
Is it OK to charge employees for
unhealthy habits? Learn pros & cons
The debate swirls around disincentives

Charging employees for smoking, high cholesterol, and obesity.
How do you think this would go over in your workplace? In a con-
troversial move, Indiana-based Clarian Health Partners has

announced a program of “disincentives” for employees with high blood
pressure, high cholesterol, high body mass index, and smokers. 

Initially, Clarian’s 13,000 employees were offered the chance to com-
plete a health risk assessment, with a 20-30% participation rate, which
increased to 40%-50% after a $25 gift card was offered as an incentive. 

In 2006, employee premium contributions were raised by $150 annu-
ally, with the increase cut by $100 if the health risk assessment was com-
pleted, and another $50 deducted for non-use of tobacco products within
the previous six months. More than 90% of employees completed the
health risk assessment that year. 

“Most companies will raise the contribution and then tell the employee
they will get an incentive if they do X, Y, and Z, which is a little like bait and
switch,” says Lee Campbell, MD, executive medical director of Clarian
ambulatory care management. “This year, we decided to move to a program
that is more transparent.”

For the 2008 benefit year, the “Call to Change” program will require
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Disincentives are a growing trend in employee wellness, according to 
occupational health professionals. An Indiana-based company has
announced that it will financially penalize employees for smoking, high
cholesterol, obesity, blood sugar, and high blood pressure. Other employers
are expected to follow suit with similar programs.
• Employees will be required to complete a health risk assessment to be 
eligible for health benefits. 
• Penalties will be reduced if progress is made with weight loss.
• Participation in wellness programs increased as a result of the penalties,
according to the company.
• Lawsuits based on discrimination and privacy claims are expected.
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employees to complete the health risk assessment
to be eligible for health plan benefits, including a
question about use of tobacco products. “If you
state that you have used them within the last six
months, you will then be assessed $5 every pay
period,” says Campbell. 

For 2009, employees will be charged $5 per pay
period for each of the following: low-density
lipoprotein cholesterol over 130, blood glucose
levels over 120, and blood pressure higher than
140/90. If the employee’s body mass index is 30
or greater, $10 will be deducted from paychecks.
“We monitor the percentage of our employee
population with health risks and have found
reductions in every area, except for one, which is
obesity,” says Campbell. “That has gone up from
year to year, which is one reason the assessment
for that is higher.”

All monies that come in will be used for
employee wellness programs, says Campbell,

who estimates that about one-third of its employ-
ees will meet the definition of obese. About a
quarter are tobacco users. 

Employees have been forewarned about the
coming penalties to give them time to work on get-
ting their numbers in acceptable ranges, says
Campbell. “They have 18 months to make changes
if they need to,” he says. “We are going to allow
updated information on a quarterly basis through-
out the calendar year. If employees do reach a goal
for blood pressure, for example, we will remove
the assessment.” If the employee loses 10% of their
body weight, the charge will be reduced to $5, he
adds. “That would allow people to at least start a
program to allow them to get closer to their goal
and receive a reduction for their efforts,” says
Campbell. In addition, if the employee’s doctor
verifies that the treatment plan is being complied
with but it’s too early to see results, the employee
will be exempted from the charges, he adds.

About 14 of Clarian’s occupational health
nurses do the onsite screenings and braced them-
selves for a negative response after the penalties
were announced, says Sherri Bertram, RN, man-
ager of ambulatory care. “We looked at it as what
we’d be up against, and it hasn’t been that way at
all,” Bertram says. “For the most part, people
have been very interested in what their numbers
are and improving them.”

Since the penalties were announced, participa-
tion in wellness programs has increased signifi-
cantly, Campbell reports. “Most people are willing
to change,” he says. “We had to double the num-
ber of classes we offer in a program called Fight
the Fat. We sent a health coach out to one facility,
and she had 50 people sign up in one hour for
weight loss management courses.”

Lawsuits are likely

Clarian already has been contacted by several
employers who want to implement a penalty pro-
gram but are worried about the backlash, says
Campbell. 

“We are finding that those fears are unwar-
ranted,” he says. “Our organization has taken up
the charge here,” Campbell says. It’s more than
simply a marketing campaign, he says. We are
calling for people to change, not only for individ-
uals to improve their health, but also for employ-
ers to provide benefits in a different way,”
Campbell says. 

Sixty-two percent of employers surveyed by
New York City-based PricewaterhouseCoopers
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said that employees with unhealthy lifestyles,
such as smoking, poor diet, and inadequate exer-
cise, should pay more for health insurance. (For a
copy of the report, see resource box.)

Jeremy E. Gruber, JD, legal director of the
National Workrights Institute, a Princeton, NJ-
based employee rights group, says, I think that
employers are going to be taking more and more
punitive stances against employees based upon
their health status.”

There likely will be litigation over this issue,
possibly involving privacy and discrimination
claims, adds Gruber. “Unfortunately, employers
are faced with the high cost of health care, and a
minority, but a growing minority, are going to
make the wrong decision and try to save a dollar
on the backs of their employees,” he says.

