
Coaching effective for return-to-work and
wellness; takes time to build into culture
‘Natural bridge’ from disability to ability, OH managers say

Health coaching and the “stages of behavior change” have become
accepted wisdom in the preventive medicine and wellness arenas,
but occupational health managers, with pharmaceutical giant

GlaxoSmithKline, have found health coaching an invaluable tool for getting
injured or ill employees back to work.

“We see this as a natural bridge for people coming back from disability
to ability status,” says Joanne Ebert, MBA, MS, CRRN, CCM, clinical man-
ager for GSK in Philadelphia. “Many times, companies have a robust histo-
ry of managing programs of this kind, but many times there’s no bridge
from disability to ability, so there is a higher preponderance of them going
back out or not being as productive as they could be.”

A health coach or health advocate promotes healthy living and lifestyle
changes by providing support and guidance to facilitate employees
through the stages of behavior change, or Prochaska stages (precontem-
plative, contemplative, preparation, action, and maintenance). Coaching is
designed to help employees integrate and maintain improvements in per-
sonal health and work behaviors into the work environment and prevent
further injury-related problems, and is most often used with programs
targeting wellness goals such as smoking cessation, blood pressure and
diabetes management, weight loss and diet, and exercise.

But Ebert points out that health coaching is just as valuable when the
goal is getting back to wellness, not just staying well.

Motivate employee to take charge of health

“Health coaching promotes the employee taking control of their health,
and that’s important because when someone is disabled, they feel
removed from their social framework,” Ebert says. “When you use health
coaching, especially when the person has a chronic illness, it helps give
them that trajectory to get back. They can talk about their plan to stay
well, and the nurse makes sure they are seeing their provider, talks with
them about how things are going, if they are following their plan, so they
can continue being on their wellness track.”

When that approach is in place, Ebert continues, “what we have is a
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formal process where the employee is central to
the process. It is more coaching and less pre-
scribing, because we know that prescriptive ser-
vices don’t work, and the occupational health
nurse can be extremely effective in successful
coaching.”

The key to successful coaching is developing
skill in motivational interviewing, says Ebert, is 
a patient-centered method of interviewing that
enhances the patient’s internal motivation to
change. The nurse doesn’t motivate, but instead
helps the patient realize and foster his or her own
desire and motivation.

According to Bruce A. Berger, PhD, RPh, a
professor at the Harrison School of Pharmacy at
Auburn University in Auburn, AL, motivational
interviewing relies on five principles or skills to
assess and create motivation, represented by the
mnemonic READS:

• Roll with resistance: Ignore antagonistic com-

ments by the patient, and focus on the underlying
issues behind them;

• Express empathy;
• Avoid arguments;
• Develop discrepancy: Encourage the patient

to describe pros and cons about the changes; rec-
ognizing that the dissonance between the two
fosters motivation, Berger writes;

• Support self-efficacy: It is important that
the patient have a strong belief in his or her abili-
ty to change.

Diane D. Mackie, BSN, MHM, COHN-S/CM,
of GSK’s medical affairs division in Research
Triangle, NC, says motivational interviewing and
health coaching, unlike more prescriptive mea-
sures, work equally well when the nurse is face
to face with the client and when the coaching is
done remotely.

“Fifty percent of our patient population is
remote, and health coaching can be applied to
them with equal effectiveness,” says Mackie.
“And it works in all areas of the health model 
— primary, secondary, tertiary. It’s how to keep
healthy people healthy, keep them out of the
revolving door.”

Moving to a health coaching model for case
management is an ongoing process, Mackie and
Ebert say, one that they are tweaking even after
having worked together on it for years. 

“It takes time to really start embracing this 
— not like a switch you turn off and on,” Ebert
explains. “You need to build into your culture,
and that takes time. Some employers are
extremely skeptical of it, and for some employees,
it has to repeat three or 4 times before it res-
onates. You have to be resilient, because it’s a
long process.”

“It really is difficult when you’re coming from
the mentality of check-listing,” Mackie adds.
“Health coaching requires more openness, more
willingness to see what can be done differently to
get the results you want to see.”

But nurses have the basic tools already, she
adds.

“What you need is really strong communi-
cations skills, strong listening skills.
Employees’ ability to stay on track and take
care of themselves may need some nudging,
but they have to make it happen,” she says.
“Nurses know inherently how to do this —
that’s why people go into nursing, to assist
people in their wellness.

