
Converting pounds to dollars: How to
prove weight fighting programs save $
Show impact with hard data

[Editor’s Note: This is the first of a two-part series on evaluating weight loss
programs. This month, we give strategies to demonstrate the impact of your pro-
grams. Next month, we’ll report on the use of an audit tool to measure the effec-
tiveness of obesity prevention programs.]

Is data on participation, employee satisfaction, health outcomes, and
medical expense trends linked to weight management programs at
your fingertips?

“Failure to set goals and measure performance will put a program at
risk in many corporate settings,” warns LuAnn Heinen, vice president of
the Washington, DC-based National Business Group on Health.

Here are ways to demonstrate return on investment:
— Make the “weight-safety” connection.
It is difficult to document the impact of losing weight on injury rates,

because workers’ compensation claims do not have a place to collect body
mass index (BMI) or weight. 

“Also, in the case of disability claims, information about obesity is often
described in case notes, and not coded as a primary cause of the disability,”
says Heinen.

However, Heinen says that her conversations with case managers
confirm that obesity appears to be an important cause of injury and 
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• Demonstrate the impact of weight loss programs by setting goals and mea-
suring performance, so the programs will not be put at risk. 
• Collect data on weight and body mass index for participants at three and six
months. 
• Connect reduced injury and illness to the programs. 
• Show good participation, high completion rates, and long-term 
maintenance of weight loss.
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disability. “At the very least, it is highly corre-
lated with these events,” she says. 

— Show that participation levels meet com-
pany-set targets, for example, a certain per-
centage of the at-risk group.

—  Show that a high percentage of those
who start the program complete it.

— Evaluate results at three and six months. 
“Losing even 5 to 10% of excess weight has

health benefits across a population, with a 
positive impact on outcomes and medical trends,”
says Heinen. The program vendor should collect
weight and BMI on participants, though you’ll
only have access to this data in aggregate.

It is possible to analyze the medical costs of par-
ticipants versus non-participants matched for age,
gender, health status, and BMI. “However, this

requires careful research design,” says Heinen. “It
should be conducted by a third party with appro-
priate expertise, not connected to the program
vendor.”

— Demonstrate that all or most of the initial
weight loss was maintained one year post-
program.

— Collect data on the percentage of employ-
ees, by age category, who are in different weight
categories. Determine how this compares to the
nation as a whole. 

“Track this over time to see if, for example,
the 45 to 50 age group is improving as compared to
the national average,” advises Robert Emery,
DrPH, assistant vice president of safety, health,
environment and risk management. Emery is also
an associate professor of occupational health at The
University of Texas School of Public Health. “Also,
consider tracking health benefit payouts for obe-
sity-related disorders.”

— Link employee weight loss to decreased
risk of illness.

First, you would have to identify obesity as a
risk factor for a select category of diseases— heart
disease, diabetes, and cancer, for example, says
Chris Kalina, MBA, MS, RN, COHN-S/CM,
FAAOHN, director of global occupational health
programs and services at Wm. Wrigley Jr.
Company in Chicago, IL. “Then determine how
losing say, 20 pounds, reduces the risk of the
disease.”

Kalina acknowledges that this kind of data is not
readily available. “But the logical approach would
be to identify risk, and demonstrate the reduction
of risk that weight loss will impact,” she says. First,
research a category of disease entity, such as cardio-
vascular disease, to demonstrate that being over-
weight is a risk factor. Next, connect the reduction
of the risk factor to reduction of the disease. 

“It takes work, but once the research is com-
pleted, it is done as a foundation for the program,”
says Kalina.

— Match Health Risk Assessment (HRA) data
to claims data, to understand the cost of low,
medium and high risk groups.

“Our HRA vendor provides the HRA file to
our data warehouse vendor,” says Patti Clavier,
BSN, RN, COHN-S, manager of Intel’s Global
Health for Life Wellness Program. 

“We are able to see low, medium, high risk
groups in aggregate, de-identified data. The
population can be segmented to see average
claim costs and medical expenses of these risk
groupings.” ■
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How Intel assesses 3
weight loss programs

At Intel’s U.S. locations, the effectiveness of
every weight loss intervention program

offered by the company is assessed in a different
way, as follows:

• On-site coaching. 
Intel’s vendor assesses effectiveness through the

bio-metrics collected, with the aggregate data de-
identified for purposes of confidentiality. “We have
Year I data that will be compared to our current
Year II data. We also have cohort data for those in
both Year I and Year II,” says Patti Clavier, BSN,
RN, COHN-S, manager of Intel’s Global Health for
Life Wellness Program. 

