
An understanding of limitations 
makes RTW efforts work for all
Supervisors play a key role in smooth transition

Return to work (RTW) is one of the occupational health profes-
sional’s primary services to patients. But RTW is not just about 
the employee — it’s also about the employer and the workplace.

Recognizing that fact can mean the difference between a successful RTW
plan and one that’s not.

“The key to a successful return to work is the supervisor,” says Jennifer
Christian, MD, MPH, president of Webility Corp., a disability manage-
ment consulting firm based in Wayland, MA. “Unfortunately, not enough
supervisors have received training they need to help employees return to
work.”

RTW is a proposition that can be fraught with difficulty: The employee’s
physician might impose restrictions that make accommodating the worker
inconvenient for employers or co-workers; supervisors might be unsure
about what restricted or light duty is appropriate. 

Communication with the employee and his or her physician can solve
many of these problems. Getting specific instructions from the physician,
rather than a vague “light-duty” prescription, is important. Privacy laws
do not prohibit employers from discussing the RTW restrictions with
employees’ physicians. Employers cannot discuss the actual diagnosis,
but can ask physicians about the specifics of what physical activity is lim-
ited as the employee phases back into his or her job.

Preplanning can save $$

Employers may feel a bit uncomfortable asking an employee’s physi-
cian questions about RTW restrictions, but getting workers back to work
as quickly and safely as possible can have a real impact on a company’s
bottom line, according to studies.

The National Safety Council, in its Injury Facts (2004 edition), estimates
that off-the-job injuries in 2003 cost U.S. businesses 160 million days of pro-
duction time; on-the-job injuries in 2003 cost 70 million days of production.

The biggest stumbling block to employees returning to work — and
thereby stemming the loss of production time — are doctors who do not
understand exactly what the employees’ jobs are, causing the physicians to
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be more or less restrictive than the employee’s
injury and job duties require.

Employees on transitional work assignments
(TWAs) draw paychecks, but injured people who
stay home collect benefits; with a TWA, the com-
pany is receiving something for its money, but
when paying out benefits to a homebound
worker, the company is losing.

It’s common to hear supervisors complain of
having to create busywork for employees returning
to limited assignment following injury. Christian
says the complaints are often valid, but could be
eliminated with some pre-planning and training.

“It’s not always easy, but it’s worth the effort,”
she says. 

The work assigned a light-duty employee might
involve less strenuous tasks, tasks that do not 

irritate the affected body part; part-time duty; or
temporary modification of the regular job.

Addressing TWAs for each position or area in a
company before an RTW is necessary is the best
way to determine what specific jobs and what
degrees of limited work can be adapted for each
position and area.

Besides knowing how much a physician limits
an employee’s workload, it also is important to
monitor employees to make sure they don’t
exceed the physician restrictions. Highly moti-
vated people may insist that they are ready for
full duty, and that gung-ho attitude could lead to
a quick reinjury, Christian says.

“If that happens, everyone will blame you,”
she warns. “[It would be] a very messy and
expensive situation.” 

Keep an eye on co-workers of the employee, as
well. If co-workers are hassling their light-duty
colleague or the injured worker persists in
exceeding the physician-set limits, disciplinary
action is an option.

Christian says research bears out that employees
on TWA recover much more quickly than those
who convalesce at home. Plus, an employee who is
at work, even just part-time, is able to maintain a
connection to the job and to co-workers, and this is
critical for morale, she adds. The working employee
has a can-do attitude, while an employee who sits
at home increases his or her risk that the injury will
become permanently disabling.

But the TWA must involve more than make-
work that does not provide a sense of satisfaction
to the returning worker. The work must be appro-
priate to the employee, the company, and the med-
ical provider’s conditions.

With an adaptable plan for TWA in place prior
to an injury, an employer can help foster rapid
recovery by returning the employee’s life to some
degree of normalcy as quickly as possible. 

The American College of Occupational and
Environmental Medicine (ACOEM) developed
guidelines to help employers and occupational
health care providers develop RTW plans that best
benefit workers and their employees. Recognizing
that physician input is critical to ensuring the best
outcome for the patient and the effectiveness of
the employer in designing TWA for the patient,
ACOEM states that treating physicians should
spell out recommendations on the following:

• Physical and functional limitations or
restrictions — The employee’s functional capa-
bilities and vulnerabilities should be considered
and matched against the demands of the job
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and working conditions.
• Limitations — Any existing constraints in the

employee’s physical or mental capability to per-
form tasks. A mild increase in symptoms with
increased activity is appropriately viewed as a
non-medical issue. Patient self-report may not
always be a reliable method of making this deter-
mination. Self-imposed limitations may be based
on subjective perception or secondary gain. The
physician is advised to rely on objectively deter-
minable findings to the maximum extent possible.

• Specific restrictions — Any protective mea-
sures required to prevent injury or foster recovery.
These should be specific (e.g., the exact weight and
height for lifting restrictions; the amount of time
per hour and per shift an activity can take place;
postures to be avoided). Duration of restrictions
should coincide with the expected increase in
endurance associated with the increased activity 
of a graduated return to work.