“There’s no right or wrong answers, and that,
itself, can be daunting to people because you
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can’t put it in a binder. There’s listening, and you
listen and go with it. People make their own
choices, and you have to remember you’re there
as their coach.”   ■

Sources
Diane D. Mackie, BSN, MHM, COHN-S/CM,

GlaxoSmithKline Medical Affairs Commercial Operations,
PO Box 13398, B.4101, Five Moore Drive, Research Triangle
Park, NC 27709-8535. diane.d.mackie@gsk.com

Joanne Ebert, MBA, MS, CRRN, CCM, Clinical Manager,
GlaxoSmithKline, One Franklin Plaza, Box 7929,
Philadelphia, PA 19101-7929 Joanne.Ebert@gsk.com

Berger BA. Assessing and interviewing patients for mean-
ingful behavioral change: Part 2. Case Manager 2004;15:58-62.

Evacuation or shelter?
Disaster dictates safest move
This part of your disaster scenario deserves pre-planning

In the event of an accidental or intentional
release of chemical, biological, or radiological
contaminants, will employees and visitors at

your workplace evacuate or take shelter where
they are? The answer is determined by the sub-
stance and circumstances of release, and the deci-
sion is made by community emergency response
directors, not by occupational health nurses in
the workplace.

But the occ-health nurses can prepare employ-
ees and workplace for a stay-or-evacuate circum-
stance by first evaluating known potential risks,
and then facilitating a plan to deal with the
response appropriate should those risks become
true emergencies.

“With any plan, the first thing is to know what
kind of emergencies might affect your work-
place, both internally and externally,” says Erin
Sarris, associate director for planning and pre-
paredness for American Red Cross of
Massachusetts Bay. “Is there some location near
you that could have an accidental release into the
air, such as a chlorine release, that would require
sheltering in place?”

Sheltering in an emergency

Very simply, sheltering in place means retreat-
ing to a safe area where a safe air supply can best
be secured in the immediate, short-term after-
math of a chemical or biological toxin release.

The nature of the material released determines if
the risks are greater staying in place or evacuat-
ing. For short-term threats, gathering employees
and visitors in interior spaces where doors and
air vents can be sealed against contamination is
the simplest form of sheltering in place.

“Shelter in place” became a hot topic in disas-
ter preparedness since the attacks of Sept. 11,
2001, and the advent of the Department of
Homeland Security. People bought up plastic
sheeting and duct tape in preparation for sealing
themselves in their homes or offices in the event
of a chemical or biological attack.

But Sarris says the need for sheltering in place
is far more likely to arise from an accidental chem-
ical release or accident than it is from terrorism.

Natural disasters, too — such as tornadoes —
are other occurrences that can require a shelter-
in-place plan. Sarris says these should be consid-
ered when evaluating what the risks are for your
location.

Some examples of situations in which work-
places were forced to shelter employees include:

A Dow Chemical Co. accident in Plaquemine,
LA, released chlorine. All Dow employees who
stayed inside were unaffected; however, two
employees who tried to evacuate from the cafete-
ria suffered respiratory problems from inhaling
the chlorine;

A CSX rail car derailed near Miamisburg, OH,
causing a release of liquid phosphorus. About
30,000 people were evacuated from the sur-
rounding area, but a local hospital was unable to
evacuate. The hospital staff and patients who
sheltered in place were not injured;

A process vessel at a chemical plant in Nitro,
WV, over-pressurized and released phosphorous
chloride, which resulted in a hydrochloric acid
cloud that drifted offsite into an adjacent office
and commercial area. More than 800 employees
of a neighboring plant, and several offices with
employees who had been trained in sheltering
in place took refuge indoors, and none were
injured.

When to shelter in place

The decision to shelter in place is made by
local authorities, based on an assessment of risk.
Sarris says when a request to shelter in place
comes down, workplaces need to have planned
not only for the protection of their employees,
but also for any visitors or customers who might
be on the premises.
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“You need to close your business, but you have
to consider if you have customers and if you have
employees who are out in the field,” she points
out. “And you need to communicate to the public
via your voicemail that your doors are closed.”

Preplanning not only means deciding where
the safest place to shelter is, but also what steps
to take and what materials to use to protect the
ventilation system.

“Sheltering in place is short-term, so it is not a
dramatic, bunkering-down thing,” Sarris
explains. “But talk with your employees about
what their suggestions are and what supplies
each individual should have.”

National emergency preparedness entities like
Red Cross rely on local emergency agents to
quickly assess and make recommendations about
disasters, she says.

“Local authorities make the decisions, and we
place a great deal of hope and expectation on
local authorities to get the message out quickly,
so you do need to have battery powered radios,
in case something happens that affects power,”
she says.

While the idea of sheltering in place may
sound scary, Sarris says it happens on small cases
“more frequently than you might think” in
industrial areas.

The factors that go into a decision to shelter in
place versus evacuate vary with the scenario.
Among the considerations are the facility, the
substance released, the time of day, and the real-
istic expectations of evacuating the population.
(See Table for some factors weighed during a
disaster.)