He points to final regulations from the U.S.
Department of Labor on the Health Insurance
Portability and Accountability Act (HIPAA),
which in January 2007 set a rate of 20% of the cost
of health insurance as the maximum surcharge an
employer can charge based on an employee’s
health status. “This will give employers a sense of
security to take more of these kinds of actions,”
says Gruber. 

Not good long-term strategy?

Penalties may “poison the well” of employee
goodwill and make it more difficult to sustain
employee wellness efforts,” says Larry Chapman,
MPH, senior vice president of Portland, OR-based
WebMD Health Services, which provides health
information services to employers and health
plans. Instead, he recommends using larger “car-
rots,” such as giving employees a $600 to $1,800
reduction in annual health plan contributions for
meeting certain wellness criteria. 

“Every year, you want employees to re-exam-
ine key wellness issues,” he says. “Using a large
`carrot’ financed by employees themselves will
produce sustainable long-term change,” he says.
However, if employers use small "carrots" such as
$100 to $300, and don’t get the participation they
want, they may decide to use more “sticks,” says
Chapman. 

Employees should have the choice to partici-
pate in wellness programs, but if they refuse,
they need to have the consequence of paying
more for their health benefits, says Chapman.
“Give them the option, but make clear the conse-
quence,” he advises. 

Occupational health professionals are “throw-

ing the idea of disincentives on the table” much
more than last year, says Kay N. Campbell, EdD,
RN-C, COHN-S, FAAOHN, president elect of the
American Association of Occupational Health
Nurses (AAOHN), but she worries about morale
problems. “If you happen to be the person sin-
gled out, how would you feel about it? I think
you ostracize people by doing those kinds of
things,” she says. 

Tying a health risk assessment to less contribu-
tion has been done by many companies for a long
time with some fairly significant success, and this
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For more information on disincentives and employee
wellness, contact:

• Sherri Bertram, RN, Manager, Clarian Ambulatory
Care Management, Clarian Health, 950 N. Meridian
St., Suite 500, Indianapolis, IN 46204. Phone: (317)
962-6720. Fax: (317) 962-1760. E-mail: sbertram@
clarian.org.
• Kay N. Campbell, EdD, RN-C, COHN-S, FAAOHN,
GlaxoSmithKline, Global Health and Productivity,
South Expansion 2483, Five Moore Drive, Research
Triangle Park, NC 27709. Phone: (919) 483-2185. Fax:
(919) 483-8535. E-mail: kay.n.campbell@gsk.com.
• Lee R. Campbell, MD, Senior Medical Director,
Clarian Ambulatory Care Management, Clarian Health,
950 N. Meridian St., Suite 500, Indianapolis, IN 46204.
Phone: (317) 962-4297. Fax: (317) 962-1760.
E-mail: lrcampbell@clarian.org.
• Larry Chapman, MPH, Senior Vice President,
WebMD Health Services, 2701 NW Vaughn St., Suite
700, Portland, OR 97210. Phone: (206) 364-3448.
Fax: (206) 368-9719. E-mail: LChapman@WebMD.net.
Web: www.webmdhealthservices.com.

A report on employer approaches to encourage employ-
ees to take more responsibility for their health was pub-
lished by PricewaterhouseCoopers’ Health Research
Institute in March 2007. A full copy of the report can be
downloaded at no charge at www.pwc.com. Under
“Industry Sectors,” click on “Healthcare.” Under “Of fur-
ther interest,” click on “Health research institute.” On the
left side of the page, click on “Publications/Thought
Leadership,” then “Payers,” and then “Tailoring the
approach: Employer attitudes and healthcare strategies
address distinct issues.”
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option still gives the employee a choice, says
AAOHN’s Campbell. “But if you are dropping
people from health coverage, that really isn’t giv-
ing people a choice,” she says. “I can’t imagine
somebody won’t sue [Clarian].”

For occupational health nurses, penalties mean
it “becomes a huge challenge to continue to help
people,” says Kay Campbell. “Now you have to
overcome the issue of feeling forced to do some-
thing,” she says. It is almost coercion in some
sense,” Kay Campbell says. “Have they set up an
antagonistic culture? It is an interesting
dilemma,” she says.  ■

Boost payoff of incentives
with these new strategies 
Employers want to see sustainable behavior change

More employers than ever are offering incen-
tives for employee participation in health

and disease management programs, according to
a survey of 242 employers.

The survey was conducted by the Employee
Retirement Income Security Act (ERISA) Industry
Committee (ERIC), an organization representing
employee benefits and compensation interests of
major employers, the National Association of
Manufacturers (NAM), both based in Washington,
DC, and Lyndhurst, NJ-based IncentOne, which
provides integrated incentive solutions to
employers. 

“This survey indicates that the American busi-

ness community is highly interested in innova-
tive strategies to improve their employees' health
and productivity,” says John Engler, president
and CEO of NAM. Of employers offering health
management programs, two-thirds encourage
employees to participate with incentives. The
most common incentive offered is premium
reductions, given by 40% of companies, while
29% offer cash or bonuses.