Additional plans include analysis of non-partici-
pants to fully understand the impact of the inter-
ventional programs. 

“Another data set we watch is presenteeism
data,” says Clavier. “Those with a nutrition risk
show productivity losses.” Year-to-year average
productivity loss related to nutrition is tracked. 

— Telephonic coaching. 
“Our vendor assesses effectiveness through

self-reported data,” says Clavier. The most recent
data indicate that 53% of employees increased
their healthy eating choices, and 47% lost weight
as a result of being in the program.

— On-site weight management. 
“We have had this at several locations,” says

Clavier. “Soon it will be under corporate contract,
with the vendor reporting out participation, weight
loss and other ROI data. All employee data will be
de-identified for confidentiality purposes.”   ■

Do programs stop the 
1-3 pound annual gain?

It’s the goal of many companies today to prevent
the one-to-three pound per year adult weight

gain that is unfortunately, the norm. “It’s always a
challenge to measure something that doesn’t hap-
pen,” says LuAnn Heinen, vice president of the
Washington, DC-based National Business Group
on Health. “Many companies are satisfied if their
HRA data show no weight gain year over year.”

There’s no one program or solution that fits
every employee—or every company, for that mat-

ter. “The way to success is to build a health and
wellness culture that works in your particular
work environment, and that fits your employee
population,” says Heinen.

Ideally, your programs will be mentioned fre-
quently by the “C-Suite,” says Heinen, and role
modeled by key leaders. 

“The worksite is a place where people influ-
ence one another, and the “let’s be healthy” cul-
ture is catching!” she says.

Trust is asset

As an occupational health professional, you
have a powerful asset: A stronger trust relation-
ship with employees than other departments,
such as human resources. 

“As professionals responsible for safety and
health, they are appropriate messengers of the
healthy weight message,” says Heinen. “Remind
employees of the available resources at work to
support weight management.”

There is no “one-stop” shop for weight man-
agement, and it takes constant effort to engage
employees all year long, says Heinen. With this in
mind, your obesity prevention program should
have these components:

— An Employee Assistance Program to help
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people with depression, which often leads to
weight gain.

— A variety of options to support employees
who want to stay at a healthy weight or lose some
weight, such as telephonic or in-person coaching,
online programs, and group support.

— Healthy foods available, so employee weight
management efforts aren’t sabotaged. “This means
the employer is actively managing the cafeteria,
catering, and vending offerings at work,” says
Heinen. 

— Options for increasing physical activity that
are visibly promoted, such as pedometer and
walking programs, contests or competitions, on-
site yoga or other fitness classes.  ■

Obesity epidemic raises
risk of illness, work injury 

America’s obesity epidemic continues to
expand at the waistline, raising the issues of

both chronic disease and job safety in obese work-
ers. The proportion of U.S. adults who self report
they are obese increased nearly 2% between 2005
and 2007, according to the Centers for Disease
Control and Prevention. An estimated 25.6% of
U.S. adults reported being obese in 2007 compared
to 23.9% in 2005, an increase of 1.7%. The report
also finds that none of the 50 states or the District
of Columbia has achieved the Healthy People 2010
goal to reduce obesity prevalence to 15% or less.

“The epidemic of adult obesity continues to
rise in the United States, indicating that we need
to step up our efforts at the national, state and
local levels,” says William Dietz, MD, director of
CDC’s Division of Nutrition, Physical Activity,
and Obesity. “We need to encourage people to eat
more fruits and vegetables, engage in more phys-
ical activity and reduce the consumption of high
calorie foods and sugar sweetened beverages.”

In three states — Alabama, Mississippi, and
Tennessee — the prevalence of self-reported obe-
sity among adults age 18 or older was above 30%.
Colorado had the lowest obesity prevalence at
18.7%. Obesity is defined as a body mass index
(BMI) of 30 or above. BMI is calculated using
height and weight. For example, a 5-foot, 9-inch
adult who weighs 203 pounds would have a BMI
of 30, thus putting this person into the obese
category. The data were derived from CDC’s
Behavioral Risk Factor Surveillance System, a state-

based telephone survey that collects information
from adults aged 18 years and older. For this sur-
vey more than 350,000 adults are interviewed each
year, making BRFSS the largest telephone health
survey in the world. BMI was calculated based on
this self-reported information.