• Social or environmental limitations or
restrictions.

• Schedule modifications — These should be
noted when return to a normal schedule is medi-
cally appropriate.

• Medical aids, adaptive equipment, or per-
sonal protective equipment.

Because recovery usually occurs in stages, the
treating doctor may lift the restrictions on the
employee’s activities bit by bit. As this happens,
the occupational health nurse or physician should
progressively increase the demands of the TWA,
moving the injured employee closer to his or her
usual job step by step. Don’t keep employees stuck
on light duty when they are capable of performing
more demanding work, ACOEM recommends. 

TWA differs from the “reasonable accommoda-
tions” that the Americans with Disabilities Act
requires employers to provide to workers with
longstanding or chronic health problems in that for
an employee on TWA, productivity expectations
can be reduced — not the case for an employee
with longstanding or permanent health problems.

(Editor’s note: The American College of Occupa-
tional and Environmental Medicine consensus opin-
ion statement, The Attending Physician’s Role in
Helping Patients Return to Work After an Illness
or Injury, is available at www.acoem.org/guidelines/
pdf/return-to-work-04-02.pdf.)

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

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

No need to panic if ever 
you’re called to testify 
Preparation can make experience nontraumatic 

Subpoenas requiring testimony in a deposition,
administrative court hearing, or trial don’t

always come as a surprise, but they can leave you
feeling unsure and nervous when your area of
expertise is a clinic, not a courtroom.

Being nervous is natural, but legal experts say
testifying can be less traumatic if the witness is
prepared.

“The key is adequate preparation,” says James
J. Mangraviti Jr., JD, a trial attorney and vice
president of SEAK Inc., a Falmouth, MA-based
training and education firm that works with wit-
nesses and medical providers. 

Occupational health providers can find them-
selves involved in a legal proceeding even if 
all they’ve done was make a note in a patient’s
record. Workers’ compensation disputes, law-
suits over work-related injuries or illnesses, or
negligence suits against an employee or com-
pany can entangle lots of peripheral witnesses,
Mangraviti points out. So being subpoenaed or
summoned to a trial or deposition is not an indi-
cation that that particular witness is in trouble.

“An occupational health nurse doesn’t need to
be scared, but they often are because they’re not
knowledgeable about what to do to prepare, and
what their rights are once they are testifying or
giving depositions,” he says.

When the summons comes 

Although preparation is the most basic tool for
the subpoenaed nurse or physician, most never
receive any kind of instruction on exactly how to
prepare. And if the clinician hasn’t done a good
job documenting in the medical record — or even
worse, if the medical record can’t be located, his
or her stress is compounded.

Additional sources of stress might be concern
for co-workers who might be the subject of the
litigation, or fear that the nurse’s own testimony
might be detrimental to the employer (if the law-
suit targets the employer) and, therefore, to his or
her continued employment.

Experts advise that if an occupational health
professional is subpoenaed as part of a litigation
involving his or her employer or a client employer,
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the first step should be to notify the employer’s
legal counsel. 

An exception would be if the nurse or physician
is called on to serve as an expert witness — some-
one with knowledge and experience enough that
he or she qualifies under the court’s guidelines to
serve as an expert on some aspect of the legal pro-
ceedings. This is a fee-paid service; you are paid to
present expert information to help the jury, hear-
ing officer, or judge make a determination. 

But whether a witness is called as an expert or
as an involved party to a legal action, the guiding
thought should be to tell the truth.

In its guidelines for occupational and environ-
mental medicine physicians who are called to 
testify as experts, the American College of Occupa-
tional and Environmental Medicine (ACOEM)
offers some advice that any health professional
might consider if called upon to testify:

“The physician expert must demonstrate
adherence to the strictest of personal and profes-
sional ethics. Truthfulness is essential, and mis-
representation of a personal theory or opinion as
scientific doctrine may be harmful to individual
parties, the profession, and the public.” (From
ACOEM Consensus Opinion Statements —
Ethical Guidelines for Occupational and Environ-
mental Medicine Expert Witnesses, available at
www.acoem.org/guidelines/article.asp?ID=31.)

“There are two types of witnesses,” explains
Mangraviti. “There’s the expert witnesses, who put
themselves out there as witnesses and so expect to
be called to testify, and then there’s the treating
[physician or nurse] who get roped into testifying.”

Independent medical examiners are particu-
larly subject to being called as witnesses if they
have reviewed an injury case, and “going to court
is part and parcel of the job.”

The average occupational health nurse might
be subpoenaed to testify about a worker’s injury
or as keeper of the on-site medical records.

No matter how good a medical profession is
the job or how well he or she knows a patient’s
case file forward and backward, if he or she is not
a good listener and communicator, then the value
of that person as a witness is seriously eroded.

“One thing I try to stress is for that person to
listen to the question that is asked, and listen to it
completely before answering, and then to answer
the question that was asked — not the question
you expect to be ask, or the question you think
should be asked,” Mangraviti says. 