Edwina Rogers, vice president of ERIC, says,
“We see that sick employees cost us money, and,
conversely, that employees who switch to health-
ier behaviors save us money as well as improving
their own quality of life.” Employers are there-
fore interested in encouraging their employees to
engage in healthy behaviors, Rogers says. “In
many instances, they are using incentives to do
so," she says. 

According to NAM’s vice president of human
resources policy, Jeri Gillespie, this trend only
will increase. “All of this leads to more activity
and attention for occupational health managers,”
Gillespie says. 

Asking more of employees

To receive incentives, employees are increas-
ingly being asked to participate in a coaching
program or other program intervention, says
Michele M. Becker, vice president of employee
benefits practice for Chicago-based Aon
Consulting. “It’s no longer enough to take a
health assessment,” she says. “Individuals at
risk need to engage in follow-up activity that
can ultimately lead to behavior change.”

“Sticks” are sometimes camouflaged as “car-
rots,” such as charging nonsmokers $20 less a
month in premium contributions, says Becker.
“However, what’s perceived as a stick by a smoker
can be effectively communicated as a carrot to
those who are tobacco-free,” she says. 

Employers are looking for long-term, sustainable
behavior change in addition to program participa-
tion, says Becker. “It’s one thing to participate in a
health assessment or coaching program,” se says.
“It’s another to move your cholesterol or BMI into
the target range.”

To maximize results from your incentive pro-
grams, do the following, experts suggest:

• Use appropriate incentives.
What grabs someone’s attention in a manufac-

turing plant might be very different than their
corporate counterparts or sales force, says Becker.
She recommends conducting focus groups or
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Incentives are used by two-thirds of employers
that offer health management programs, with the
goal of increasing employee participation, says 
a recent survey. Premium reductions, cash, and
bonuses are the most common incentives
offered. To maximize the benefits of incentive
programs:
• Ask employees to do follow-up activities in addi-
tion to health risk assessments. 
• Use focus groups or surveys to learn what
would motivate employees.
• Offer different incentives for different groups. 
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simple surveys to determine employee interests
for the programs and incentives that would moti-
vate them.

Rewarding healthy behavior with a flat-screen
TV certainly can create some short-lived excite-
ment, but it won’t get the job done long-term,
according to Becker. “While less costly, there is a
trend away from using these types of incentives
exclusively,” she says.

• Communicate effectively.
Even with appropriate incentives, participation

can be poor if the programs, tools, and resources
offered are not well communicated, says Becker.
“A great deal of money is spent on wellness pro-
grams, but many employees do not know they
exist, nor do they know how to access them when
needed,” she says. 

• Program integration is key.
Health and wellness programs need to “work

together behind the scenes,” adds Becker.
“Otherwise, companies will not achieve the best
value and ROI for their efforts,” she says. 

Every vendor has certain information about
employees that is not being used effectively in
program strategies, interventions, and outcomes
measurement, Becker explains. “Consider bring-
ing vendors together to brainstorm new ways of
helping members and tracking results,” says
Becker. Your health, wellness, and disability ven-
dors can do a much more effective job for you by
working in tandem, she says. 

Lawrence M. Becker, director of benefits and

policies at Rochester, NY-based Xerox Corp., says,
“We spend a lot of time finding ‘best in class’
offerings. The biggest challenge is, how do you
get that information to the right employee at the
teachable moment?” Xerox is working with its
health plans to send a personalized letter to
employees about their individual health condi-
tions, he reports.

• Tie incentives to premium contribution.
“Cash can be an effective incentive, because

people respond to money on the spot and it can
be a great attention grabber. However, there are
tax consequences and administrative issues to
consider,” says Aon’s Becker. “Incentives that are
linked to premium contributions or benefits in
some other way are increasing in popularity and
effectiveness.” 

At Xerox, employees and their spouses or
domestic partners each receive $200 off annual
health care premiums for taking a health risk
assessment, and another $200 apiece annually for
being a nontobacco user or if a smoker agrees to
take a cessation class, says Lawrence Becker.
About 75% of employees complete the health risk
assessment, and Becker attributes this to the
incentives and word of mouth. “People are actu-
ally seeing situations where their coworkers really
benefited from one of our programs,” he says.

However, whether something is an incentive or
penalty depends on your perspective, notes
Lawrence Becker. “It’s the lens you look at it
through,” he says. “If you choose not to engage in
a health risk assessment, you pay $200 more.” ■

Current approaches for
carpel tunnel syndrome
Spontaneous improvement is possible

Asingle corticosteroid injection in the wrist
can offer at least a month of relief and possi-

bly avoid surgery for carpal tunnel syndrome
sufferers, according to an updated review of a
dozen studies with 671 participants by Canadian
researchers.1

Local injections are the most effective nonsur-
gical remedy for carpal tunnel, said Shawn
Marshall, MD, a specialist in physical medicine
and rehabilitation at the University of Ottawa
and lead author of the review. “One of the goals
is to avoid surgery,” Marshall adds.
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For more information on incentives for employee well-
ness participation, contact:

• Lawrence M. Becker, Director, Benefits and Policies,
Xerox Corp., 100 Clinton Ave. S., Rochester, NY
14644. Phone: (585) 423-3036. E-mail: Lawrence.
becker@xerox.com.
• Michele M. Becker, Vice President, Employee
Benefits Practice, Aon Consulting, 270 Davidson Ave.,
Somerset, NJ 08873. Phone: (732) 271-2678. Fax:
(732) 356-1983. E-mail: michele_becker@aon.com.