Obesity increases the risk of many diseases and
health conditions. These include:

• Hypertension (high blood pressure) 
• Osteoarthritis (a degeneration of cartilage

and its underlying bone within a joint) 
• Dyslipidemia (for example, high total choles-

terol or high levels of triglycerides) 
• Type 2 diabetes 
• Coronary heart disease 
• Stroke 
• Gallbladder disease 
• Sleep apnea and respiratory problems 
• Some cancers (endometrial, breast, and colon)
The cost of obesity in full-time employees is

substantial. One study estimated that excess
annual medical costs for men range from $162 for
those with BMI of 25.0–29.9 to $1524 for those
with BMI of 40.0.1 Excess annual absenteeism costs
ranged from $6 to $440 for those groups. For
women, annual medical costs range from $474 for
those with BMI of 25.0–29.9 women to $1302 for
those with BMI of 40.0. Excess annual absenteeism
costs ranged from $94 to $812 for those groups.
Based on the typical prevalence of overweight and
obesity among employed people, these risk factors
account for $277,000 in medical costs and absen-
teeism in a typical firm with 1000 employees.
Obese employees are also at increased risk on for
occupational injuries, triggering compensation
claims and potential staffing problems. In a study
that examined the distribution and odds of occupa-
tional injury among hourly employees of a US alu-
minum manufacturing, researchers found that
approximately 85% of injured workers were classi-
fied as overweight or obese.2 The odds of injury in
the highest obesity group as compared with the
ideal body mass index group were 2.21, even after
adjustment for sex, age, education, smoking, physi-
cal demands of the job, plant process and location,
time since hire, time in the job, and significant
interaction terms. Injuries to the leg or knee were
especially prevalent among members of this very
obese group.
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Don’t overreact to 
threat of MRSA
But don’t let employees be needlessly exposed, either

Do you assume that employees with methi-
cillin-resistant Staphylococcus aureus (MRSA)

skin infections need to be routinely excluded
from work? This is not necessary, according to
Rachel Gorwitz, MD, MPH, a medical epidemiol-
ogist with the Centers for Disease Control and
Prevention’s Division of Healthcare Quality and
Promotion.

“Exclusion from work, or from selected activi-
ties, should be considered for employees with
skin infections only if they cannot keep their
infected skin adequately covered during the
activity in question,” she says. 

Once a problem solely for hospitals, MRSA has
emerged in community strains that are often ini-
tially thought to be “spider bites” or boils. The
employee must also adhere to appropriate wound
care practices, including washing hands after
dressing changes and disposing of used bandages
appropriately. Employees with MRSA put others at
risk if they have open, uncovered breaks or cuts in
the skin, have frequent skin-to-skin contact, share

personal items that could become contaminated
with wound drainage, or fail to practice good
hygiene. 

“Employees working in environments where
these factors are present would be at greatest risk
of acquiring MRSA,” says Gorwitz. 

OHNs should use standard infection control
precautions when seeing patients with skin infec-
tions, emphasizes Gorwitz. 

This includes performing hand hygiene before
and after patient contact, and using gloves,
gowns, and/or eye protection for anticipated con-
tact with wound drainage or other body fluids. 

Gorwitz recommends taking these steps to pre-
vent spread of MRSA in the workplace:

— Educate employees on the signs and symp-
tom of infection, and the importance of seeking
care early for skin infections.

— Review company policies regarding sick
employees and return to work issues.

— Instruct employees to keep cuts and scrapes
clean and covered, avoid contact with other per-
sons’ wound drainage, and wash hands regularly.

— Ensure availability of adequate soap and
clean towels. 

— Educate employees on appropriate wound
care and containment for infected skin.

— Ensure that routine housekeeping in the
workplace is followed.

— Perform targeted cleaning of surfaces or
equipment that are frequently touched by bare
skin or that come into contact with infected skin.

— Protect difficult-to-clean common use sur-
faces, such as computer keyboards, with covers
that can easily be removed and cleaned.  ■

A MRSA primer just for
OCC health nurses

Occupational health nurses should be aware
that methicillin-resistant Staphylococcus

aureus (MRSA) is causing an increasing propor-
tion of staph infections in the community, says
Rachel Gorwitz, MD, MPH, a medical epidemiol-
ogist with the Centers for Disease Control and
Prevention. Here are important facts to know: 

— Both “regular” staph aureus and MRSA skin
infections typically appear as one or more red,
swollen, painful bumps, sometimes with a white
or yellow head or draining pus.