If local authorities request that your site
shelter in place, that means everyone at the
site, Sarris says. Customers, clients, or visitors
to the building should be asked to stay, not
leave. The shelter-in-place request is usually
made when going outdoors is considered the
least safe move.

In general, employees — and anyone else on
the site —- cannot be forced to remain and shel-
ter in place, according to the U.S. Federal
Emergency Management Agency. However, there
are some circumstances in which local officials
can order that everyone remain where they are. 

Employees should be informed of shelter-in-
place and evacuation procedures, and under-
stand their roles. Specific duties should be
assigned in advance, with alternates designated
and trained in case they have to fill in.

“Occupational health nurses should work with
the company to create the plan, and then practice
it,” Sarris points out. “A plan is only as good as
the people who carry it out.”   ■

Sources
Erin Sarris, associate director for planning and prepared-

ness for emergency services, American Red Cross of
Massachusetts Bay, Boston, MA. Phone (617) 274-5271.

Planning protective action decision-making: Evacuate or
shelter-in-place? Oak Ridge (TN) National Laboratory for
FEMA Chemical Stockpile Emergency Preparedness
Program, 2002. Available online at
www.emc.ornl.gov/EMCWeb/EMC/PDF/ornl_2002_144.pdf.

U.S. Department of Homeland Security, shelter-in-place
planning for businesses. Online at www.ready.gov/busi-
ness/plan/shelterplan.html.

National Institute for Chemical Studies, 2300 MacCorkle
Avenue SE, Charleston, WV 25304. Online information on
sheltering in place: www.nicsinfo.org.

Violence impacts U.S. work-
force, but policy is unchanged
5% reported incidents; 70% have no policy

While many U.S. businesses that were the
scene of at least one incident of work-
place violence in 2005 say the incidents

had a negative impact on their workforce, few
changed their workplace violence prevention
programs in the aftermath of the episodes and
some 70% of all workplaces have no policy
addressing violence.
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Table

Stay Put or Evacuate?

Oak Ridge (TN) National Laboratories compiled the following factors to

consider when deciding whether it is best to shelter in place or evacuate:

Attribute Shelter in Place Evacuate

Infiltration Tight housing Leaky housing

Plume duration Short Long

Time of day Night Day

Population density High Low

Road conditions Poor/Closed Good/Open

Population mobility Immobile Mobile

Toxic load High Low

Source: Planning protective action decision-making: Evacuate or shelter

in place? Oak Ridge Laboratory, 2002.



The U.S. Department of Labor, Bureau of
Labor Statistics (BLS), recently released 2005
workplace violence figures that indicate nearly
5% of the private industry businesses in
America had at least one incident of violence
during the 12-month reporting period. Half of
employers with 1,000 or more employees
reported workplace violence during that period.

One third of the businesses said their employ-
ees were negatively affected by the violence, yet
even after the incidents most did not change
their policies, and almost 9% of businesses that
reported incidents of violence had no program or
policy in place to address workplace violence.

Incidence of violence, policies varies

BLS conducted the survey for the National
Institute of Occupational Safety and Health
(NIOSH) by surveying employers about their
policies and training on workplace violence pre-
vention. Prior to the 2005 survey, little informa-
tion existed regarding policies and training from
the employer’s perspective, NIOSH stated in
releasing the findings.

While 5% of all establishments, including
state and local governments, reported a violent
incident, half of the largest establishments
(employing 1,000 or more workers) reported an
incident. Among the larger employers, goods-
producing industries reported higher percent-
ages of coworker-on-coworker violence, while
service industries, with their greater exposure to
the public, reported higher percentages of crimi-
nal, customer, and domestic violence.

The survey defined workplace violence as vio-
lent acts directed towards a person at work or on
duty (i.e. physical assaults, threats of assault,
harassment, intimidation, or bullying).
Workplace violence is classified in four types of
situations:

• Criminal — when the perpetrator has no
legitimate relationship to the business or its
employees and is usually committing a crime in
conjunction with the violence (e.g. robbery,
shoplifting, or trespassing);

• Customer or client — when the perpetrator
has a legitimate relationship with the business
and becomes violent while being served by the
business (e.g. customers, clients, patients, stu-
dents, inmates, or any other group to which the
business provides services);

• Co-worker — when the perpetrator is an
employee, past employee of the business, or con-

tractor who works as a temporary employee of
the business and who attacks or threatens another
employee; and

• Domestic violence — when the perpetrator,
who has no legitimate relationship to the busi-
ness but has a personal relationship with the
intended victim, threatens or assaults the intend-
ed victim at the workplace.