To obtain a free PDF copy of the Employee Health and
Productivity Management Programs: The Use of
Incentives survey report, complete a request form
online at www.incentone.com/surveyresults.
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Two studies showed that patients improved sig-
nificantly within a month of receiving a local corti-
costeroid injection, when compared to receiving a
placebo. Another study found greater improve-
ment among those who received the injection as
long as three months after treatment. “There’s
building evidence to suggest that it works beyond
one month,” Marshall says.

According to Marshall, the take-home message
for occupational health nurses is: Using less aggres-
sive and more conservative initial measures for
treatment of carpal tunnel syndrome before surgi-
cal intervention is a reasonable approach. For
example, an employee might first try wrist splint-
ing at night and then consider local steroid injec-
tion, which has a quick time onset for effectiveness.

Marshall also points to evidence showing that
a significant percentage of persons with carpal
tunnel syndrome improve spontaneously.2

Carpal tunnel syndrome is treated conserva-
tively first, including night time splinting, and
sometimes an anti-inflammatory medication, says

Kurt T. Hegmann, MD, MPH, director of the Salt
Lake City, UT-based Rocky Mountain Center for
Occupational & Environmental Health. “If that
does not work, we are increasingly using corti-
sone injections as the next best step,” says
Hegmann. “They both help assure us of the
diagnosis as well as treat the condition, with most
people having at least a year of benefit and many
having up to several years of benefit.”

Many practitioners omit this step and instead
order a nerve conduction study, says Hegmann.
“However for the above reasons, I suspect that
this is not the optimal approach,” he says.
“Surgery is used for those who fail to respond to
conservative treatment, especially the more
severely affected, who do better than those with
milder symptoms.”

Regardless of the medical or surgical treatment
received, the overall treatment plan should include
an ergonomic assessment of the workplace with
the goal of reducing the risk of a repetitive strain
injury, says Marshall. “Occupational health profes-
sionals should also consider modifying the work
environment to avoid aggravating factors such as
high force, high repetition activities that can con-
tribute to carpal tunnel syndrome,” he adds. 

References
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Outbreak leads to 40%
absenteeism rate
Norovirus event brings pandemic lessons

Imagine a communitywide outbreak so pervasive
that employees fell ill at work and 40% called in

sick.
This sounds like a scenario from a pandemic

influenza drill,  but it actually was a real-life
episode of norovirus at Missouri Baptist Hospital
— Sullivan, a rural hospital about 70 miles from
St. Louis.

The 2006 norovirus outbreak at a small, rural
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For more information on carpal tunnel syndrome,
contact:

• Kurt T. Hegmann, MD, MPH, Director, Rocky
Mountain Center for Occupational & Environmental
Health, 391 Chipeta Way, Suite C, Salt Lake City, UT
84108. Phone: (801) 581-8719. E-mail: kurt.heg
mann@hsc.utah.edu.
• Shawn Marshall, MD, Associate Professor,
Department of Medicine, University of Ottawa, 451
Smyth Road, Ottawa, Ontario. E-mail: smarshall@
Ottawahospital.on.ca.

SOURCES

Less aggressive initial measures may be effec-
tive for carpal tunnel syndrome. A new study
reports that sufferers can get at least one month
of relief from a single corticosteroid injection.
• Workers possibly can avoid surgery.
• Local injections are the most effective nonsurgi-
cal remedy. They may work as long as three
months after treatment.
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facility illustrated how vulnerable all hospitals
are to the spread of infection and how an easily
transmissible infectious disease can affect the
hospital’s operations, says Shannon Akers, LPN,
employee health nurse and infection control
assistant. At press time, Akers was scheduled to
present information about the outbreak at the
annual conference of the Association of
Occupational Health Professionals in Healthcare
in late September. Missouri Baptist -- Sullivan,
part of BJC Healthcare, is a small hospital with
just 75 beds and a daily census of about 16 in its
medical/surgical unit. It serves about 20,000
patients a day in its emergency department and
has about 500 employees.

Before this outbreak, the threat of a pandemic
“seemed very distant and far away,” says Akers.
“I just never felt we were going to be impacted by
anything big. I have definitely changed my mind
about that. I don’t think we’re sheltered from
anything.”

The hospital ultimately controlled the outbreak
through rigorous adherence to hand hygiene and
infection control precautions. But the lessons
learned from the outbreak are still shaping the
hospital’s employee health policies and pandemic
planning, Akers says.