— It’s not possible to tell whether an infection is
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Employees with methicillin-resistant
Staphylococcus aureus should only be excluded
from work if they can’t keep the infected area
adequately covered. To reduce risks:
• Teach workers appropriate wound care 
practices.
• Perform hand hygiene before and after patient
contact.
• Perform targeted cleaning of frequently touched
surfaces or equipment.
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caused by MRSA or “regular” staph aureus by
examination. You need to obtain a specimen for
culture in order to distinguish these.

— The most important treatment for purulent
skin infections such as abscesses is draining the
pus.

— Antibiotics may be warranted in addition to
drainage for some skin infections, depending on
severity of local symptoms, presence of fever, and
patient co-morbidities or immune suppression.

— If you suspect MRSA and determine that
antibiotics are warranted, choose an antibiotic
that is typically active against the strains of
MRSA circulating in your community. 

— Instruct employees with skin infections in
wound care and containment to avoid spreading
the infection to others. This includes keeping
draining skin infections covered with clean, dry
bandages, disposing of used bandages in the
trash, washing hands frequently, and not sharing
clothing or other personal items that could have
become contaminated with wound drainage.  ■

Are videogames wave 
of the future for rehab?

There is a growing trend toward use of video
games to help patients recover from strokes,

broken bones, and surgery. “Going forward, these
kinds of videogames will become an additional
tool for the occupational health professional to bet-
ter treat their patients and help them more specifi-
cally,” says Lars Oddsson, director of the Sister
Kenny Research Center at Abbott Northwestern
Hospital in Minneapolis. The Center purchased a
Nintendo Wii video game system in 2007. 

“Patients really seem to enjoy this. We need to
pursue it further, to find out the best way to use

these tools,” says Oddsson. 
The trend is growing with various population

bases that have not traditionally been seen as
video game players, says Jim Osborn, executive
director of the Southern Illinois Healthcare—
Rehabilitation Institute of Chicago. “Interest is
extremely high both in the United States and
abroad,” he says.

However, OHNs should be aware that Wii-rehab
is not a substitute for traditional therapy tech-
niques—it is supplementary. “We use the Wii in
our industrial rehabilitation settings to increase
positional tolerances, cardiovascular activity, range
of motion, and balance,” says Osborn. 

Patients tend to become more engaged in physi-
cal activity when using the Wii than when doing
routine, rote, and some would say, monotonous
exercises, Osborne adds. “We have observed
patients performing at a higher level of function
and for longer periods of time.”  ■

Workers may be at risk for
work-related hearing loss
It’s not given the attention it merits

Hearing loss is a surprisingly common
chronic occupational condition, according

to a new study’s findings. Researchers added
questions about self-reported hearing loss and
work-related noise-induced hearing loss to the
2003 Behavioral Risk Factor Surveillance System
in Michigan, a national telephone survey-based
surveillance system of health conditions among
adults. An estimated 19% reported hearing loss,
and of this group, 29.9% reported that this was
related to noise at work.1

“Given the high prevalence of hearing loss that
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is work-related, this is a common, if not the
most common, chronic occupational condition,”
says Kenneth Rosenman, MD, FACPM, FACE,
chief of the Division of Occupational and
Environmental Medicine at Michigan State
University in East Lansing. 

However, Rosenman says, hearing loss is often
overlooked in the workplace. “I would hypothe-
size that hearing loss is not considered as impor-
tant, and is considered more of a bother,” he
says. “Social, quality of life and economic conse-
quences that occur as the person ages and retires
are not immediate problems. Like other condi-
tions that have a chronic and not an immediate
effect, this gets secondary priority.”

The study’s take-home message: Many work-
ers are told that their hearing is fine, as long as
they don’t have a standard threshold shift dur-
ing an audiogram. They are therefore less dili-
gent about using hearing protection, and over
time they develop chronic hearing loss.

Occupational health nurses need to convey
the message that if employees have significant
decibel loss, that constitutes hearing loss even 
if they don’t have a standard threshold shift for
that test, says Rosenman. 

Test and monitor diligently

To reduce and or eliminate noise exposure in
the workplace, consider enclosing equipment,
engineering out the vibration in equipment, or
investing in acoustical insulation. 

Answer these questions, says Rosenman: Can
redesign of the workspace engineer out some of
the noise? Can quieter equipment be purchased
when new equipment is ordered? Are people

wearing their hearing protection? If not, why
not?

