaohn.org.

• Sandra Simpson, APRN, BC, MSN, RN-C,
COHN-S, Manager, Occupational Health Services,
Schering-Plough HealthCare Products, 3030 Jackson
Ave., Memphis, TN 38151. Telephone: (901) 320-
5173. Fax: (901) 320-2378.] ■

Integrating acupuncture 
improves care, bottom line
Occ-health program incorporates it into PT

Integrating acupuncture with conventional physi-
cal therapy and work hardening has been both a

medical and financial success for Good Samaritan
Occupational Health Services in Avon, MA, accord-
ing to its medical director, Robert P. Naparstek,
MD. The on-site acupuncture program was initiated
on January 2000.

“I had always wanted to do this,” reports
Naparstek, whose first exposure to acupuncture

was as a rheumatology/immunology fellow in
1983-84. “The medical center was downtown near
Chinatown,” he recalls. “I met interesting people
from Hong Kong and Taiwan, who invited me 
go downstairs to their storage room, where I met
their cousin, who was a renowned master in
acupuncture.” 

Naparstek notes that when patients left, it
would be with smiles and bows, and that they
often left their canes behind. 

“Since then, I have always wanted have the
opportunity to do some integration [of acupunc-
ture] with occupational health,” he adds. From
time to time, he sent patients to acupuncturists,
and some of them were able to get off of drugs
such as Percocet. “I did not do any formal mea-
sures, but I noticed anecdotally that there was
improvement,” he reports.

In 1995, Naparstek became medical director 
at Good Samaritan’s occ-health services. Then in
1999, he became involved with the New England
School of Acupuncture, a prominent institution in
the region. “I felt it was now or never; I had signifi-
cant autonomy, so I got an acupuncturist I had met
through the school to come talk with us about inte-
grating it into our program, and what kind of MMI
[maximum medical improvement] we could reach
with acupuncture.” After that, he says, “I just basi-
cally did it.”

Getting started

The setup was fairly simple. Naparstek brought
in the acupuncturist, Nicole Stockholm, MAc,
LicAC, of the New England School of Acupuncture,
to see patients on Tuesdays and Thursdays. The 
rest of the team included Naparstek and Good
Samaritan’s physical therapist.

The facilities were fairly large, with two rooms
devoted to acupuncture. “We gave Nicole all the
support she needed, the rooms, heat lamps —
we’d even buy her needles,” notes Naparstek. “In
other words, we’d cover all the overhead, and
then we’d split the money.”

Most of the patients came from corporate clients.
About 50% were workers’ comp cases; the rest of
the patients were billed directly. Acupuncture was
not covered by their insurance, but the fees were
reasonable — $86 for the initial visit and about $40
per follow-up visit. “The total cost of an average
course of acupuncture is less than that of an MRI,”
Naparstek says.

Factors such as strength and range of motion
were regularly measured to assess patient
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progress. “Patients’ healing rates improved,” he
notes. “Acupuncture was clearly making a big
difference in terms of numbers of lost days and
getting people back to work.”

Case in point

Naparstek cites one case in particular to illus-
trate the important role acupuncture has come to
play in treating patients. This particular patient
worked for a nearby company that makes black
electric tape. He regularly carried 50-pound barrels
of toxic powder that can be easily inhaled, dumped
the power, mixed it, and put it into special kilns.

“He was an immigrant from Portugal — uned-
ucated but intelligent, a low-wage individual who
was a heavy smoker,” Naparstek recalls. “He was
complaining of pain in his left arm. Because he
was left-handed, he moved the barrels more with
his left arm, so I felt it was logical to look for an
ergonomic cause. But I could not isolate a tendon,
bursa, muscle, or joint as the source of pain.”

His next thought was a possible cardiac prob-
lem, since the patient was a smoker. “I even sent
him to our cardio department for a stress test, but
that was normal,” he says. 

Finally, the patient visited with the acupunctur-
ist who with Naparstek interviewed him. “He
finally confessed that he had been under a lot of
stress — he had lost his wife to breast cancer, and
was feeling very sad and overwhelmed,” he recalls.

In the type of acupuncture Stockholm practices,
there are a number of points associated with emo-
tions and meridian lines. “She said the patient
was terribly Yin deficient, and his lung meridian
was profoundly blocked — that there was Chi
stagnation, which she says is almost always asso-
ciated with grief,” says Naparstek.