‘The absentees just kept coming’

Akers remembers vividly when the outbreak
began. The hospital’s infection control specialist
was checking into reports of influenza in the
community and found out about cases of gas-
troenteritis at the local high school. That was the
first warning sign.

“Within 24 hours, we had a 70% absentee rate
in [the] med-surg [unit],” says Akers. “From
there, the absentees just kept coming.”

Noroviruses, also known as Norwalk-like
viruses, are highly contagious. Exposure to as
few as 10 virus particles can lead to infection,
according to the Centers for Disease Control and
Prevention. It is spread through fecal contamina-
tion of food or water or through environmental
or fomite contamination. 

In Missouri, norovirus had affected about half
the passengers on a cruise ship on the Mississippi
River. But it also had traveled along the inter-
states, moving through the state from other
sources. “It’s highly contagious,” says Monica
Clonts, RN, communicable disease nurse at the
Crawford County Health Department in
Steelville, MO, who had worked with Missouri

Baptist. “We just watched it creep its way across
the state.”

With norovirus, symptoms can appear within
12 hours of exposure. Although the hospital
employees were greatly affected by the virus,
only six patients, in the geropsychiatric unit, con-
tracted norovirus from a hospital-based trans-
mission. “We attribute that to the enormous
commitment our employees showed to patient
safety,” says Akers. “It was the employees who
contained this. We’re very proud of them.”

Monitoring symptomatic employees

To contain the outbreak, environmental service
workers scrubbed the hospital clean with bleach
— twice. Health care workers were meticulous
about hand hygiene. Anyone with symptoms was
instructed to stay home, and ill employees were
told to stay home for 72 hours after the symp-
toms subsided.

The outbreak pointed out weaknesses in the
hospital’s emergency planning, says Akers.
“What this showed us was that we were deficient
in offering our employees options,” she says. “We
don’t have a day care [center]. We didn’t have
staff properly cross-trained. If there was an emer-
gency in a department, there wouldn’t be anyone
to replace them. Those are areas that we’re look-
ing at to improve.”

During the outbreak, employees received
spot-training to enable them to work in differ-
ent departments. However, the hospital now is
gearing up for more cross-training. Akers and
her colleagues are also taking a closer look at
how to provide day care and meet other
employee needs during an emergency. The hos-
pital also monitors spikes and trends in
employee absences.

Communication with the health department
was also a key to controlling an infectious dis-
ease that had spread throughout the commu-
nity. The health department tracks trends in
gastrointestinal and respiratory illnesses. “It
was a group effort to get this investigated and
contained,” says Clonts, who noted that the
relationship between the hospital and the health
department grew stronger as a result of the out-
break.

It took about 30 days to control the hospital
outbreak, and the norovirus eventually died out
in the community. “It’s my understanding that
it just kept moving down the highway,” says
Akers.  ■
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How to make the most 
of rural resources 
Networking, advice on tap at ICOH conference 

What do you do if . . . you’re the only
employee health professional for a work

force of several thousand employees? Or there is
no occupational health physician for you to work
with? Or you’re trained in infection control but
expected to know about occupational medicine?

Those are some of the issues that will be
addressed as the International Commission on
Occupational Health (ICOH) Conference on Health
Care Worker Health devotes an all-day, pre-confer-
ence workshop to “Occupational Health Services
for Rural and Remote Areas and Developing
Countries.” The ICOH conference will be held Oct.
26-28 in Vancouver. (See editor’s note at the end of
the story for more information.)

The ICOH conference is held every three years,
and this year it will be combined with the annual
State of the Art Conference of the American
College of Occupational and Environmental
Medicine (ACOEM). It will include an all-day
workshop on outbreak investigations, with
lessons learned from SARS, Legionella, and other
outbreaks. Sessions will cover psychosocial
issues, ergonomics, and current issues in health
care worker health.

The conference offers occupational health physi-
cians and other professionals an opportunity to
network and share information with their interna-
tional counterparts, says Bob Orford, MD, CM,
MS, MPH, FACOEM, Organizing Committee chair
and national secretary of ICOH for the United
States. “We’ve had nurses and industrial hygienists
involved in the planning of the meeting. The meet-
ing is not simply a physician-oriented meeting. It’s
going to be of broad interest to all occupational
health professionals,” says Orford, who is a consul-
tant with the Mayo Clinic in Scottsdale, AZ, and
president-elect of the American College of
Occupational and Environmental Medicine.

The workshop on occupational health in rural
and remote areas is an ICOH effort to reach out to
occupational health professionals who work with
lean resources, both in the United States and
around the world, says speaker Annalee Yassi,
MD, DOHS, MSc, FRCP. Yassi heads the Division
of Occupational Medicine at the University of
British Columbia in Vancouver.