Alan Clark, MD, FACEP, an emergency
physician and author, recommends that once

the question is answered, stop talking. 
“Once the deponent makes a complete and

short answer, it is critical to remain quiet even if
the attorney across the table leans forward as if to
say, ‘ . . . And?’” he says.

But above all, experts urge, tell the truth.
“The single most important piece of advice for

the witness is to tell the truth, simply and directly,”
Mangraviti advises in his seminars for potential
witnesses. Witnesses who tell less than the truth or
who appear evasive, for whatever reason, are usu-
ally exposed and end up being discredited.

In advising institutional nurses on testifying or
giving depositions, Mangraviti offers the follow-
ing suggestions: 

Do: Tell the truth; answer only what you are
asked; pause before answering; actively listen to
the entire question without interruption; act nat-
urally; avoid slang; know your role in the case;
read any documents before you testify about
them; dress conservatively; say you don’t know
if you don’t know; say you don’t remember if
you don’t remember; stay within your area of
expertise; and take breaks when needed.

Don’t: Argue with counsel; elaborate, esti-
mate, ramble, exaggerate or guess; interrupt 
the question; lose your temper; speculate; joke;
leave out facts, or purposely forget important
information; eat, chew gum, drink, or chew on 
a pen during a deposition. 

Don’t change patient records

Trying to repair a poorly kept patient record is
another mistake to avoid, Mangraviti advises.

Witnesses who attempt to hide damaging doc-
uments and notes by removing them from their
file risk sanctions if caught. To do so “is a serious
logical and strategic mistake,” he says.

“Any attempt by a witness to sanitize his or her
file is improper. Such an attempt will frequently
make the witness look bad in the eyes of the jury
or fact finder,” he advises. “A single act of removal
of documents from a file can completely destroy
the credibility of an expert witness.”

“Health care providers are experts at explain-
ing things,” says Clark. “That is appropriate
when discussing medical care with a patient or
family, but in a deposition, too much information
can quickly become a liability.

“The plaintiff’s counsel will ignore any expla-
nation that the defendant uses to try to convince
the counsel how wrong he or she is to bring for-
ward a particular lawsuit. The opposition will
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soak up every word of the deponent in hopes 
of being able to mold, remanufacture, and feed
those words back to the jury at a later time.”

[For more information, contact:
• Alan Clark, MD, FACEP, Section Chair/Dept. of

Emergency and Trauma Services, St. John’s Emergency
and Trauma Center, Springfield, MO. E-mail: aclark
@erworld.com.

• James J. Mangraviti, Jr., JD, Vice President,
SEAK Inc., 316 Gifford St., Falmouth, MA 02540.
Phone: (508) 548-7023.] ■

Measuring the cost of 
employee injury, illness
NIOSH works toward more accurate analyses

Ask an accountant, an occupational health
director, and the owner of a company how

much workplace injuries and illness cost, and the
answers are likely to vary wildly. Data from a
NIOSH-funded study estimate that the costs of
occupational illness in America total more than
$171 billion per year, an amount NIOSH says is
five times greater than the costs of AIDS and
equal to the economic costs of all cancers. 

With this in mind, NIOSH has launched an
array of studies to get a consensus on how much
workplace injuries and illnesses cost, and how
much prevention programs can save employers.

“As we face competing demands for limited
resources, we are challenged to show that a given
investment of time and money will result in a
safer, healthier workplace,” NIOSH director John
Howard, MD, MPH, JD, LLM, said in a statement
announcing the studies in early December. “But
measuring those benefits in dollars is difficult
because one side of the equation is elusive. Where
costs are indirect or long term, as they often are for
work-related injuries and illnesses, they may not
be recognized for years, if ever, using traditional
tools of analysis.”

NIOSH and an assortment of collaborators are
attempting to better quantify the economic costs
of injuries and illnesses and how interventions
fare at paying for themselves. Some of the tools
and methods currently under study are:

• Comparative Analysis of Methods for
Calculating Employer Costs of Workplace
Illness and Injury. NIOSH and University of

Wisconsin researchers have taken on the task of
identifying, characterizing, and comparing sev-
eral of these methods to show common difficul-
ties and pitfalls in calculating costs. Results will
be used to help identify best practices for further
development. For more information on this pro-
ject, contact Tim Bushnell at PBushnell@cdc.gov.

• Economic and Social Consequences of
Injury at Sand and Gravel Operations. To assess
both the social and economic consequences of
injuries to sand and gravel operators, researchers
are developing a system safety model integrating
the safety factors of workers, their equipment,
and their work environment. Social impact will
be measured based on workers’ self-reported lev-
els of anger, anxiety, and depression as indicators
of worker stress. Economic costs will be mea-
sured based upon the cost-of-illness method,
incorporating a list of indirect costs such as lost
earnings, lost fringe benefits, lost home produc-
tion, employer costs of retraining and restaffing,
and co-workers’ costs of lost productivity and
time delays. For more information on this project,
contact Tom Camm at TCamm@cdc.gov.