She began treating him, and he got “unbeliev-
able relief,” he adds, within two to three treat-
ments. “He started crying for the first time; he
really grieved.” 

The patient ended up having nine to 10 appoint-
ments, then went through the work-hardening pro-
gram for two weeks to regain strength, and then
was back to full duty. 

“Acupuncture really does tend to stimulate the
emotional issues associated with injury,” says
Naparstek. “People who are injured feel humili-
ated at work, and become angry. Once they
started talking about it and getting acupuncture,
they no longer had symptoms.” 

Naparstek says he also is using acupuncture for
his chronic patient resolution (CPR) program. “This

is for chronic worker’s comp cases, where people
have been out three to five years,” he explains. “We
assert that managed care has not worked, and we
make a deal with the adjusters; give us six months,
and we promise to state an MMI. This really sus-
pends managed care for six months.”

In CPR, acupuncture is a key part of the pro-
gram, being used in combination with aquatic
physical therapy, medical office visits, work harden-
ing, and clinical psychology. “We treat them as
aggressively as we can and then reach an MMI,”
says Naparstek. “We have had 30 people moved
back either to full-time work or permanent modi-
fied duty, and acupuncture has played a huge role.”

Naparstek is having some success with the insur-
ance representatives, but there’s still work to be
done. “It tell adjusters it will reduce future risk and
free up reserves. That appeals to some, but others
just do not want to give up authority,” he says. 

Using acupuncture in physical therapy and
work hardening also benefits the insurer, he adds.
“These stories are great examples of how dealing
with emotions can help heal injury, push a person
out of PT faster, and close the claim. I argue with
the insurance companies that this something that
is ridiculously cheap, and it works.” 

It can also help prevent the large number of iatro-
genic gastrointestinal bleeds that result from over-
prescribing anti-inflammatory agents, Naparstek
asserts.

“Acupuncture is cheap, it’s safe, and it works,”
he says. “Hopefully, because we have reams of
data on this, we will be able to publish our expe-
rience in the near future.”

[For more information, contact: 
• Robert Naparstek, MD, Medical Director,

Caritas-Good Samaritan Occu-pational Health
Services, Merchants Building, 75 Stockwell Drive,
Avon, MA 02322. Telephone: (508) 427-3900. Fax:
(508) 427-3905. E-mail: GSOHS99@aol.com.] ■

Health worker commitment 
declines slightly in 2003 
Drop mostly due to lower scores among leadership

The results of the latest Healthcare@Work survey
by AON Consulting and the American Society

for Healthcare Human Resources Administration
(ASHRA), both located in Chicago, finds U.S. health
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care employees slightly less committed to their
organizations in 2003 than they were in 2002. Most
of the drop in the survey’s Workforce Commitment
Index (WCI), which fell from 91.5 to 91.0, was due
to a drop in the score for executive leadership and
manager/department head groups. 

“We’ve been tracking this industry for the last
four years,” notes Erin Wilkins, AON assistant
vice president. “And what we’ve found is that
we’ve not seen a lot of change, but a slight drop
in commitment in 2003. When we dug a little
deeper, we attributed it to the executive leader-
ship and manager/department head group.”

She goes on to note that it was striking to see
people at that leadership level have a lapse in
commitment. “Mostly, I’d tie that to pressure to
perform,” Wilkins says. “We’ve heard lots about
physicians and nurses, but with all that’s going
on in the industry, leadership is actually feeling
the pain, too.”

Even more striking, perhaps, is the difference
between the health care WCI and that of American
industry in general. “Health care falls about nine
points below the national average,” says Wilkins.
“That’s shocking, but when we presented the
results and discussed them with our partners at
ASHRA, we determined that while that’s a hard
number to swallow, it’s not all that surprising
given what’s going on in the field.” This was com-
pounded, she notes, by extensive media coverage
of worker shortages in health care. 

Gathering the information

The survey results are based on responses from
3,784 U.S. health care employees from all areas of
the health care field. “It’s based on a pretty simple
model,” says Wilkins. “AON defines work force
commitment by five behaviors — productivity,
pride, retention, responsibility, and trust. For each
of these behaviors, the survey has two questions.”

To each of these, the participants would
respond: disagree, agree, somewhat disagree,
somewhat agree, or neither agree nor disagree.
The statements are as follows:

1. The people I work with make personal
efforts to improve their skills so that they can
make a better contribution to their jobs.