While some rural or remote hospitals may have
fewer resources, they still face the same hazards
and infectious disease threats, she says. For exam-
ple, it may be difficult for a hospital to set aside
funds to stockpile N95 respirators, but the need for
pandemic influenza planning is just as great as for
other hospitals, she says. “There is no disease that
would not be expected in a rural or remote area,”
she says. “The conference will deal with creative
solutions to problems that are particularly faced
with being in a rural or remote area.” 

Those include the following examples:
• Problem: It is difficult to provide health

and safety training because employees are
spread over a wide geographic area. Online
training and even occupational health
telemedicine may be the answer for some health
care providers, suggests Yassi. A train-the-trainer
approach, enabling select staff to provide the
training in the field, is also successful, she says.

• Problem: Vaccination and tuberculosis
screening programs are time-consuming and
don’t leave time for other occupational health
duties. An occupational health nurse needs to be
more than just a vaccinator, notes Yassi. The occu-
pational health nurse needs to tap into other aux-
iliary personnel, which may even include public
health personnel, to assist with vaccinations, she
says.

• Problem: An infection control nurse per-
forms employee health tasks. While there is
much overlap between infection control and
employee health, an infection control practitioner
isn’t trained in certain areas of occupational
health, such as hazard analysis, chemical expo-
sures, psychosocial issues, or ergonomics, notes
Yassi. “Their infection control training won’t give
them everything they need,” she says.
Furthermore, infection control practitioners are
geared toward patient safety rather than worker
health and safety. The answer, says Yassi, is fur-
ther training.

That’s true even for some professionals who
aren’t in resource-poor areas. “Two of our infec-
tion control nurses in Vancouver are taking a
course with me on occupational health specifi-
cally to broaden their understanding of occupa-
tional health,” she says.  

[Editor’s note: The ICOH Conference on Health
Care Worker Health will be held concurrently with the
2007 State of the Art Conference of ACOEM in
Vancouver, British Columbia, Canada, from Oct. 26-
28. More information is available at www.acoem.org/
icoh.aspx.]  ■
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Project targets diabetes
in Latino community

The “yes means no” phenomenon was one of
several challenges encountered by the team

conducting a community pilot project for dia-
betes patients in Nogales, AZ, says Donna
Zazworsky, RN, MS, CCM, FAAN, diabetes care
center manager for the Tucson-based Carondelet
Health Network.  

The project — which targeted emergency
department (ED) “frequent fliers” with diabetes —
focused on establishing the care team and develop-
ing a toolkit for home diabetes education visits,
Zazworsky says. “Nogales is primarily a Latino
community, with a very high incidence of dia-
betes,” she says. “Carondelet Holy Cross Hospital
had started an inpatient case management pro-
gram, where anyone hospitalized with diabetes
would be seen by a nurse case manager/diabetes
educator and referred to diabetes self-management
classes held in the community.”

This helped people who were hospitalized, but
the process missed those ED frequent fliers with
diabetes, Zazworsky says. These individuals were
not making their way to the classes, she says.
“Many of these patients said that it was just too
hard to get to the classes, or there was a secondary
gain they had,” she says. One patient wanted to get
on disability and needed to get documentation, so
he didn’t want to get any better, Zazworsky says.
“Others wanted to [use their disease to] get atten-
tion from family,” she says. “They had the where-
withal to get to classes, but just didn’t go.”

Another barrier identified by the team was 
“the concept of ‘yes means no,’” she says. The
phrase, used as the title of a book written in regard
to Native Americans, also applies to Latinos,
Zazworsky says. “It’s not polite to tell you, ‘No, 
I don’t want to do that,’ so they say yes.”

Carondelet Holy Cross Hospital in Nogales
received a grant from the Arizona Department of
Health Services to conduct the pilot project in
March 2007 and had to complete it by June 30, she
says. “We had to use [the funds] by the end of the
fiscal year,” Zazworsky says. “We already knew
the community nurse case management program
would be funded beginning July 1, but we got the
grant to fund the nurse to identify the tools, test
them, and put them in place.”

They had a tracking system in place for inpa-
tients and were building a database for why they

needed a program to extend beyond the walls of
the hospital. “When the grant came along, it gave
us the opportunity to put the structure in place for
that program,” Zazworsky says.

The program was promoted to the hospital’s ED
nursing supervisor, care manager, and social
worker, each of whom was involved in shaping the
pilot, she says. “The program targeted only
patients who came through the ED for a diabetes-
related episode,” Zazworsky says.

One of the objectives of the project was to
reconvene the Nogales Diabetes Partnership
Team, which had already been instrumental in
establishing several programs and services
related to diabetes for the Nogales community.
The team met every other Thursday from noon
to 1 p.m. over seven weeks. In addition to
Zazworsky, that team includes a diabetes nurse
practitioner with the Carondelet Diabetes Care
Centers; the diabetes nurse case manager and
several other clinicians and administrative staff
with Holy Cross Hospital; and three representa-
tives from the Mariposa Community Health
Center in Nogales. The behavioral health spe-
cialist from the Mariposa center was an active
member of the partnership team and attended
the biweekly meetings and was available to
coordinate visits to his counseling program,
Zazworsky says.