Of all the establishments reporting an incident
of workplace violence in the 12 months preced-
ing the survey, 21% reported that the incident
affected the fear level of their employees and
21% indicated that the incident affected their
employees’ morale. 

Despite evidence that workplace violence neg-
atively impacts the entire workforce, more
than70% of workplaces in the United States have
no formal program or policy that addresses
workplace violence. Programs or policies related
to workplace violence were more prevalent
among larger private establishments and govern-
ments. State government establishments were by
far more likely to have written or verbal policies
or programs than local government and private
industry establishments, the NIOSH/BLS survey
showed.

(To read the complete BLS/NIOSH survey results,
go to www.bls.gov/iif/osh_wpvs.htm.)   ■

Workers’ comp cases 
without utilization review
Insurance overview replaced with aggressive pace 

Occupational health nurses in Louisiana
play a critical role in a network approach
to handling workers’ compensation

claims, keeping the method’s aggressive pace
going.

Louisiana’s statewide network, Omnet Gold,
coordinates each phase of treatment in workers’
comp cases, with the cases overseen by physi-
cians specializing in occupational medicine 
and the physical demands of work. Managing
injured workers with this specialized network
of health care providers-without third-party
utilization review-has reduced missed work
days and lowered health care costs in the state,
according to a published study of the
approach.1

After several studies suggested that special-
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ized health care networks could lower costs and
disability in workers’ compensation cases,
Omnet Gold was created to see if such a net-
work could produce similar savings on a
statewide basis. Under the Omnet Gold
approach, network health care providers are free
to make diagnostic and treatment decisions
without utilization review by the state workers’
compensation insurance company. According to
the study authors, the outcomes of 176 cases
managed in the Omnet Gold network were com-
pared with 1,464 cases managed in the tradition-
al way, including utilization review.

Claims managed by Omnet Gold were associat-
ed with significantly less missed work time than
cases managed in the traditional way, the authors
found. The average number of missed work days
was 53 for workers managed in the network, com-
pared to 99 days for traditionally managed claims.

“Nurses are monitoring cases in all our lost-
time cases,” says Larry Yuspeh, director of
research for the Louisiana Workers
Compensation Corporation and one of the
authors of the study. “The pace of the Omnet
Gold method is aggressive, and occupational
health nurses help ensure we keep up that pace.”

The fast pace, Yuspeh says, helps ensure lost
time cases are monitored intently and treatment
does not lag.

“Utilization review seems to have little impact
on the behavior of experienced healthcare
providers pre-selected for their ability to appro-
priately treat and manage workers’ compensa-
tion cases,” the authors of the study wrote. With
their experience and expertise in treating injured
workers, occupational health specialists appear
to be able to reduce patient disability, using
fewer medical resources, without insurance com-
pany oversight, they conclude.

“We remove utilization review and rely on
[occupational medicine specialists’] judgment,
and if you have good practitioners, it works
fine,” says Yuspeh.

Yuspeh and his co-authors report the costs of
care were lower for claims managed in the net-
work than those handled via utilization review
— about $12,500, compared with $20,400 for 
traditional claims. Average costs for medical care
were $3,995 with Omnet Gold versus $9,850 for
traditional care.   ■

Reference
1. Bernacki E, et al. An investigation of the effects of a health-

care provider network on costs and lost time in workers’ com-
pensation. J Occup Environ Med. 2006;48:873-882.

Source
Larry Yuspeh, director of research and development,

Louisiana Workers Compensation Corporation. Phone: 
(225) 231-0715.

Nutritionists offer tips
for staying alert at night
Food, caffeine choices can make a difference

Keeping health care workers healthy when
they work the night shift has long pre-
sented an occupational health challenge,

and nutritionists at Los Angeles’ Cedars-Sinai
Medical Center have assembled some tips for
using diet as one tool to boost health when work
schedules interrupt the body’s natural sleep-
wake cycle.

Not only does the night shift change the
body’s circadian rhythms, it can also throw off
perspective when it comes to food.

“Some night shift workers eat at work in
order to maintain their stamina, then go home
and eat with their families. People can lose sight
of portion control,” says Netty Levine, RD, a
registered dietitian and diabetes educator at
Cedars-Sinai. Levine and colleagues set about to
draft some guidelines that would help the hos-
pital’s shift workers maintain healthy eating
and sleep habits.

“People working the night shift may consume
large amounts of caffeine-laden beverages to stay
awake, then — if they are parents — they may be
forced to stay awake during the day in order to
drive their children to and from school and other
activities,” she added. Recent students have
shown that people who do not get sufficient
sleep are more prone to being overweight, she
points out.