2. The people I work with make personal sac-
rifices when required to help our work group
succeed.

3. I would recommend my organization’s ser-
vices as the best that a customer could buy.

4. I would recommend my organization as one

of the best places to work in my community.
5. I intend to stay with my organization for the

next several years.
6. I would stay with the organization even if

offered a similar job with slightly higher pay.
7. I feel responsible to help my organization be

successful.
8. I feel responsible to help my supervisor be

successful.
9. I trust the leadership of my organization to

do the right thing.
10. I share the same values as my organization.

Getting more commitment

In its study, AON also outlines the factors that
create a committed work force. “All workplace
practices may have an impact on commitment,
but we illustrate what’s impacting commitment
across the health care field,” notes Wilkins.

These factors are illustrated in what AON calls
the Performance Pyramid. The factors, from the
bottom of the pyramid to the top, are as follows:

• Safety/Security: A physical sense of well-
being and a psychological belief that the environ-
ment is safe from fear, intimidation or threatening
interpersonal treatment.

• Rewards: Compensation and benefits are a
fundamental foundation that must be in place
before higher-level needs become commitment
drivers.

• Affiliation: A sense of belonging, being “part
of the team” and “in the know” is key at this level.

• Growth: Employees want opportunities to
change, learn and have new experiences on the job.

• Work/Life Harmony: The work force wants
to reach its potential both on the job and in other
facets of life.

“What should you work on if you want to
improve your organization’s WCI?” poses
Wilkins. “Make sure you have the work force
needs met at the lower level of the pyramid
before climbing to higher needs.”

Some organizations, she notes, have a long
way to go. “With our client data, we have seen
overall organizational WCI’s ranging from the
70s to the upper 110s,” she observes. “When get
down into work groups, we see them range from
the 40s to above 120.” 

Based on these latest survey results, the norm
or average is 91 in most health care organizations.
“However, if you want be best-in-class, you
should shoot for above that,” Wilkins advises.
“You also need to see how you stack up both
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against competitors as well as companies outside
the industry, because your workers can leave to
go to those organizations as well.” 

As with most change in health care organiza-
tions, senior leadership is key in this area. “You
often need a culture change, a restructuring of the
work environment,” says Wilkins. “Senior leaders
send out the mission/vision, and it filters down.”

In addition, she says, it is critical that you give
midlevel supervisors and managers the tools they
need to be successful. “You must equip frontline
supervisors with the skills they need to motivate
and retain their teams,” she concludes. 

The full Healthcare@Work report can be found at
www.hospitalconnect.com/healthcareworkforce/
jsp/whatsnew.jsp under “New Resources.” 

[For more information, contact: 
• AON Consulting Chicago, 200 E. Randolph

St., Suite 900, Chicago, Il 60601. Telephone: (312)
381-4800.] ■

Ohio grant program
aids RTW efforts
Non-occ injuries may be covered

An innovative grant program by the state of
Ohio’s Bureau of Workers’ Compensation

(BWC) is encouraging employers to initiate proac-
tive return-to-work programs, which can help
injured employees get back on the job more quickly.
In many cases, the program is even helping work-
ers whose injuries did not occur on the job.

Called Transitional WorkGRANT$, it uses real
job duties to accommodate workers with medical
restrictions for a specified period of time — gen-
erally not exceeding two months — to gradually
return them to their original job.

To be eligible, employers must use an accred-
ited transitional work developer to design an on-
site transitional work program for its injured
workers. The program provides up to 80% of the
program development costs, up to a set limit.
Occupational health companies must complete a
detailed application in order to qualify as transi-
tional work developers, and then attend a one-
day seminar about the program.

Qualified public and private employers with
more than 500 employees are eligible to receive
up to three grants to implement transitional work

programs in different departments or divisions of
their businesses.

“This grant program is unique in that it has spe-
cific requirements the program has to fulfill in order
for the employer to get reimbursed,” explains
Bonnie Jablonowski, OTR/L, vice president of
Cleveland-based Vocare Services Inc., which is rec-
ognized as a transitional work developer. “That is,
you have to have someone develop the program –
someone who has the necessary credentials.”

