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8h of sleep per day in order to sustain optimum
alertness. Although some people can function well
on far less, they are small in number. Two strategies
can help determine individual sleep needs.

The first strategy is to extend the nightly sleep
period an extra hour over the course of the next 7
days, and after the seventh day, self-reflect on
whether the additional sleep has been beneficial in
terms of cognitive performance, mood, and alert­
ness. The second, and more reliable, strategy is to
keep a sleep diary during the next vacation when it is
possible to sleep ad lib for several days. After
recording the time of natural sleep onset and natural
awakening (without the aid of an alarm clock) for 5-7
days (excluding the first two vacation days), obtain
the average sleep time and make this amount of
sleep each night the goal upon returning to work.

Optimizing sleep quality with good sleep habits
Obtaining the required quantity of sleep on a day­
to-day basis obviously is important, but obtaining
high-quality sleep is beneficial as well. Sleep
fragmentation is known to degrade memory, reac­
tion time, vigilance, and mood. 66 Specific strate­
gies can help optimize each sleep opportunity, and
these are presented in the practice points listed
below:
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Optimizing sleep with sleep-inducing medications
Good sleep habits provide behaviorally based
strategies for avoiding insomnia in many situations,
but in some cases, hypnotic medications or so­
called "sleeping pills" may be necessary. Clear
examples are: (1) situations in which sleep is
difficult because of circadian factors (as is the
case of jet lag or shift lag associated with rapid
time-zone changes or unconventional work sche­
dules), and/or (2) situations in which the sleep
environment is poor (as is the case when person­
nel must sleep in uncomfortable, hot, or noisy
settings). Under such circumstances, sleep medica­
tions may be the only way to ensure adequate
restful sleep prior to the next demanding work
period. Although complete reliance on medi­
cations for the control of sleep cycles is not
recommended, it is clear that enhancing sleep with
today's medications (which have short half-lives
and minimal side effects compared to older
medications) is far preferable to being sleep
deprived.

Choosing the best hypnotic for each situation
requires consideration of a variety of factors. From
a strictly pharmacological standpoint, temazepam
(Restorj[®) or a similar compound with an 8-10 h
half-life, is useful for maintaining sleep for rela­
tively long periods during the night and/or for
optimizing the daytime sleep of night-working
personnel. 67-69 However, some of the newer hyp­
notics help with sleep maintenance without the
extended half-life of temazepam. For example, the
extended-release zolpidem (Ambien CR®) with a
half-life of 2.8 h improves sleep ma'intenance
beyond that of original zolpidem (Ambien®),70
which has a half-life of 2-2.5 h. In addition,
eszopiclone (Lunesta®) has a half-life of 5-6 h
with minimal residual drug effects after as
little as 10 h post dose. 71 For short sleep periods
or for situations in which the primary objective
is to improve sleep onset, zolpidem or zaleplon
(Sonata®) are better than the longer-acting hyp­
notics s'ince the very short half-lives (2.5 and 1h,
respectively) reduce the probability of post-sleep
sedation.72

-
74 Ramelteon (Rozerem®) is a novel

hypnotic that targets the melatonin receptors in
the brain to regulate the sleep-wake cycle. 75

Research indicates this drug is more efficacious
for sleep onset than for sleep maintenance.75
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New sleep-promoting compounds are being cre­
ated by the pharmaceutical industry each year. One
hypnotic slated to become available in the near
future is indiplon (Neurocrine Biosciences, Inc.).
This drug is similar in structure to zaleplon, and
with a half-life of approximately 1.5 h, it is most
effective for sleep initiation. However, it is also
being formulated with a modified release which will
extend its half-life to aid in sleep maintenance.76

An apparent trend in the development of new
hypnotics is the creation of compounds that not
only promote sleep in general, but deep sleep in
particular. For instance, although testing of the
new compound gaboxadol (Merck 8: Co., Inc. )77 was
recently abandoned due to unexpected side
effects, preliminary evidence suggested the slow­
wave-sleep enhancing properties of this drug78

might augment the restorative value of truncated
sleep periods. Given that so much of society is sleep
restricted, it is likely that future compounds will
capitalize on this possibHity.

In addition to prescription sleep medications,
alternative medicines also are available. Unfortu­
nately, most of these medications have not been
studied thoroughly, and their effectiveness has not
been clearly established. However, of the alter­
natives, valerian, kava, and melatonin have been
the most frequently researched. A systematic
review of valerian concluded that, while some
studies have found evidence that valerian has
significant effects on sleep, it does not have the
clinical efficacy needed to treat insomnia.79 There
is evidence that suggests valerian is a safe herb
which can be helpful with mild insomnia when
taken continuously, but further clinical studies are
needed to establish both its efficacy for severe
insomnia and its safety profile. 8

O-82 Kava has been
shown to help with sleep latency and sleep quality
in people with insomnia, but as is the case with
valerian, more studies are needed to establish its
efficacy and safety.81 Melatonin is another pur­
ported alternative treatment for insomnia, but its
efficacy as a hypnotic also continues to be
debated.83

)84 Generally, as a sleep aid, it has not
consistently been shown to be a clinically effica­
cious treatment for insomnia when taken during the
biological night.85 However, evidence is strong that
melatonin has a soporific effect when taken outside
the normal sleep period, particularly when taken to
phase-advance the sleep period. 86 The efficacy of
melatonin for circadian adjustment is discussed in a
subsequent section of this paper.