Other studies have shown that gastrointesti-
nal problems, particularly ulcers, are more
prevalent among shift workers than workers
on a day schedule. This is because the diges-
tive system is relatively inactive at night; there-
fore, some foods can cause digestive problems
at night yet be well tolerated if eaten during
the day.

Other culprits contributing to gastrointestinal
problems are snack foods with a high fat con-
tent (readily available from vending machines
during the wee hours), caffeine, and meals
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eaten in a rush or at irregular times. To prevent
heartburn or indigestion, Levine recommends
avoiding cabbage, cucumbers, onions, high-fat
or fried meals, and spicy foods.

Other suggestions noted by the Cedars-Sinai
nutritionists include:

Exercise midway or before working a night
shift, to maintain alertness and cardiac health; 

Bring healthy snacks (fruit, vegetables, low-
fat yogurt, cottage cheese, whole wheat crack-
ers, pretzels, popcorn) from home to encourage
avoidance of the less-nutritious vending
machine selections;

Eat small, regular meals with a balance of
whole grain carbohydrates, protein, and
heart-healthy fats before 1 a.m. Choose carbo-
hydrates that are low in fat and high in fiber
like whole grain bread, fruit, and low-fat
dairy;

Eat a turkey sandwich on whole grain
bread with a green salad or fruit on the side.
Try mustard or hummus on the bread instead
of mayonnaise, and substitute spinach for 
lettuce;

Don’t forget about last night’s dinner — pre-
pare more than you can eat, and take some left-
overs for lunch; 

A frozen, low-fat, low-sodium dinner can be
supplemented with a piece of fruit, veggies, or
low-fat yogurt;

Avoid caffeine at least five hours before bed-
time; and,

When the shift is over, have a very light meal
or snack before going to bed.   ■

Truck drivers’ health is focus
of ergonomic, anti-flu efforts
Companies taking health care to drivers

The physical toll taken by professional
truck drivers can produce long-term
health problems, so one trucking compa-

ny is working with an ergonomics practice to
take better health to drivers on the road by
providing a range of health services at truck
stops across the country.

“Our success depends on our drivers,” says
Wendy Sullivan, RN, occupational health man-
ager for trucking company Schneider National.
“These hardworking people struggle with the

same health issues as you and me, but their sit-
uations are often made worse because they’re
away from home for extended periods without
easy access to health services.”

Schneider has signed a multi-year agree-
ment with Atlas Ergonomics to provide
drivers health services at company-owned
truck stops at no cost to the drivers. Services
include physical therapy, blood pressure moni-
toring, diet and nutrition counseling, and
exercise education, and referrals for other
issues, such as sleep disorders, smoking, and
family or personal crises.

The 12 truck stops, or operations centers, are
staffed by full-time, certified physical and
occupational therapists who work one-to-one
with drivers. The in-house clinics are linked
via an electronic medical records system, so a
driver who is first seen for back pain in
Fontana, CA, can continue therapy seamlessly in
Charlotte, NC. 

Sullivan says the plan will make it easier for
drivers to seek and obtain preventive care, or to
have problems checked early on, minimizing
down time and cost. 

A flu shot for the road

A Knoxville, TN, practice that aims to help
curb the number of flu cases traveling coast to
coast via 18-wheeler opened in November,
offering free flu shots to as many as 6,000 
truck drivers.

Professional Drivers Medical Depots (PDMD)
announced its efforts could help prevent as many
as 30,000 cases of flu spread by unvaccinated
drivers who stop as often as six times each day,
often at crowded truck stops. 

PDMD was created to address medical prob-
lems faced by an aging population of long-haul
drivers faced with the practical problem of how
to conveniently obtain medical care while they
are working. 

PDMD plans to open 60 to 80 clinics in the next
five years, the company announced, and is
designing a survey to assess the habits and health
conditions of long-haul drivers.

For more information about Schneider
National visit www.schneider.com or call 
(800) 558-6767. 

To learn more about Professional Drivers
Medical Depot, contact the company via mail at
9133 Middlebrook Pike, Knoxville, TN 37923, or by
phone at (865) 558-3038.   ■
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Interns, residents exceeding
work limits; injuries resulting
One study indicates many are overworked

Medical residents are continuing to put
themselves at risk of job-related injuries
like needlesticks and cuts by working

beyond work-hour limits set out three years ago
by the Accreditation Council for Graduate
Medical Education (ACGME).

The working hours of medical interns (or first-
year residents) — many of whom put in more
than 100 hours in some weeks —- came under
scrutiny by the Occupational Safety and Health
Administration (OSHA) and ACGME when stud-
ies indicated that injuries and illnesses to resi-
dents, and increased errors on the job, were asso-
ciated with the extended work hours.