A study conducted by BWC’s research depart-
ment showed that employers who had used
Transitional WorkGRANT$ saved, on average,
$1,136 in compensation paid by BWC for each
approved workers’ compensation claim. The
Transitional WorkGRANT$ employers also saved
on average $139 in medical costs per claim. 

How the program works

Vocare, explains Jablonowksi, is an expert in
workers’ comp, and uses that expertise to educate
the employers participating in the program.

“We explain to the employer everything they
can access from the bureau,” she notes. “We edu-
cate them on how they can reduce their workers’
comp premiums, starting with a transitional
work program.”

The grant requires a company analysis, and
tells the transitional work developer in exact
detail what needs to be measured, including such
factors as where injuries occur, applicable OSHA
laws, whether there was a pre-existing light-duty
program in the company, or if there’s a union at
the company. “If so, we get them involved right
away,” says Jablonowski. “We educate them on
the transitional work program, what it is and
why it is beneficial, we look at how many shifts
there are, as well as the policies and procedures.
In other words, we do a thorough assessment.” 

Next, the transitional work policy is developed in
partnership with the employer. A job analysis is
conducted for each position at the facility, including
a complete list of job tasks and information on the
physical demands of each job. “If there are sugges-
tions for improvement or for how to accommodate
a position, we include that as well,” she explains. 

Then, a transitional work position is added to
the description of the job. “If the person on light
duty can’t do any of the tasks, we have other
things for them to do,” says Jablonowski, “but
our first goal is to have them do as much of the
original job as possible.”

BWC’s Transitional WorkGRANT$ program is
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AIHA offers first-of-its-
kind Spanish workshop
Occ-health professionals see progress

An eight-hour course on leadership will be
presented in Spanish at the American

Industrial Hygiene Conference and Exposition,
sponsored by the American Industrial Hygiene
Association (AIHA). 

The workshop, “Leading Leaders: The Real Role
of the EH&S Professional” is a significant develop-
ment for Hispanic environmental health and safety
professionals, says Antonio Attias, MS, the occu-
pational health corporate coordinator of Petrolera
Ameriven, a joint venture of Conoco-Phillips,
Chevron-Texaco, and PDVSA in Venezuela.

Attias notes it is the only one among more than
70 courses at the conference, being held May 8-13
in Atlanta, that will be given in Spanish and, at
least in the last five years, is the only one given in
a language other than English.

“A good percentage of the attendees are com-
ing from Hispanic countries; these attendees
would rather have a course in their native lan-
guage in order to get all the information they
need in the easiest way,” he notes. “This is an

achievement for the Hispanic environmental,
health, and safety community.”

A growing need

Attias says there is a growing need for more
courses like these. “There are two main reasons,”
he says. “First, there is the Hispanic work force,
which is growing in the U.S., and the increasing
attendance of Hispanic professionals from the
U.S. and from foreign countries at these confer-
ences and congresses.”

In addition, he notes, the Hispanic work force
has a different way of seeing and feeling the rela-
tionship with their own co-workers, their bosses,
their families, and their environment. “This means
that you need to understand this cultural issue
before attempting any environmental health and
safety approach to help them in their daily activities
and prepare them to minimize the injuries in the
workplace,” he explains. “In my opinion, having
worked for more than 20 years with Hispanic work-
ers, the increasing rate of injuries among them is
due to the cultural barrier, and not only to the lan-
guage barrier, as some experts believe.”

This will only increase the need for more
Hispanic professionals, he says. “Hispanic profes-
sionals will be more and more in demand because
we will need professionals who understand which
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safely returning injured workers to jobs sooner,
says the agency. In addition to the financial sav-
ings, Ohio’s employers save time as well, with
fewer days off work due to workers’ compensa-
tion injuries and/or occupational diseases.

Returning an injured worker to the job as soon as
safely possible before the worker is 100% recovered
lowers workers’ compensation costs and improves
the company’s bottom line, says the BWC. “Injured
workers may recover more quickly and participate
in work activities as soon as they’re medically able,”
says the agency’s web site (www.ohiobwc.com/
employer/programs/transworkgrant).

“They may experience a smoother transition
back to regular duty and feel improved self-esteem
in spite of their medical conditions. They’ll receive a
full, regular paycheck and maintain their co-worker
and management relationships,” says Jablonowski.