• Economic Cost of Fatal Occupational
Injuries in the United States. Researchers are
enhancing a previously developed NIOSH com-
puterized costing model for calculating the soci-
etal costs of fatal occupational injuries using 
the cost-of-illness method. Using the model,
researchers have shown that between 1992 and
2001 the cost of fatal occupational injuries in the
United States was $48.7 billion. The model takes
into account medical costs, the present value of
future earnings summed from the year of death
until the worker would have reached 67, and the
value of home production lost. Costs can be sepa-
rated by gender, age, race, occupation, industry,
or event. Efforts to improve the model include
expansion to calculate the cost of fatal occupa-
tional injuries, improving model specificity by
estimating indirect costs using state-specific wage
and benefit data, and improving the operational
utility of the model. For more information on this
study, contact Elyce Biddle at EBiddle@cdc.gov.

• Revision of the OSHA “$afety Pays” E-Tool
for Employers. In collaboration with OSHA,
NIOSH is updating and enhancing $AFETY PAYS,
an OSHA-developed interactive software program
for measuring the economic impact of occupational
injuries and illnesses on a company’s profitability.
The program uses a company’s profit margin, aver-
age costs of an occupational injury or illness and 
an indirect cost multiplier to project the amount of
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sales a company would need to generate to cover
the cost. Contact Elyce Biddle at EBiddle@cdc.gov
for more information.

• Technology Investment Agreement with
Advanced Technology Institute. The domestic
shipbuilding, ship repair, and ship recycling indus-
tries historically have had injury and illness inci-
dence rates two to three times higher than those of
general industry, manufacturing, or construction.
Approximately half of all shipyard injuries can be
considered musculoskeletal disorders. This three-
phase study will assess the type and scope of trade
or department-specific injury and illness rates
among domestic shipyards; quantify risk factors by
using exposure assessment tools and recommend
unique ergonomic engineering controls and imple-
ment pilot ergonomic interventions; and evaluate
the cost-effectiveness of these interventions. For
more information on this study, contact Stephen
Hudock at SHudock@cdc.gov.

• Economic Impact of Occupational Injury
and Illness. With funding from NIOSH, the
Center to Protect Workers’ Rights is addressing
gaps in describing and measuring the economic
costs resulting from occupational injuries and ill-
nesses. This project seeks to quantify those costs
and the burden on construction workers and
their families, specifically looking at those costs
not typically addressed in existing approaches.
Researchers also will determine who estimates
and actually pays the cost of these injuries and ill-
nesses among construction workers.

• Job-Related Arthritis and Disability in
Retirement. While the initial injury or pain of
work-related arthritis typically occurs on the job,
subsequent pain or osteoarthritis could occur
much later in life. Current estimates of job-related
injuries and illnesses ignore the costs of these
later occurring health problems. NIOSH-funded
researchers at the University of California will
use data from several national agencies to deter-
mine the prevalence and cost of osteoarthritis.  ■

Heavy computer use 
increases glaucoma risk
Nearsighted workers even more susceptible

People who spend lots of time in front of com-
puters — especially those who are myopic

(nearsighted) — have a higher risk of developing

glaucoma, a recent study suggested.1

“The optic nerve in myopic eyes might be struc-
turally much more susceptible to computer stress
than in nonmyopic eyes,” explained lead author
Masayuki Tatemichi, a professor of environmental
and occupational health at Toho University School
of Medicine in Tokyo. Tatemichi’s report on the
study of more than 10,000 office workers appears
in the Journal of Epidemiology and Community Health.

Almost everyone in the study who suffered
computer-related eye damage was nearsighted,
leading researchers to conclude excessive com-
puter use poses the greatest risk to the myopic.
Participants worked at jobs that required them to
stare at computer screens for up to nine hours or
more every day. OSHA reports up to 1 million
cases of work-related eye injury each year; some,
but not all, are related to computer use, according
to OSHA. (See table for suggestions on easing
computer-related eyestrain, above.)

Glaucoma causes a buildup of pressure inside
the eye. The pressure damages blood vessels sup-
plying the optic nerve, leading to vision loss. 

Study participants filled out a questionnaire
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Alleviating Eye Stress 
from Computer Use

■ Choose a monitor that tilts or swivels, and has
both contrast and brightness controls.

■ Arrange workstations and lighting to avoid
reflected glare on the display screen or sur-
rounding surfaces.

■ Reorient the workstation so bright lights from
open windows are at right angles with the com-
puter screen.

■ Set the computer monitor for dark characters 
on a light background; they are less affected by
reflections than are light characters on a dark 
background.

■ Sit about 20 inches from the computer monitor,
a little farther away than reading distance, with
the top of the screen at or below eye level. 

■ Adjust monitor angle and/or lighting to reduce
neck/eye strain; adjust screen intensity for
sharper images.

■ Place your screen and document holder at the
same distance from the eye to avoid frequent
refocusing and movement of the neck or back.

■ Take periodic rest breaks, and try to blink often
to keep your eyes from drying out.