In response, ACGME in 2003 implemented
work hour limits for all physicians-in-training
in the United States. Each trainee is limited to
a maximum of 30 consecutive work hours, a
maximum of 80 weekly work hours, averaged
over four weeks, and one day in seven (aver-
aged over four weeks) must be free of all
duties.

But studies done by ACGME and researchers 
at Boston’s Brigham and Women’s Hospital and
Harvard Medical School indicate that to varying
degrees, the work hour limits continue to be
exceeded.

Cuts, needlesticks associated with long hours

Exposures to contaminated fluids from percu-
taneous needlesticks and lacerations are known
serious hazards associated with postgraduate
medical training. These injuries may result in the
transmission of blood-borne pathogens, includ-
ing hepatitis and human immunodeficiency
viruses and, thus, have significant occupational
health implications.

Researchers at Brigham and Women’s
Hospital and Harvard Medical School examined
the contributing factors for needlesticks and cuts
in interns and assessed their relationship to
extended-duration work. The study1 included
Web-based surveys of self-reported percuta-
neous exposures from 2737 of the estimated
18,447 interns in postgraduate residency pro-
grams from 2002 to 2003. Each month, compre-

hensive Web-based surveys asked about work
schedules and the occurrence of injuries in the
previous month.

From a total of 17,003 monthly surveys, 498
needlesticks and cuts were reported. Of these,
294 were due to lacerations from sharp instru-
ments (such as a scalpel), and 204 were due to
needlesticks. Rates of injuries varied significantly,
depending on type of residency. Interns in
surgery and obstetrics/gynecology residency
programs had the greatest risk, presumably
because they perform more invasive procedures
than other specialties.

In 90% of the 498 injuries, one or more factors
contributing to the incident were reported. The
most commonly reported contributing factor
was a lapse in concentration (63.8% of inci-
dents), followed by fatigue (31% of the inci-
dents). Percutaneous injuries were more fre-
quent during extended work compared with
nonextended work. Extended work injuries
occurred after an average of 29.1 consecutive
work hours; nonextended work injuries
occurred after an average of 6.1 consecutive
work hours. The rate of injury was twice as high
during night hours than during the daytime.

“The association of these injuries with extended
work duration is likely due to the adverse cogni-
tive effects of the sleep deprivation associated
with such extended work, consistent with experi-
mental data,” the authors write. “Given the poten-
tially serious consequences of such injuries, imple-
mentation of safety measures designed to reduce
the risk of these occupational injuries should be
undertaken. The impact of comprehensive fatigue
management programs on the risk of these occu-
pational exposures should be evaluated.” 

Some disagreement on noncompliance rate

Another group of Brigham and Women’s/
Harvard researchers studied how many first-year
residents (interns) were complying with the
ACGME duty hour standards in 2003-2004, the
first year following implementation of the rules.
According to Christopher Landrigan, MD, MPH,
lead author of the study,2 more than 80% of the
first-year residents reported they were exceeding
the mandated hours.

The study consisted of monthly Web-based
surveys to assess the work hours and sleep of
4015 interns, conducted one year before the
ACGME standards were adopted and one year
after implementation. 
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In the year following implementation of
ACGME standards, 83.6% of participating
interns reported work hours that were noncom-
pliant during at least one month. 

On a positive note, over the course of the
year following implementation of ACGME
mandates, monthly rates of noncompliance
decreased from 48.8% to 38%. Comparing
postimplementation to preimplementation,
average weekly work hours decreased 5.8%,
from 70.7 hours to 66.6 hours.

After the work-hours standard was imposed,
residents reported their average sleep duration
increased by 22 minutes; however, reported aver-
age sleep during extended shifts decreased 4.5%.

The researchers conclude that one reason the
rate of noncompliance remained high could be
that the duty hour standards amounted to
unfunded mandates for some institutions.

“Programs may not have the resources or
expertise to redesign their schedules to the extent
required,” according to the authors. And resi-
dents are typically unwilling to leave their shift
when working on an emergent patient care situa-
tion, common in the high-intensity setting of hos-
pitals, they add.

But ACGME’s data on the three years since
the implementation of duty hour standards
indicate that survey responses from 101,250
residents reflects that most programs “are in
substantial compliance” with the standard, the
association announced in a press release in
September 2006.

For academic year 2004-2005, the ASGME
cited just over 7% of programs reviewed that
year for duty hour violations, and 3% of resi-
dents reported working more than 80 hours per
week in the previous four weeks. 

ACGME takes issue with the Landrigan study,
saying those results were based on a small sam-
ple spread out over many hospitals, and does not
give a full picture of the compliance rate.   ■

Reference
1. Ayas NT, et al. Extended work duration and the risk of

self-reported percutaneous injuries in interns. JAMA.
2006;296:1055-1062.