At Waterbury, VT-based Green Mountain
Coffee, occupational health professionals follow
the Occupational Safety & Health Administration
(OSHA)’s hearing conservation program. “This
includes regular testing in areas to determine
whether they meet or exceed the recommended
decibels,” says company spokesperson Sandy
Yusen. 

However, Rosenman notes that there is no
comprehensive hearing conservation program for
the construction industry. “This is a major defi-
ciency in the OSHA regs,” he says. “The other
major deficiency is that the doubling standard
should be three decibels as in the rest of the
world, not five decibels.”

At Green Mountain Coffee, employees in hear-
ing-protected areas are trained to wear hearing
protection as part of their new employee orienta-
tion. Employees are retrained if any changes are
made to their work area.

“We do annual testing on employees that work
in hearing-protected areas, and monitor these areas
constantly with sound level meters,” says Yusen. 

The company also has a strong relationship
with Project WorkSAFE, a consulting branch of
OSHA. “They visit on a regular basis to assist
with noise monitoring and air quality monitor-
ing,” says Yusen. “They also assist us by having
employees wear meters so that tests can be made
over an eight hour shift, results can be reported,
and any changes can be made in protection.”

Reference

1. Stanbury M, Rafferty AP, Rosenman K. Prevalence of
hearing loss and work-related noise-induced hearing loss in
Michigan. Journal of Occupational & Environmental Medicine
2008; 50(1):72-79.  ■
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Work-related hearing loss is a common chronic
occupational condition, but it is often overlooked
in the workplace. 
• If employees have significant decibel loss, that
constitutes hearing loss.
• Enclose equipment, eliminate vibration, or insu-
late to reduce noise.
• Annually test employees in hearing-protected
areas, and monitor these areas constantly with
sound level meters.
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NIOSH loses leader
despite wide support
Business, labor, OH praised John Howard

The future direction of the National Institute
for Occupational Safety and Health (NIOSH)

is once again in question as Centers for Disease
Control and Prevention director Julie Gerberding,
MD, MPH, declined to reappoint John Howard,
MD, as director.

Howard enjoyed widespread support from
business, labor, occupational health and safety
professionals, who blitzed Secretary of Health
and Human Services Secretary Michael Leavitt
with letters in favor of his reappointment. Even
New York Gov. David Paterson wrote a letter on
Howard’s behalf; Howard was credited for his
leadership in overseeing the health monitoring of
workers involved in the 9/11 rescue efforts.

Gerberding did not explain why she decided not
to reappoint Howard. In a statement, CDC noted
that Howard “was very attentive in addressing the
concerns and needs of NIOSH stakeholders and he
has worked diligently on many challenging
issues.” For a short-term period, he will work as
senior adviser to the CDC director to assure that
World Trade Center activities are effectively man-
aged during the transition,” the statement said.

“This whole thing is baffling to me. I just can’t
believe you can have a director who is supported
by nearly everyone outside the administration and
they would turn around and not reappoint him,”
says Aaron Trippler, director of governmental
affairs for the American Industrial Hygiene
Association in Fairfax, VA. NIOSH stakeholders
are passionate in their support for the agency,
which was created by Congress in 1970 to function
as a research counterpart to the U.S. Occupational
Safety and Health Administration.

In 2004, NIOSH boosters protested a CDC reor-
ganization that would have placed NIOSH a 
rank lower in the CDC hierarchy, as part of a
“Coordinating Center for Environmental Health,
Injury Prevention, and Occupational Health.”
Congress approved language in the 2004 appropria-
tions bill that said NIOSH should remain a separate
line item. As a result, while some administrative
positions were realigned, NIOSH maintained its
distinct position.

In July, Gerberding’s decision not to reappoint
Howard also provoked concern about NIOSH’s

leadership. Marc Freedman, director of labor law
policy at the U.S. Chamber of Commerce, calls it
“an astounding decision,” given Howard’s
widespread support. 

“He was, in the end, someone who believed in
accountability. That type of value is something a
lot of people believe in,” Freedman says. “He was
willing to stand up and say, ‘This is what we’ve
done and this is why we did it.’ His focus was on
making the research programs more transparent
so that people could see what they were doing
and how they were being spent.”

However, Howard’s strong stance on screening
and monitoring of 9/11 rescue workers may

not have been welcomed by the Bush administra-
tion. Trippler noted the president’s proposed FY
2009 federal budget cut funding for that program
by $83 million. (In a statement to Congress,
Howard said NIOSH would use other unspent
funds to continue the program.)

“NIOSH was taking a $100 million hit in the
[proposed] budget,” he says. “I’m hopeful that
regardless of who wins the White House, they
will restore those funds and maybe even add
more funds.” 