The state benefits as well, she notes. “They
have people who are not using their system as
much as they might; if someone is out of work
they receive ‘temporary total payments’ from the
bureau,” she explains. “And looking at the bigger
picture, managed care organizations are being

measured by the degree of disability manage-
ment [DODM] they provide, which is a return to
work factor. MCO’s [managed care organizations]
are motivated to not only have a DODM within
the bureau’s guidelines, but to have a certain per-
centage of transitional work programs put in
place every year.” (Vocare is a subsidiary of
Advocare, which is an MCO.)

Another benefit of the program for employees 
is that a lot of employers participating in the grant
program choose to cover not only their occ-injured
workers, but their non-occ injured workers as well.
“Maybe a little less than half of them include both
occ and non-occ injuries,” says Jablonowksi. “The
bigger the company, the more likely it is to do this.”
Companies still must pay disability to employees
absent for non-occ injuries, she explains, so it makes
sense to return them to work as quickly as possible.

[For more information, contact:
• Bonnie Jablonowski, OTR/L, Vice President,

Vocare Services Inc., 4670 Richmond Road, Suite 100,
Cleveland, OH 44128. Telephone: (216) 514-1221. Fax:
( 216) 514-0706. Web site: www.advocare-inc.com.] ■



cultural issues need to be studied or treated in all
cases related to occupational and environmental
health. The culture is the key factor here, and
Hispanic professionals will understand the
Hispanic workers more easily and will be able to
help them to work in any program they need to
improve their health.” 

The AIHA web page is www.aiha.org/aihce04/
generalinfo.htm. The course is: PDC-111, NEW —
Leading Leaders: The Real Role of the EH&S
Professional (Spanish), Saturday, May 8, 8 a.m.–5
p.m. A course description is located at www.aiha.
org/aihce04/pdcsbytopic.htm.

[For more information, contact Antonio Attias at
aattias@ameriven.com.] ■

Hospital’s return-to-work
program values nurses 
Clinical duties fit within job limits 

Time is money when an employee is injured
and can’t return to work. Besides the financial

burden for the employer in temporary disability
payments, medical costs, and extra staffing, reha-
bilitation actually can suffer as employees stay
idle at home. 

The stakes are even higher when it comes to
nurses, the backbone of the hospital. “We’re going
into one of the biggest nursing shortages we’ve ever
had,” says Pat Dalton, RN, COHN-S, occupational
health administrator at Pitt County Memorial
Hospital in Greenville, NC. “Just because they can’t
do everything [physically], we throw them out.
What you really need the nurse for is cognitive
skills and abilities, not just physical abilities.” 

Pitt County Memorial solved that dilemma
with a special Alternative Staffing program for
nurses, which supplements a limited-duty pro-
gram for employees with occupational injuries
and nonoccupational medical disabilities.

Being at work — even with restrictions and
reduced hours — can help employees feel needed
and involved, Dalton says. “You do have to look
at getting people better from more than just a
physical perspective,” she says. 

Dalton uses a physical demands analysis to
determine how strenuous a particular job would 
be and whether it would match the employee’s
needs. The analysis evaluates the time spent sitting,

standing, twisting, crouching, lifting, and other
activities. If a nurse cannot be accommodated in her
home unit with her physical restrictions, Alterna-
tive Staffing places her in positions where she can
use her cognitive skills within the prescribed restric-
tions. For example, an Alternative Staffing nurse
could conduct assessments on a unit while the unit
nurses perform other patient care duties.

“We don’t want to waste any of the nursing
capabilities that we have,” says Dalton. “We want
to use them every way we can.” 

Limited-duty pay lower

Dalton created the Alternative Staffing pro-
gram to address the special issues posed by
injured nurses. Replacing an injured nurse can 
be costly, but allowing her to return to her usual
duties too quickly may delay her recovery. In
fact, nurses will sometimes push themselves
beyond what is safe, she says.

“They care about their patients. They care
about their co-workers. [They] are always going
to do better if we have them doing something
useful and in their professional field.”

The Alternative Staffing program reflects the
hospital’s view of nurses and their value to the
organization. They receive their regular salary in
the program, while limited duty employees receive
reduced pay.

“It’s not that we’re favoring nurses over other
people. It’s that nurses have a lot of flexibility in
what they can do and still be of great value,” she
explains. “They are actually performing regular
nursing duties, but in alternative departments
where accommodations can be made. They are
paid by the department in which they work.”