2. Landrigan CP, et al. Interns’ compliance with
Accreditation Council for Graduate Medical Education
work-hour limits. JAMA. 2006;296:1063-1070.

Source
Accreditation Council for Graduate Medical Education

requirements for resident duty hours available at
www.acgme.org.

Drug screens deter 
employee drug use
Zero-tolerance policy discourage drug use

Areport from the University of
California, Irvine suggests that the
reliance employers have on drug

screening to deter drug use among employees
is probably well-placed.

The results do not prove absolutely that
drug testing reduces drug use, but are among
the strongest indications yet, according to
researcher Christopher Carpenter, PhD, a
health economist at UC-Irvine’s Merage School
of Business.

Individuals whose employers perform drug
tests are significantly less likely to report past
month marijuana use, even after controlling
for a wide array of worker and job characteris-
tics, writes Carpenter. However, large negative
associations were found for variables indicat-
ing whether a firm has drug education, an
employee assistance program, or a simple
written policy about substance use. 

Frequent testing and severe penalties reduce
the likelihood that workers use marijuana, the
author concludes.

Link between testing and use overstated?

The Irvine study looked at cross-sections
from the 2000-2001 National Household
Surveys on Drug Abuse and the 2002
National Survey on Drug Use and Health.
Among the possibilities Carpenter consid-
ered is whether healthier workers self-select
workplaces that are more likely to screen
employees. He also attempted to determine
whether “zero tolerance” policies and
employee assistance programs might influ-
ence worker drug use (and therefore lessen
the association between testing and low
drug use rates).

Carpenter found that policies like zero toler-
ance, as well as the characteristics of the work-
force, influence worker drug use. He con-
cludes that because past studies tended to not
take those factors into account, they might
have overstated the relationship between drug
screens and drug use by up to 25%. Used
together, frequent testing and severe penalties
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reduce the likelihood that workers use mari-
juana, he reports.   ■

Sources
Christopher Carpenter, PhD, assistant professor of

economics and public policy, Merage School of
Business, University of California at Irvine. Email:
kittc@uci.edu.

Carpenter CS. “Workplace drug testing and worker
drug use.” Health Services Research (online), 2006.

Health risk assessments a
major benefits trend for 2007
Consultants say use of HRAs could jump 21% in 2007

If the employer you work with is not already
using health risk assessments (HRAs) to flag
potential health risks in employees, get ready

— the number of U.S. employers offering HRAs
is projected to jump 21% in 2007. So if you are
involved with wellness and prevention programs
in your workplace, get ready for an influx of
participants.

As employers continue to look for ways to
control rising health care costs, an increasing
number are offering employees incentives to
complete a health risk assessment, according
to international consultant Watson Wyatt
Worldwide. Watson Wyatt’s National Business
Group on Health recently reported findings of
a 2006 survey on employer-sponsored bene-
fits, which reveals that two thirds of employ-
ers in the United States are already offering
employees HRAs. 

“Employers are trying to address the root
causes driving the costs of health benefits, and
employee health is a big part of that,” says
Watson Wyatt senior consultant Bruce Kelley.

Employers considering HRAs notice early on
that using the assessments in helping employ-
ees avoid serious health compromises later on
requires spending money now on administer-
ing the HRAs and paying for the incentives
necessary to get the best level of participation
possible.

“To get good participating levels, employees
offer incentives, that initially are something like
a gift certificate to every employee who com-
pletes the health risk assessment [question-
naire],” says Kelley. “As time goes on they need
to offer a more substantial incentive, and often

it is in the form of creating a difference in what
employees contribute to their health plan. If
they complete the assessment, their contribution
into their health plan is reduced.”

Now is the time HRAs introduced

Late in the year is generally when employ-
ees are offered open enrollment —- when they
are invited to enroll in or change their health
benefits, and new features like HRAs are intro-
duced.

“As employees pick up more responsibility
for funding health care and other benefits,
open enrollment is the perfect time for workers
to evaluate their benefits and ensure that they
select the coverage that is right for them and
their families,” according to Tom Billet, a
senior consultant with Watson Wyatt. As for
what workers can expect in the coming year,
Watson Wyatt’s survey and research higher
premiums, deductibles, and co-payments for
medical and prescription drug benefits are on
the horizon.

Curbing those costs for themselves and their
employees is behind the push to include HRAs,
Kelley says. 

“There’s always been a core group offering
health risk assessments, but in the last few years,
with the focus on costs and old-line managed
care just not working [to curb expenses],
employers have turned to new approaches, and
the health risk assessment is one of those,” he
explains.