CDC announced that Christine Branche, PhD,
NIOSH associate director, will take the helm of
NIOSH until a replacement for Howard is named.
The NIOSH director serves a six-year term and is
not considered a political appointee. If a new
director is named before the next administration
takes office, the director would continue to serve
out that term. Howard’s term expired in July.
Without a permanent director, in the short term,
NIOSH may be weakened, says Freedman.

“I think it will just create disruption and a lack
of continuity,” he says. “John had come in and
created a new way of doing things. It will remain
to be seen whether that approach continues.”  ■

Shift work: Sleepless in
more than Seattle
NIOSH to offer strategies to reduce risks

Working nights and rotating shifts can wreak
havoc with your sleep schedule. Shift

work has been linked to a wide range of haz-
ards, from cardiovascular disease and cancer to
fatigue that leads to errors. But researchers have
an upbeat message about shift work: You can
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reduce those ill effects.
“If there are unavoidable times when [employ-

ers] need people to work shift work and long
work hours, it is helpful to find ways to reduce
demands on the workers to help them cope,”
says Claire Caruso, PhD, a research health scien-
tist with National Institute for Occupational
Safety and Health in Cincinnati who has
researched the impact of shift work.

Caruso and colleagues are developing a train-
ing module shift workers to provide education
and strategies to minimize the effects. The mod-
ule is expected to be available in 2009. Not sur-
prisingly, there is one overriding issue: Sleep. Or
lack of it.

Sometimes there is literally not enough time
between shifts for workers to commute home,
have some family interaction, and sleep ade-
quately before going back to work. Lack of sleep
can slow response time, reduce short-term recall
and working memory, and cause other cognitive
declines, says Caruso.

“The brain can go into micro-sleeps. It’s uncon-
trollable,” she says. The sleep-deprived person
can actually fall asleep for a few seconds even
though they are trying hard to stay awake,
Caruso adds.

Shift work strategies focus on improving the
quality and quantity of sleep. The average person
needs seven to eight hours of sleep a night,
although that can vary, says Caruso. “Whatever a
person needs, they should strive to get,” she says.
“If I need eight hours and I’m getting seven
hours, then each night I’m down one hour. That
accumulates over time.

“Keep an account of your sleep debt and try to
pay it back,” she advises. Changes in sleep pat-
terns also affect the circadian rhythm, the body’s
natural clock. But working through a forward
rotation (day, evening, night) is less disruptive
than other scheduling patterns, according to an
analysis of studies on shift work by researchers at
Durham University in England.1 A fast rotation
— changing shifts within three or four days, fol-
lowed by time off — is preferable to a weekly
rotation, the researchers found. With a weekly
rotation, “your body starts to make an adjust-
ment but it never really makes the adjustment,”
explains Caruso.

Research has shown other important strategies
to mitigate the effects of shift work: 

• Create a dark, cool sleep environment. “If
you have to sleep during the day, you need to
have a very dark bedroom. People should put

special covers on their windows and under their
doorways to prevent any light from coming in,”
advises Caruso. You also can use earplugs to
block out noise and turn the phone off to prevent
sudden awakening.

• Use strategic naps and rest breaks. Some
hospitals have created a “nap” space for
employees or physicians who work nights or
extended shifts. “Even a short nap, 15-20 min-
utes long, has an alerting effect,” says Caruso.
Night shift workers also should take a “lunch”
break, just as they would if they worked during
the day, she says.

• Avoid unplanned shift changes. When
employees are called in for “on-call” or emer-
gency coverage, or when nurses are asked to
work mandatory or other unplanned overtime,
they haven’t had the opportunity to adjust their
sleep patterns. “Regularity and predictability
helps workers plan ahead for sleep,” says
Caruso. Without adequate sleep, clinical work-
ers may suffer from fatigue — and all its conse-
quences — during their extended hours. Be
aware that some studies report similar deficits
in functioning when comparing participants
who are under the influence of alcohol and par-
ticipants who have been kept awake for 17
hours or more, Caruso says.

• Be cautious about assigning permanent
night shifts. An obvious answer to rotating shifts
may be to assign night shifts to the same work-
ers. Theoretically, they can orient their lives to
be awake at night and asleep during the day.”
There are some people who are able to adjust to
night work,” says Caruso. But for the circadian
rhythm to adjust, people need to maintain that
wake sleep schedule throughout the week. For
personal reasons, most employees will switch to
sleeping at night during their days off, which
means their bodies are constantly readjusting.
It’s like repeatedly going through jet lag,
Caruso notes.