Source: OSHA, Washington, DC; American Academy of
Ophthalmology, San Francisco.



about computer use and, during an annual work-
sponsored medical checkup, underwent additional
ophthalmologic tests. About 5% of the workers
had visual-field abnormalities. Further testing
revealed that about one-third of those suffered
from glaucoma. While people with glaucoma tend
to be older, those in the Japanese study tended to
be men younger than 40 who were heavy com-
puter users. More than 95% also were myopic.

Researchers also noted some Japanese people
develop glaucoma even though they have normal
ocular pressure (which is virtually unheard of in
Caucasians), so they may be more susceptible to
glaucoma. 

Tatemichi reports that the study results indicate
a computer-dependent workforce could see a dras-
tic uptick in glaucoma rates, and urges physicians
to check for glaucoma in patients previously con-
sidered too young to be at risk.

No single test provides a glaucoma diagnosis. 
In this study, researchers used a method called fre-
quency-doubling technology perimetry, coupled
with a physical eye exam by an ophthalmologist.
In the study, about 26% of employees were classi-
fied as light computer users, staring at screens for
fewer than three hours a day on average over five
years. Another 52% were moderate users, working
at computer monitors for three to nine hours daily.
The remaining 22% were heavy users who spent in
excess of nine hours daily at the computer. 

Tatemichi reports that one shortcoming of the
study is that daily computer use is a crude mea-
sure, because certain uses of computers may
cause significantly more eye strain. He suggests a
need to more accurately gauge computer stress.

Reference

1. Tatemichi M, et al. Possible association between heavy
computer users and glaucomatous visual field abnormali-
ties: A cross-sectional study in Japanese workers. J Epidemiol
Community Health 2004; 58:1,021-1,027. ■

More evidence on 
the cost of obesity
ACOEM study shows work costs

Yet another study shows obesity increasingly
is common in American workers, and it

suggests being overweight is associated with
sharply increased cardiovascular risk factors

and work limitations. The latest study, reported
in the December 2004 Journal of Occupational and
Environmental Medicine, suggests being obese
adds the equivalent of 20 years of age in terms
of increased cardiovascular risks and decreased
productivity.

The study was conducted by a research group
led by Robin P. Hertz, PhD, of Pfizer Global
Pharmaceuticals, NY, and published in the jour-
nal of the American College of Occupational and
Environmental Medicine (ACOEM).

Hertz and colleagues analyzed data on nearly
2,400 American workers drawn from a 1999-2000
health survey. Twenty-nine percent of workers
were classified as obese, a substantial increase
over the 20% obesity rate reported in a 1988-1994
survey. Obesity was defined as a body mass
index of 30 or higher. 

Thirty-four percent of workers were classified
as overweight, having a body mass index of 25 to
29.9. Compared with the obese group, overweight
workers had a similar but less pronounced pat-
tern of increased cardiovascular risk factors.

Cost to productivity

The research team reported that the health and
productivity impact of obesity has the same effect
as adding 20 years of age. 

Several studies have tried to estimate the costs
of the obesity epidemic to employers, focusing on
outcomes such as medical claims. A 2004 study
on work-based weight loss programs, conducted
by the American Association of Occupational
Health Nurses (AAOHN), estimated employers’
dollar costs due to obesity at $13 billion annually
in health care costs and productivity. The Hertz
study is the first specifically to examine the
health status and work limitations associated
with obesity in the working population.

Hertz’ team reports that, based on their study
and others, nearly two-thirds of workers are now
classified as either overweight or obese. But
AAOHN’s study found that only 2% of the work-
ing population claims to have participated in an
employer-sponsored weight-management program. 

However, of those who have participated,
nearly 50% reached and maintained their weight-
loss goals, AAOHN reported.

Over the last several decades, researchers have
provided many estimates of the costs of over-
weight and obesity. These estimates differ accord-
ing to their scope (e.g., the individual person, a
particular company or health plan, or the nation
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as a whole), the timeliness of the data, and the
methods used to derive them, including how
obesity is defined, how the prevalence of obesity
is determined, what associated disorders are
included, the degree to which these disorders and
obesity are considered to be associated, how costs
are defined, and the assumptions used in calcu-
lating those costs. 

As with other chronic conditions, estimates may
focus on direct costs to the community, including
the costs of health care services, physicians and
other health care professionals, hospital admis-
sions, and medicines; indirect costs, such as loss 
of productivity caused by absenteeism, disability,
and premature death; or personal costs, such as
reduced earnings, higher insurance costs, reduced
quality of life, and out-of-pocket expenses for indi-
viduals. These cost estimates are approximations,
and it becomes even more difficult to estimate the
costs of the effects of obesity over very long peri-
ods of time, according to the U.S. Department of
Health and Human Services’ (HHS) 2003 report on
preventive wellness initiatives, Prevention Makes
Common Cents (go to www.aspe.hhs.gov/health/
prevention/prevention.pdf). 

The costs to U.S. businesses of obesity-related
health problems in 1994 added up to almost $13
billion, according to the HHS report, with approx-
imately $8 billion of this paying for health insur-
ance expenditures, $2.4 billion for sick leave, $1.8
billion for life insurance, and close to $1 billion for
disability insurance.