As for the costs incurred by employers
who introduce HRAs into their benefits
offerings, Kelley says the payoff can be
huge.

“Employers who offer health risk assess-
ments and then follow up with prevention
programs can save two to three times what it
costs them [to pay for the HRAs],” he says.
“After all, the costs they’re avoiding [for seri-
ous or chronic health problems that progress
unchecked] are pretty big.”

How the HRA is delivered determines
much of the cost. A web-based questionnaire
is quite inexpensive, while a paper-based
assessment that is accompanied by labwork is
more expensive — but still cost-effective,
Kelley says.

For more information projected trends in
employee health benefits, visit www.watson-
wyatt.com.   ■
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Increase employee stair
use by improving the view
Study says low-cost improvements yielded more walking

The suggestion “Take the stairs!” is as com-
mon a suggestion as can be found in
workplace wellness instructions. Taking

the stairs instead of the elevator burns calories;
taking the elevator doesn’t. But that alone is
not enough to making a stair-climb attractive —
unless you make the stairs more attractive. 

That’s what the CDC did over several recent
years when it launched a study in 1998 to find
out whether aesthetic changes to the stairwell in
a CDC building could boost the number of
employees who decided to walk rather than ride
up and down floors.

“StairWELL to Better Health” was a low-
cost intervention the CDC’s Division of
Nutrition and Physical Activity undertook to
test a theory —- that one reason employees
don’t use stairs is that they are unattractive
and/or perceived as unsafe. At the Koger
Center Rhodes Building, researchers imple-
mented a four-stage “intervention” that
included painting and carpeting, installation
of framed artwork and motivational signs, and
the addition of music to a previously utilitari-
an stairwell.

Infrared beams were used to track stair use.
The cost of the additions and improvements
was less than $16,000.

If you decorate it, will they come?

CDC researchers installed the improvements
to the stairwell in increments, then measured
the effect each addition had. They found that
making the stairwells more inviting was an
important motivator in encouraging people to
take the stairs. 

First, carpeting and rubber treading were put
down over the concrete stairs. Later, bare walls
painted bright colors. Framed artwork depict-
ing nutritious food, scenic vistas, and people
being active were added to the walls.

Posters with humorous, informative, and
encouraging messages were hung in the stair-
well and outside, near elevators and doors
leading to stairs. Finally, music was added to
the stairwell environment.

Focus groups helped the researchers learn
what messages, artwork, and music would
appeal most broadly to the employees in the
building. One focus group was done with
employees who frequently used the stairs,
while the other consisted of employees who did
not frequently use the stairs, in hopes of gain-
ing input that would make the stairwells more
attractive to that group.

Researchers at the CDC suggest that work-
places considering a stairwell intervention
should track use of the stairs before, during,
and after renovations, to gauge the impact of
the changes. 

The CDC researchers found that while the
effects of some of the improvements were
short term, overall the modifications did
boost the number of CDC employees who
took the stairs.

“In this study, we found that both the addi-
tion of motivational signs and music appeared
to be associated with a modest increase in
stairwell use in a population of full-time
workers at the CDC,” wrote study author
Nicole Kerr, RD, MPH. “In the case of signs,
however, a significant decrease in stairwell
use occurred between the initial 3-month peri-
od and the second observational period. The
increases in stairwell use we found for signs
(short term) and music (longer term) are con-
sistent with the results of other studies.”

For a complete description of the StairWELL to
Health project, go to www.cdc.gov/nccdphp/
dnpa/stairwell/index.htm   ■
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CE questions
20. Which of the following is NOT a component of the

motivational interview?
A. Roll with resistance
B. Express empathy
C. Encourage arguments
D. Develop discrepancy

21. In an emergency, the decision to evacuate or
shelter in place should be made by the
occupational health nurse on site.

A. True
B. False

22. Which of the following statements is TRUE
regarding 2005 Bureau of Labor Statistics data on
workplace violence?

A. 70% of all U.S. workplaces have policies
addressing workplace violence

B. Fewer than one quarter of employers with 1,0000
or more employees reported workplace violence
during the period reported.

C. Businesses that experienced workplace violence
reported no negative effect on their workforces.

D. Nearly 5% of the private industry businesses in
America had at least one incident of violence
during the 12-month reporting period.

23. Louisiana workers whose workers compensation
cases were managed without utilization review
oversight, and were instead managed by
occupational medicine specialists, resulted in fewer
missed days and lower costs.

A. True
B. False

CE Objectives / Instructions
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 productivity.
•  Identify employee health trends and issues.
•  Comply with OSHA and other federal regulations
regarding employee health and safety.  

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 in order to
receive a letter of credit. When your evaluation is
received, a letter of credit will be mailed to you.  ■
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