• Extra services may help employees cope
better with shift work or long work hours.
Some hospitals provide laundry and other
domestic services for employees who work odd
hours or overtime that frees them to use their
time off to get adequate sleep. Workers who are
very sleepy after completing their work shifts
may pose a risk to themselves and others — and
even a potential liability for the hospital,
Caruso says. The insurance industry lists shift
work as one of the key factors that are linked to
automobile crashes. Two strategies to reduce
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that risk are providing transportation home or
providing a place to nap at the work site after the
work shift.

While employees need to manage their time
outside of work to allow for adequate sleep,
employers play an important role, too, Caruso
says. “It’s a joint responsibility between the
employer and the worker to reduce risks [from
shift work],” she says.

Reference

1. Bambra CL, Whitehead MM, Sowden AJ, et al. Shifting
schedules: The health effects of reorganizing shift work. Am
J Prev Med 2008; 34:427-434.  ■

Outcomes not improving
for back and neck pain
Costs, however, are rising

Despite higher costs for imaging and therapy
for back and neck problems of employees,

work limitations and disability claims aren’t
improving, says a new study.1

Researchers analyzed 1997— 2005 data 
from the nationally representative Medical
Expenditure Panel Survey, and found that costs
increased 65% during that period. Costs were
higher each year for employees with spine
problems than those without. In 2005, the aver-
age age- and sex-adjusted medical expenditures
among respondents with spine problems was
$6,096, compared with $3,516 among those
without spine problems. The increased costs
were mainly due to  outpatient services (36%),
inpatient services (28%), and prescription medi-
cations (23%). 

“This study suggests that we are not getting
sufficient value when it comes to treating back
problems,” says Brook Martin, MPH, the
study’s author and a research scientist at the
University of Washington’s Center for Cost and
Outcomes Research. “Organizations would
likely benefit by informing patients that the vast
majority of back problems in people resolve
with conservative care.”

Reference

1. Martin BI, Deyo RA, Mirza SK, et al. Expenditures and
health status among adults with back and neck problems.
JAMA 2008; 299(6):656-664. ■
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Some of the catastrophic events in the last few
decades occurred on the night shift or have been
linked to sleep deprivation, including:
• Three-Mile Island nuclear reactor meltdown,
March 28, 1979, 4 a.m.: A mechanical or electrical
failure led to a reactor shutdown and the buildup of
pressure, and ultimately to a core meltdown. For
about five days, while energy workers struggled to
stabilize the reactor, the nation was gripped by con-
cern about a possible explosion and release of radi-
ation. Only a small amount of radiation actually was
released in the accident.
• Gas leak in Bhopal, India, Dec. 3, 1984, 12:15
a.m.: Lethal gas begins to leak from tanks contain-
ing methyl isocyanate after water leaks into a tank.
By 7 a.m., 70 people were dead, and the death toll
rose exponentially. Eventually, more than 3,000 peo-
ple died in one of the largest industrial disasters in
world history.
• Space Shuttle Challenger disaster, Jan. 28,
1986, 11:38 a.m.: Mission control was working
around the clock to get the Challenger ready to

launch, and two of the three top NASA managers
had less than three hours of sleep for three consec-
utive nights before the launch. They approved the
launch despite concerns about the “O-rings.” The O-
rings failed on launch, killing everyone on board.
• Exxon Valdez oil spill, March 24, 1989, 12:04
a.m.: The oil tanker carrying 53 million gallons of
crude veered off-course and struck Bligh Reef in
Alaska. The third mate was the only officer on the
bridge at the time, and an investigation indicated
that lack of sleep may have impaired his judgment.
Some 11 million gallons leaked in one of the largest
oil spills in history.
• Chernobyl nuclear power plant disaster, April
26, 1986, 1:23 a.m.: The night shift was conducting
a test of an emergency core cooling feature — which
included shutting down some safety features —
when the core overheated, steam built up and an
explosion occurred. Fatigue and lack of communica-
tion to the night workers were considered factors in
the disaster. About 56 deaths have been directly
linked to the worst nuclear accident in history.  ■

Dead of night: Fatigue culprit in major accidents



Occ group warns feds rule
changes could be toxic

Responding to recent news reports and com-
ments from public officials regarding the pos-

sibility of changes in U.S. standards for exposure
to toxic substances and hazardous chemicals in
the workplace, American College of Occupational
and Environmental Medicine (ACOEM) is urging
Congress and federal officials to resist changes
that might be detrimental to workers.