As part of the pilot project, the team used
assessment tools from the Case Management
Adherence Guidelines, as well as a risk 
assessment tool that was already in place for
Carondelet diabetes inpatients, she adds. (To
access the guidelines, go to www.cmsa.org.
Under “Programs and Events,” click on “Case
Management Adherence Guidelines) “We were
targeting everybody and trying to get a baseline
on readiness, knowledge, and motivation,”
Zazworsky says.

The tools were translated into Spanish by a
licensed translator from the area who works
with the Carondelet system, she says. “This is
important to guarantee that we are using the
appropriate terminology specific to our Latino
region,” Zazworsky says. 

The bottom line was that they were able to
get patients into the program and agree to have
a nurse case manager make a home visit, she
says. The key was the ED nurse, who provided
patient referrals to the community nurse case
manager and explained the program to patients,
Zazworsky says. “There had to be some kind of
hand-off so that the patient was aware of the
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program,” she says. 
To facilitate that process, she notes, the ED nurse

made 3 x 5 note cards explaining that the nurse
case manager would be calling to set up a time
for a home visit to see how she could help the
patient. The nurse case manager would call
within 24 hours to set up the visit and then would
make the visit within 48 hours, Zazworsky says.
During the visit, she adds, the nurse case manager
would use the tools to gauge the patient’s knowl-
edge, readiness, motivation, and literacy level in
regard to the diabetes.

Of 36 patients contacted about participating 
in the pilot, 20 became part of the project, she
explains. They ranted in age from the 40s to
older than 70. Fifteen patients actually com-
pleted the project. Short-term outcomes showed
that the tools worked, “and there was immedi-
ate improvement in patients’ levels of confi-
dence,” Zazworsky says. 

The project evaluation process showed that
even with short-term nurse case management
interventions in the home, the target goal of
four and a half out of five in confidence levels
was met in these areas:

• make health food choices (4.5);
• identify foods with carbohydrates (4.5);
• find diabetes information and support (4.5);
• detect and take action for low blood sugar

(4.8);
• examine feet for problems and know how to

care for them (4.6);
• work with a health care provider (5).
However, project results showed that patient

confidence levels went down in one area: how
diabetes medications work and their possible
side effects. That drop may be related to an
increase in medication awareness that hap-
pened as a result of patients’ ED visits and their
work with the case manager, team members
suggested. “Patients were either put on new
meds or they realized they didn’t understand
the action of their medications,” Zazworsky
notes. 

As a result of the pilot, she adds, the partner-
ship team will continue to monitor numbers to
determine appropriate cutoffs for risk level,
adherence level, and intervention strategies.
“We still have those outliers that refused ser-
vices from the nurse case manager and contin-
ued to use the ED,” she says. “We know as case
managers that we are not able to convince
everybody that they could benefit from our 
help. ■

Disease management plan 
helps unfunded patients 
Hospital system manages care of chronically ill

Adisease management program helps chroni-
cally ill unfunded patients cared for by the

North Broward Hospital District, with headquar-
ters in Fort Lauderdale, FL, avoid hospitaliza-
tions and emergency department visits. 

The hospital system started the program eight
years ago to help alleviate the number of unfunded
patients with chronic illnesses who were coming to
the emergency department because they didn’t
have a primary care provider and were not getting
the care they needed to keep their condition under
control.

The program focuses on patients in the com-
munity who may have access issues, financial
limitations and who may never have been to a
primary care provider. “It’s a win-win situation
for everyone,” says Lori Kessler, BSW, MHSA,
district manager for disease state management
programs. “We get these patients established
with a doctor or a nurse practitioner and make
sure they get the right care.” 

The patients are healthier, and they keep
patients who have no ability to pay out of the hos-
pital and the emergency department, Kessler says.
“Our strategy was to ensure a healthier commu-
nity, and it has worked,” she says.  

The program illustrates the benefit of educating
people with chronic illnesses about their conditions
and helping them stay healthy, Kessler says. “We
did a cost-avoidance analysis, and the program has
paid for itself,” she says. People with chronic ill-
nesses who don’t take their medications, monitor
their conditions, or keep their appointments with
their primary care provider are likely to be hospi-
talized, Kessler points out. “By monitoring these
chronic illnesses, we are improving the quality of
life for these patients and cutting down their medi-
cal costs at the same time,” she adds. North
Broward Hospital District has five acute-care facili-
ties and 11 primary care sites. The nurse case man-
agers are located at the primary care site and
coordinate care for patients with asthma, hyperten-
sion, congestive heart failure, HIV-AIDS, breast can-
cer, and high-risk pregnancies. Patients without
insurance and those with Medicaid are eligible for
the chronic illness program. There is no charge to
the patient for participating in the program.
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When a patient is referred to the program, the
nurse case managers find out if the patient has a
medical home. If patients have been hospitalized or
visited the emergency department and don’t have
a medical home, the case managers help them find
a physician at a convenient location and ensure
that they get the follow-up care they need. The
nurses stratify the patients based on psycho-social
issues, use of health care resources, and clinical
indicators. In addition to seeing them in the clinic,
the nurse case managers contact the patients at reg-
ular intervals, depending on the patient’s risk for a
decline in health status and other factors. 