The direct health care costs of overweight and
obesity represent a significant portion of total
annual U.S. health care expenditures, the HHS
report states, with estimates ranging from 4.3% of
total expenditures to as much as 9.1%. Moreover,
Medicare and Medicaid may finance as much as
half of these costs, with Medicare covering the
larger share due to the more substantial medical
problems associated with obesity in the elderly. 

Researchers have found that obese people who
live to age 65 have much larger annual Medicare
expenditures than nonobese people. For the
period between 1996 and 1998, the latest HHS
data analyzed, a 15% increase in annual per
capita Medicare spending is attributable to being
overweight, and a 37% increase is attributed to
being obese.

Battling the bulge

AAOHN developed some guidelines to help
companies develop and implement work-based

weight management programs:
• Involve management — Management sup-

port contributes to the success of the program.
Management should promote the program at
meetings and take an interest in success and
outcomes. 

• Recruit employees — Getting employees
involved at the very beginning is crucial to mak-
ing the program successful. Setting up a commit-
tee and having representation from a diverse
group of individuals (fit employees, overweight
employees, and obese employees) is key. 

• Promote often — Promote the programs as
often as possible. Visibility and repeated commu-
nications help ensure consistent participation. 

• Enlist trained professionals — Enlist a
trained health and wellness professional to help
implement and lead the program. This brings
credibility to the program and helps to ensure
that all employees are participating in a healthy
manner. 

• Encourage a team atmosphere — Encourage
employees to participate in the programs together
and to check in on each other’s progress to help
with overall encouragement and support. 

• Share successes — Seeing results is a proven
motivator. Proving the program works keeps
employees and management excited and partici-
pation levels high. ■

U.S. employers more 
dedicated to wellness
Stress management, weight loss on agendas

American employers are doing more to promote
their employees’ wellness than ever before,

according to a recent study by the American
Management Association (AMA), and are doing 
so because they say employers are duty-bound to
ensure the health of their workers.

The AMA’s 2004 Survey on Corporate Health
and Wellness Programs reveals that 27% of the
211 companies surveyed are offering more well-
ness programs than they did in 2003. 

The number of programs was up in all seven
categories surveyed — exercise and fitness, smok-
ing cessation, blood pressure management, weight
management, stress management, cholesterol
management, and nutrition.

Also, the number of executives that believe
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corporate America has a responsibility to pro-
mote wellness increased, from 71% in 2003 to 80%
in 2004. Nearly three out of four (72%) respon-
dents say they attend the wellness programs
when their company sponsors them, up from
63% in 2003. The management association says
that employees are attending wellness sessions —
such as stress-management seminars — more
often than in 2003, despite the fact that only 35%
of companies that offer wellness programs give
employees incentives for participating. 

Forty-five percent of the companies surveyed
offer discounts or corporate memberships to
health clubs for their employees, and 22% have
exercise facilities available on the company’s
premises. Another 56% said their organizations
participate in community- or corporate-spon-
sored athletic activities, such as softball leagues,
bowling teams, or fundraiser walks/runs.

Thirty percent of respondents say their compa-
nies have cafeterias that provide or sell meals 
for employees, and 69% say that the selections
offered are healthy, including fruits, vegetables,
and low-fat entrees.

Thirty-six percent of companies offer corporate-
sponsored, comprehensive annual physicals: 18%
say they are extended to executives only, and 18%
indicate they are for all staff members. Nearly
three out of four (74%) companies that responded
provide flu shots, but 79% of those companies had
cancelled or postponed the program due to the
current shortage of the vaccine.

The most popular wellness programs are exer-
cise and fitness, with 55% of employees reporting
participation, followed by smoking cessation and
blood pressure management at 49% each.  ■

Occ health, school nurses 
focus on teen safety 
Lifetime work habits develop early

Flipping burgers and working part-time shifts
in factories and on construction sites have

become such common jobs for teens that many
consider them kids’ jobs. But recognizing that
thousands of young people get hurt on the job
each year, groups representing occupational
health and school nursing have combined efforts
to help young workers develop safe work habits.

“There are a lot more kids working now, and

with more older youth in the workplace, we’re
seeing that they are getting injured a lot at work,”
according to Susan A. Randolph, MSN, RN,
COHN-S, FAAOHN, president of the Atlanta-
based American Association of Occupational
Health Nurses (AAOHN). “We’re concerned
about that, because the habits that youths have in
their employment now may carry over into their
adult workplaces in the future.”

AAOHN and the National Association of
School Nurses (NASN) recently issued a joint
statement outlining how occupational and envi-
ronmental health nurses and school nurses will
work toward promoting safe and healthful envi-
ronments for working youth.