Limited duty is a tiered program. Phase I
applies to workers with a temporary disability
due to a work-related injury. Phase II employees
have work-related injuries but have reached their
“maximum medical improvement” and need per-
manent accommodations. Phase III is designed
for employees with long-term disabilities that are
not work-related but qualify for accommodations
under the Americans with Disabilities Act. 

For Phase I, after the treating physician deter-
mines work restrictions and writes an order to
place the employee on limited duty, a certified
vocational evaluator provides testing to deter-
mine the employee’s skills and interests, then
matches the employee to a suitable job.

“We have designed jobs that have some
variability in terms of the skills that people
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would need, educational level, as well as physical
ability,” Dalton says. “We’ve got to prove that the
injured person is able to work in a particular job,
making sure it is suitable for that individual. If
we don’t do that, then we have to continue to pay
temporary total disability. 

“Each of the jobs has a written job description
and a physical demands analysis. By assuming
some of the work that other employees normally
have to do, the injured worker is seen by both co-
workers and managers as being helpful to the
unit,” she points out. 

Rehab, not make-work 

The limited-duty job bank has about 30 jobs
that are filled only by employees on limited duty.
“We don’t want to have what plaintiff attorneys
refer to as ‘make-work.’ That is not good rehabili-
tation,” Dalton says, “and won’t hold up in litiga-
tion.” Limited duty also involves a financial
incentive to return to full duty.

“Many hospitals will continue to pay the per-
son what they normally make no matter what
they’re doing. They may be doing a third of what
they were doing before,” she says. 

“The whole program is a bridge between their
total inability to work and their getting back to
their regular work,” Dalton notes. “Therefore,
they are paid more than they would make if they
stayed home and less than they will make when
they return to their regular job. 

“We tell them this whole program is a rehabilita-
tion tool. The purpose is to get the person back to
whatever work they can safety do,” she explains.

[For more information, contact:
• Pat Dalton, RN, COHN-S, Occupational

Health Administrator, Pitt County Memorial
Hospital, 2100 Stantonsburg Road, Greenville, NC
27834. Telephone: (919) 816-4100.] ■

Nursing organizations 
adopt 2004 platforms
Foreign nurse recruiting supported

Two of the nation’s leading nursing organiza-
tions, the Atlanta-based American Association

of Occupational Health Nurses (AAOHN) and 
the American Organization of Nurse Executives

(AONE), a subsidiary of the American Hospital
Association, have unveiled their policy platforms.

Key elements of the AAOHN platform include:
• All-Hazard Preparedness: AAOHN sup-

ports policy that includes the workplace as a pri-
mary delivery system for responding to and
mitigating human, natural, and technological
public health threats. In addition, the association
advocates for policy that positions occupational
health nurses as integral in providing education,
training, assessment, prevention, and response to
these threats.

• Confidentiality of Health Information:
AAOHN champions the need for comprehensive
federal legislation to provide universal security
standards and safeguards that protect the integrity
and confidentiality of personal health information.

• Health Promotion, Wellness, and Disease
Prevention: AAOHN supports funding and
resources to enhance the research base required
to further develop the field of health promotion
and disease prevention and to explore the strate-
gies to integrate lifestyle improvement programs
into national policy.

• Nurse Licensure Compact: AAOHN sup-
ports the Nurse Licensure Compact (NLC), which
is a mutual recognition model where the nurse’s
state of residence issues the nursing license, and
it is then recognized by other states that have
entered into the interstate compact.

• Quality of Work Environments for Nurses:
AAOHN supports a number of initiatives that
focus on strategies to foster healthful and safe
work environments for nurses and all health
care professionals.

• Workplace Violence Prevention: AAOHN is
working to address the issue of workplace vio-
lence by lobbying Congress for funding to imple-
ment an outreach program that will provide
prevention techniques to businesses.

Highlights of AONE’s policy

• Foreign Nurse Recruitment: AONE supports
the freedom of choice that permits qualified pro-
fessional nurses to practice in an environment
where they can provide quality patient care and
enjoy the quality of life to which they may aspire.
AONE also supports the lawful entry of nurses
from foreign countries to work in the United
States and its territories provided that they meet
all federal qualifications for entry and practice. It
is incumbent upon institutions that recruit foreign
nurses to foster an environment that is culturally
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sensitive and supportive as these nurses are
assimilated into the American health care system.
Furthermore, it is the position of AONE that the
global nature of the shortage makes it unethical
for the wholesale recruitment of professional
nurses, which can jeopardize the health and 
safety of indigent populations. 