The case managers are assigned to patients by
location, rather than disease. “So many of these
patients have comorbidities, so it’s better to have
one nurse coordinating the care for all of the condi-
tions,” Kessler says. “The nurses can always call on
others for help and often co-manage patients with
complicated diseases like HIV or cardiovascular
disease.”

In addition to conducting one-on-one education,
the nurse case managers in the program arrange
regular group sessions for patients with a particu-
lar disease, and they often partner with other
resources in the community. For example, the pro-
gram organizes “Foot Days” and invites all the
patients with diabetes to participate. Kessler brings
in a podiatrist from Nova University to help with
the education sessions and to conduct foot exami-
nations. She gives the participants little mirrors and
encourages them to check their feet regularly. “We
get the patients educated and their feet checked for
free, and the Nova University students get good
experience,” she says.

(Editor’s note: For more information, contact
Kessler at lkessler@nbhd.org.)  ■

Updated guidelines 
for workplace injuries

Updated evidence-based practice guidelines
from the American College of Occupational

and Environmental Medicine (ACOEM) have been
published, including a section on elbow conditions.
Here are key changes:

• Detailed recommendations regarding the use
of orthotics, exercise, heat and cold packs, ion-
tophoresis, ultrasound, manipulation, massage,
friction massage, soft tissue mobilization, biofeed-
back, transcutaneous electrical nerve stimulation
(TENS), electrical stimulation, magnets, diathermy,
extracorporeal shockwave therapy, phonophoresis,
low level laser therapy, and acupuncture; 

• A more detailed physical examination section
to improve diagnostic accuracy; 

• A thorough review of surgical procedures on
the elbow; 

• Inclusion of numerous disorders including
biceps tendinosis, pronator syndrome, dislocation,
and sprains; 

• An in-depth review of medications used to
treat elbow conditions, including acetaminophen,
oral and topical nonsteroidal anti-inflammatory
drugs, aspirin, narcotics, corticosteroid injections,
and botulinum injections. 

[Editor’s note: To order a copy of the Occupational
Medicine Practice Guidelines: Evaluation and
Management of Common Health Problems and
Functional Recovery in Workers, Second Edition, 
contact the American College of Environmental and
Occupational Medicine (ACEOM) at 6583 Eagle Way,
Chicago, IL 60678-1065. Phone: (847) 818-1800. Fax:
(847) 818-9266. Web: www.acoem.org. Single copies of
the elbow chapter are $29.95 for ACEOM members and
$39.95 for non-members, including shipping. The com-
plete guidelines are $175 for ACEOM members and
$199 for non-members, including shipping.] ■

October 2007 / OCCUPATIONAL HEALTH MANAGEMENT ™ 119

■ Prepare for a medical
emergency in your workplace

■ Newest approaches for
work-related back pain

■ Do smoke-free workplaces
cut health care costs?

■ Foolproof ways to assess
workplace safety

COMING IN FUTURE MONTHS

CE Objectives 
The CE objectives for Occupational Health Management
are to help nurses and other occupational health
professionals to: 
•  Develop employee wellness and prevention programs
to improve employee health and productivity.
•  Identify employee health trends and issues.
•  Comply with OSHA and other federal regulations
regarding employee health and safety.  
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CE questions
13. Which is recommended as an effective long-

term strategy for employee wellness?
A. Giving small financial incentives not tied to
wellness criteria.
B. Offering large financial incentives if well-
ness criteria are met.
C. Using penalties with no incentives given.
D. Frequently giving away water bottles and
T-shirts.

14. Which is accurate about employers using
incentives to encourage employee participa-
tion in wellness programs, according to a
recent survey?
A. Most employers reported that return on
investment was less than breaking even.
B. Very few employers are giving incentives
for participation in wellness programs.
C. Respondents said that productivity has not
improved as a result of health management
programs.
D. The most common incentive offered is 
premium reductions.

15. Which is accurate regarding treatment of
carpal tunnel syndrome?
A. A single corticosteroid injection offers no
relief.
B. A single corticosteroid injection can offer 
at least a month of relief.
C. There is no evidence that sufferers
improve spontaneously.
D. Surgery is the best option even for mild
sufferers.

16. According to Shannon Akers, LPN, employee
health nurse and infection control assistant at
Missouri Baptist Hospital — Sullivan, what
preparation could help hospitals if they
encounter a sudden high absenteeism rate?
A. cross-training of staff
B. stricter sick leave rules
C. contracts with per diem staff
D. better communication with public health

Answers: 13. B; 14. D. 15. B. 16. A
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CE Instructions
Nurses and other professionals participate in this

continuing education program by reading the issue, using
the provided references for further research, and studying
the questions at the end of the issue.

Participants should select what they believe to be the
correct answers, then refer to the list of 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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