In letters to Rep. George Miller (D, CA), Chair of
the House Committee on Education and Labor; Sen.
Ted Kennedy, Chair of the Senate Committee on
Heath, Education, Labor; and U.S. Labor Secretary
Elaine Chao, ACOEM warned that changes cur-
rently being considered to Department of Labor
standards would add potentially harmful time
delays in assessing risks of exposure to workers.
ACOEM also stressed that any rule-change pro-
posal must have adequate input from workers and
the occupational health community, and must allow
adequate time for review to ensure that all health
and safety concerns are addressed. 

“Decisions affecting the lives of millions of
American workers should not be considered in
secrecy or on timetables that have been acceler-
ated with no apparent justification,” ACOEM
President Robert Orford, MD, said in the letter.

Orford ‘s letter warned that the proposed rule-
making would require the department to allow a
new round of challenges to the risk assessments
used to determine how much exposure to certain
chemicals is unsafe. This would add another time
consuming step to the already lengthy process of
setting risk assessments for workplace chemicals, to
the detriment of workers, he stresssed. DOL should
move cautiously in any rulemaking that impacts
workers’ on-the-job exposure to chemicals and tox-
ins. “Instead, the agency seems to be circumventing
the transparent rulemaking process by promulgat-
ing a rule without input from workers, employers,
and occupational physicians and allied occupa-
tional health providers,” Orford charged. “ACOEM

firmly believes that evidence-based science should
be the underpinning of any rulemaking that
impacts worker health and safety. However, the
DOL’s intent to truncate the rulemaking process
has provided no opportunity for anyone outside of
the agency to review the evidence base for this pro-
posed rule.” 

In a separate development, the ACOEM sent a
July 29 letter to every member of Congress urging
support for the HR 1108 — legislation that would
grant the Food and Drug Administration the
authority to regulate tobacco. “The American
College of Occupational and Environmental
Medicine (ACOEM) heartily endorses this bill and
we urge you to vote yes, “ the letter stated. This
measure is long overdue. Tobacco is one of the
most dangerous consumer products on the market
today and yet it remains one of the least regulated
for health and safety purposes. 

HR 1108 would allow restrictions on the sale or
distribution of tobacco products. It would limit the
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■ Compute the cost of
depression to your workplace

■ Dramatically reduce
disability-related absenteeism

■ Don’t let sleep-deprived
workers put others at risk 

■ Common liability risks of
return to work programs

COMING IN FUTURE MONTHS

CNE Objectives / Instructions
The CNE 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.  ■



marketing and sale of tobacco products to chil-
dren, provide more meaningful warning labels,
and require greater disclosure of product content.
“It is a balanced, carefully crafted measure that
enjoys broad support within Congress and across
the nation,” Orford said in the letter. ”This legis-
lation will save lives.” ■
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CNE questions
9. Which is recommended to demonstrate the

impact of weight loss programs?
A. Don’t attempt to link reduced injury rates to
weight loss.
B. Show that a high percentage of employee
participants complete the program.
C. Evaluate results only at the one-year mark.
D. Avoid matching Health Risk Assessment
data to claims data.

10. Which increases the effectiveness of weight
loss programs?
A. Have key leaders act as role models.
B. Give employees a single option for weight
loss support, instead of multiple options.
C. Don’t allocate resources for pedometer or
walking programs.
D. Avoid focusing on providing healthy food
at work, as this doesn’t get results.

11. Which is true regarding preventing the spread
of methicillin-resistant Staphylococcus aureus
(MRSA)  in the workplace?
A. Examination can determine whether an
infection is caused by MRSA. 
B. It is not necessary to obtain a specimen for
culture in order to identify MRSA.
C. Employees with both "regular” staph and
MRSA skin infections should routinely be
excluded from work. 
D. Workers with skin infections should be
excluded from work only if they are not able
to keep the infected area adequately covered.

12. Which is true regarding work-related hearing
loss?
A. Workers should be told that their hearing is
fine if they don’t have standard threshold shift
during an audiogram.
B. If the employee have significant decibel
loss, that does not constitute hearing loss
unless they have a standard threshold shift
for that test. 
C. Acoustical insulation should not be 
considered.
D. Annual testing should be done on employ-
ees in hearing-protected areas, and constant
monitoring done with sound level meters. 

Answers: 9. B; 10. A; 11. D; 12. D. 
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