• Mandatory Overtime: It is the view of
AONE that mandatory overtime is the staffing
vehicle of last resort, limited to crisis situations
that would put patients in danger of not receiv-
ing the basic requirements of the safe care that
they require. AONE is opposed to legislation pro-
hibiting the use of mandatory overtime at both
the state and federal level with regard to the reg-
istered professional nurse. It is the view of AONE
that the issue is best addressed within the institu-
tional setting. Mandatory overtime is but one
aspect of the nursing shortage and its usage
should be monitored and tracked.

• Mandated Staffing Ratios: AONE approaches
this issue from the perspective of the employer and
in the context of our social contract with the com-
munity. From this perspective, AONE members are
responsible for managing patient care and assuring
that every patient is cared for in an environment
that is focused on quality and safety. Because
staffing is a complex issue composed of multiple
variables, mandated staffing ratios, which imply a
“one-size-fits-all” approach, cannot guarantee that
the health care environment is safe or that the qual-
ity level will be sufficient to prevent adverse patient
outcomes. It is for this reason that AONE does not
support mandated nurse-staffing ratios.

Furthermore, it is the position of AONE that
mandatory nurse staffing ratios will only serve 
to increase stress on a health care system that is
overburdened by an escalating national and
international shortage of registered professional
nurses and has the potential to create a greater
risk to public safety. 

AONE strongly supports research to identify
the components of appropriate levels of nurse
staffing. Hospitals and other health care institu-
tions should look to evidenced-based and out-
comes-driven research that includes patient

acuity in the development of staffing guidelines.
Institutions also should consider the entire ethical
spectrum of the ratio debate and the potential
consequences of the growing nursing shortage
and the inability to meet or maintain mandated
staffing levels.

For copies of the AAOHN and AONE policy
statements, visit their web sites: www.aaohn.org
and www.hospitalconnect.com/aone.  ■

IOM recommends more 
diverse health work force

Arecent report from an Institute of Medicine
(IOM) panel recommends strategies for

achieving greater diversity among health pro-
fessionals, a goal that would lead to improved
access to care for racial and ethnic minority
patients. The report says health profession 
educational institutions should improve their
admissions policies and practices to better rec-
ognize the value of diversity and culturally
competent care, improve the institutional cli-
mate for diversity, and affiliate with commu-
nity-based health care providers to attract and
train a more diverse and culturally competent
work force. 

It also recommends academic accreditation
bodies enforce diversity-related standards and
include underrepresented minorities and other
experts in cultural competence and diversity, 
and says Congress, state and local entities should
increase funding and support for programs effec-
tive at enhancing diversity. 

At an IOM briefing on the report, Lonnie
Bristow, MD, former president of the American
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Medical Association, pointed out that the “edu-
cational pipeline ruptures long before minority
students have an opportunity to access higher
education, let alone training in a health field.” 

Ray Grady, chairman of the Institute for
Diversity in Health Management, said the report
“focuses on issues that are essential to ensuring
a diverse health care work force” and that “tap-
ping into this diversity can only enhance the
high quality of care that our hospitals and health
care workers provide to patients every day.”

The IOM report can be found at: www.national
academies.org/morenews/.  ■
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EDITORIAL ADVISORY BOARD CE questions

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 comple-
tion. When your evaluation is received, a
certificate will be mailed to you.

13. The commitment level of health care workers
in general is substantially higher than the
average commitment level for workers in the
United States. 

A. True 
B. False 

14. Leading health indicators for Healthy People
2010 include:

A. Physical activity 
B. Tobacco use 
C. Obesity
D. All of the above

15. Follow-up visits for acupuncture treatment
generally cost about:

A. $15 
B. $40 
C. $60
D. $20 

16. Which of the following is not a key compo-
nent of the Blue Cross/Blue Shield of Rhode
Island wellness program? 

A. Health Risk Appraisals
B. Readiness to change
C. An EAP
D. A $2 copay for preventative medications

Answers: 13-B; 14-D; 15-B; 16-C.

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

programs to improve employee health and
attendance;

• implement ergonomics and workplace safety
programs 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.