The AAOHN/NASN joint position statement
maintains that “the needs and abilities of youths
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Table: Prohibited Hazardous
Occupations for Teens (<18)

■ Manufacturing or storing explosives

■ Meat packing or processing (including power-
driven meat-slicing machines)

■ Driving a motor vehicle and being an outside
helper on a motor vehicle

■ Power-driven bakery machines

■ Coal mining

■ Power-driven paper-products machines*

■ Logging and sawmill work

■ Manufacturing brick, tile, and related products

■ Power-driven woodworking machines*

■ Power-driven circular saws, band saws, and 
guillotine shears*

■ Exposure to radioactive substances and ioniz-
ing radiations

■ Wrecking, demolition, and ship-breaking 
operations

■ Power-driven hoisting equipment

■ Roofing operations*

■ Power-driven metal-forming, punching, and
shearing machines

■ Excavation operations*

■ Mining other than coal mining

* Limited exemptions are provided for apprentices
and student-learners under specified standards.

Source: U.S. Department of Labor, Washington, DC. 



differ from those of adults and the work in which
youths engage should match their physical, cog-
nitive, emotional, and social abilities,” and con-
cludes that “it is the responsibility of OHNs and
SNs to assume leadership roles in preventing
work related injuries and deaths by promoting
good health and safety practices among youths.”

AAOHN’s pairing with NASN makes good
sense, Randolph says, because school nurses see
student workers every day, and have opportuni-
ties to talk with them about their work, observe
any injuries that might be job-related, and talk
with students about how to prevent injury.

The U.S. Department of Labor specifies that
youths 14 and 15 years of age may work outside
school hours in various non-manufacturing, non-
mining, nonhazardous jobs up to three hours on a
school day, 18 hours in a school week, eight hours
on a nonschool day, and 40 hours in a nonschool
week. 

Additionally, all work must be done between the
hours of 7 a.m. and 7 p.m., except from June 1
through Labor Day. During this summer period,
evening hours are extended to 9 p.m. 

Employers need to take care in evaluating
what work their young part-timers and summer
interns are doing, Randolph cautions, and this is
where occupational health and environmental
health nurses can play a valuable role. (For a list
of jobs prohibited for young workers, see table
on p. 21.)

“They need to look at the jobs these youths are
being asked to do, and see if it’s an appropriate
task for a kid to do,” she points out. “Sometimes,
it can be dangerous, like operating farm machin-
ery or driving a forklift. You have to ask whether
[the teenager] will know how to react quickly and
deal with situations that can arise.”

Some of the strategies the collaborative has
developed are to:

• Promote school-to-work programs to help
youths prepare for and transition to employment.

• Develop and integrate safety practice curric-
ula and workplace rights in transition to career
programs, vocational educational classes, shop,
and health classes.

• Advocate that youths are entitled to safe
working conditions and that they should be
informed of baseline job safety regardless of the
size and type of company.

• Strongly recommend that youths receive
safety and health and child labor law information
when they apply for work permits. 

• Serve as resources in raising awareness (of

youth worker needs) by providing information
and participating in surveillance and education
and training programs.

Randolph said the two groups are focusing on
any workers ages 12-17 years who work full-time
or part-time for pay, work in volunteer positions
for organized groups, or work on farms.

The AAOHN/NASN position statement dove-
tails with an initiative begun by the Occupational
Safety and Health Administration (OSHA) in 2003.
The Young Worker Initiative arose from the same
concerns about the safety of young people in the
workplace. According to the National Institute of
Occupational Safety and Health (NIOSH), about
70 teens die each year, and about 77,000 receive
treatment at a hospital for injuries

“We’ve talked with OSHA about their initia-
tive. We want kids to be safe while they do their
work, and to carry on good habits they develop
now,” Randolph said. “Everyone realizes that
youth contribute a lot to society and the economy,
and (their working) is important because it gives
them a sense of responsibility, they earn money,
they develop skills, and they allow employers to
get the work done that they need.”

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

FAAOHN, President, American Association of
Occupational Health Nurses, 2920 Brandywine 
Road, Suite 100, Atlanta, GA 30341. Phone: (770)
455-7757. Web site: www.aaohn.org.

• National Association of School Nurses, 1416
Park St., Suite A, Castle Rock, CO 80109. Phone:
(866) 627-6767. E-mail: nasn@nasn.org.

• Occupational Safety and Health Administra-
tion web site for information on young workers and
workplace safety: www.osha.gov/SLTC/teenworkers/
index.html.] ■

Henshaw departs 
as OSHA chief
Tenure saw numerous alliances

The departure of John Henshaw as chief of
OSHA ends a close working relationship the

American Association of Occupational Health
Nurses (AAOHN) enjoyed with the agency 
during Henshaw’s tenure.

AAOHN president Susan Randolph, MSN,
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RN, COHN-S, FAAOHN, says the alliance with
OSHA, which targeted workplace violence, bio-
hazard preparation, and ergonomics, was a posi-
tive relationship for the occupational nursing
association.

“We’ve worked closely with OSHA over the
last year and a half through our alliance,” she
says. “We think that in the areas we focused on, 
it went very well.”

At press time, President George W. Bush had 
not named a successor to Henshaw, but Randolph
expressed hope that whoever is the next head 
of OSHA (Henshaw’s official title is Assistant
Secretary of Labor for Occupational Safety and
Health) will continue the alliance with AAOHN.

“We look forward to working with the next
individual, but that work continuing will be at
the pleasure of the next assistant secretary,”
Randolph explains.

OSHA created the alliance program in 2002, the
year after Henshaw was appointed. The coopera-
tive program enables organizations committed to
safety and health to work with OSHA to prevent
injuries, illnesses, and fatalities in the workplace.
OSHA and alliance participants work together to
educate and encourage U.S. employers and their
employees to make workplace health and safety a
priority. Groups that have formed alliances with
OSHA include employers, labor unions, trade or
professional groups, educational institutions, and
government agencies. 

Under Henshaw, the agency consistently
exceeded inspection goals, and created hundreds
of alliances and partnerships with business, labor,
and community groups to foster safety and health.
There now are more than 1,100 sites in OSHA’s
Voluntary Protection Program, more than 200
Strategic Partnerships Program sites, and nearly
200 Alliances. 

OSHA also entered into alliances with the
American College of Occupational and Environ-
mental Medicine, Association of Occupational
Health Professionals in Healthcare, American
Industrial Hygiene Association, and more than a
dozen other health care and business organiza-
tions, with each alliance focusing, at least in part,
on ergonomics. Following Congress’ rollback of
ergonomics regulations under President Clinton,

OSHA imposed voluntary ergonomics measures
to reduce the number of work-related injuries in
the United States. 

Alan C. McMillan, president and CEO of the
National Safety Council, credits Henshaw with
“creating an unprecedented synergy among busi-
ness, labor, government, and the private sector to
improve safety for America’s workers” through
his advocacy of alliances.

Injury rates down

Secretary of Labor Elaine L. Chao, in a press
release announcing Henshaw’s resignation, com-
mented, “John’s efforts have been instrumental 
in creating safer and more healthful workplaces.
Under his leadership, workplace fatalities have
declined to record lows, and fatalities among
Hispanic workers, which had been increasing
since 1995, have been reduced by nearly 12%
since 2001.”

In touting his administration’s achievements,
Henshaw stated that the agency exceeded its
inspection goal for FY 2004, completing 39,167
total inspections, including more than 300 under
the new Enhanced Enforcement Program (EEP)
that focuses on employers who repeatedly ignore
their safety and health obligations. OSHA also
completed nearly 3,000 inspections within indus-
tries identified with high injury and illness rates.

“Our enforcement remained strong in FY ’04,”
Henshaw commented in a prepared statement.
“We exceeded our inspection goals; we strength-
ened our compliance assistance through our new
enhanced enforcement program; and we found
more violations and issued more serious and
willful citations indicating a more accurate target-
ing system for workplaces and industries with a
high proportion of injuries and illnesses.”

Henshaw says the agency cited 86,708 viola-
tions of OSHA standards and regulations during
FY ’04, an increase of 3.8% over the previous year
and nearly 10% over the last five-year period.
Henshaw commented that the increases demon-
strate that OSHA is targeting the right workplaces
for inspections by accurately identifying employ-
ers who repeatedly or willfully violate the law.

OSHA’s approach during his three-plus years at
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the helm “is validated by the fact that workplace
injury, illness, and fatality rates are at their lowest
levels ever, even as the work force continues to
expand,” Henshaw stated. “That is the ultimate
measure of our success: More workers go home
safe and healthy to their families at the end of
every workday.”

But the agency, along with the Environmental
Protection Agency, was criticized for their response
to the Sept. 11, 2001, terrorist attacks at the World
Trade Center. Long-term illness has been reported
among rescue and recovery workers at the site.
OSHA determined that it would not enforce safety
and health rules at the site, ruling that the urgent
nature of the event did not allow time to invoke
normal procedures.  ■
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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 correct
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 provided to
receive a certificate of completion. When your evalua-
tion is received, a certificate will be mailed to you.

5. To determine an appropriate transitional work
assignment for an injured or ill employee who is
returning to work, an employer may talk with the
employee’s physician about which of the following
without violating the employee’s privacy?

A. the limitations on physical activity the employee
may engage in when he or she returns to work

B. the long-term likelihood of recovery
C. the diagnosis and treatment of the injury or illness 
D. all of the above

6. If required to provide testimony or information at a
trial or deposition, a nurse may ethically remove
damaging or incomplete information from a patient’s
chart prior to providing it to the court or administra-
tive officer.

A. True  
B. False

7. In the Japanese study of computer users and
glaucoma, the risk of glaucoma increased most 
in people who reported using computers:

A. for up to one hour each day
B. for up to three hours daily
C. for nine hours or more daily
D. none of the above

8. A recent study on obesity in the workplace, published
by ACOEM, finds that in terms of cardiovascular risk
and decreased work productivity, being obese (body
mass index of 30 or greater) is equivalent to adding
how many years to a person’s age?

A. five years
B. 10 years
C. 20 years
D. does not affect cardiovascular risk and work

productivity

Answers: 5-A; 6-B; 7-C; 8-C.

CE objectives
The CE objectives for Occupational Health
Management are to help nurses and other occupa-
tional 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.