In general, hypnotics can help to minimize sleep
disruptions associated with circadian factors (jet lag
and shift lag), and with proper planning, they can be
used without undue concern about post-sleep hang-

over effects. The choice of compound depends on
when the new sleep opportunity becomes available,
the expected length of the sleep period, and
whether there is a high probability that the sleep
period will be unexpectedly truncated. An effort
should be made to balance the need to improve
sleep with the need to avoid residual effects, taking
into account that sleep disruptions associated with
the avoidance of hypnotics may be far more
problematic than a hangover following a restful
hypnotic-induced sleep.

Techniques for optimizing circadian
adjustment

As previously noted, sleep disturbances can result
from lack of knowledge or disregard of information
concerning sleep requirements, poor sleep habits,
uncomfortable enVironments, or circadian disrup­
tions. Those stemming from the circadian desyn­
chrony associated with rotating work schedules
and/or rapid time-zone transitions are subject to
partial alleviation with hypnotics; however, in the
longer term, it may be better to restore the body's
natural sleep/wake rhythm through other circadian
re-entrainment techniques.

Behavioral recommendations
Adjusting to new time zones or work schedules is
largely a matter of controlling exposure to sunlight,
placing meals and activities at appropriate times,
and making every effort to optimize sleep during
available sleep periods. 87

-
9o Thus, workers/trave­

lers should pay close attention to their behaviors
following schedule changes. Typical recommenda­
tions for workers attempting to adjust to new shifts
are included as practice points below:
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Individuals traveling to new time zones face
problems similar to those encountered by shift
workers. Specific recommendations for travelers
are summarized in the practice points that follow:
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Melatonin
Melatonin administration may help to overcome
shift lag in operations involving rapid schedule
changes and jet lag in circumstances requiring
rapid time-zone transitions. There is a substantial
amount of research which indicates that appro­
priate administration of this hormone can improve
circadian adaptation to new time schedules. 86,91,92

There is also evidence that melatonin possesses
weak hypnotic or "soporific" properties that may
facilitate out-of-phase sleep.93,94 Typically, exo-
genous melaton'in should be administered at ap­
proximately the desired bed time since melaton'in
naturally peaks after sleep onset. Since melatonin
is not considered a drug, it is widely available for
use with few restrictions, at least in the US.
Unfortunately, most potential users of melatonin
possess little knowledge about circadian rhythms
and/or endogenous melatonin secretion, and this
could lead to compromised alertness and decreased
performance associated with improper use.

Bright light
Properly timed bright light is an alternative
strategy for resynchronizing circadian rhythms
after schedule changes. 95

-
97 Several researchers

have published recommendations about the use
of light to promote circadian adjustment, but
they have pointed out difficulties associated with
the correct administration of light therapy as
well.98-100 Consensus reports summarizing issues
related to the use of bright light as a treatment for
jet lag and shift lag also have been published. 101

,102
Unfortunately, the difficulties associated with
appropriate timing of artificial bright-light therapy
(as well as melaton'in therapy) often leave experts
to recommend a reliance on safer self-administra­
tion techniques such as natural sunlight exposure,
appropriately timed naps, and proper exposure to
zeitgebers such as controlled meal, activity, and
sleep times to facilitate adjustment to new work or
time-zone schedules.103-105 However, it should be
noted that these recommendation are based on the
assumption that people attempting to utilize
bright-light or melatonin treatments may not be
able to concurrently control environmental factors,
and they are probably not fully aware of their
body's own circadian cycle.

Strategies for temporarily mitigating the
effects of unavoidable sleep loss

Employees working in standard "9-5" office set­
tings are usually able to avoid the scheduling
difficulties that threaten to produce severe sleep
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deprivation and fatigue. Their work hours are
consistent, predictable, and in the daylight hours.
Unfortunately, employees in other work settings
often struggle with scheduling issues that stem
from the misalignment of job requirements and
basic physiological realities. In many medical
occupations; in rescue, fire, and police work; in
transportation operations; and in military settings,
job pressures sometimes lead to temporarily
unavoidable sleep loss and serious alertness decre­
ments. In such cases, there are strategies that can
temporarily preserve performance until restorative
sleep/recovery is again possible.

Limiting time on task
A common approach to avoiding fatigue-related
operational problems is to limit the amount of duty
time in an effort to ensure that sleep time is
adequate. This is an approach used throughout the
transportation industry (i.e., in long-haul truckers,
airline pilots, etc.). Controlling the amount of time
at work not only avoids sleep loss, but reasonable
shift durations mitigate "time-on-task" fatigue as
well. The effects of extended work schedules are
not fully understood at present; however, Rosa and
Bonnet106 found that prolonged work shifts (greater
than 8 h) led to decrements in alertness and
performance in an 'industrial setting. Akerstedt53

points out that long work hours may be associated
with increased sleepiness, and Morisseau and Perse­
nsky107 found that overtime in the nuclear industry
is related to an increase 'in incidents. Folkard and
Tucker40 note that the risk of an incident or accident
nearly doubles when extending the shift duration
from 8 to 10h, and the risk more than doubles when
extending the shift from 8 to 12 h.

Rest breaks
Rest breaks during a work shift can provide some
amelioration of the degraded performance and
increased fatigue associated with sleep loss (and
time on task). Heslegrave and Angus108 reported
positive effects of 5-20-min breaks on performance
and alertness in a 54-h sleep deprivation protocol.
Pigeau et al. 109 found immediate improvements in
subjective and objective performance measures
after a 15-min break during a 64-h sleep depriva­
tion protocol, but the effects dissipated rapidly
following an hour of continuous cognitive work.
Changes in physiological alertness have been
observed in p'ilots flying a 6-h nighttime flight
(after being awake a minimum of 18 h) in a flight
simulator after receiving hourly 7-min breaks. The
pilots who received the breaks showed reductions
in slow eye movements, EEG theta activity, and
unintended sleep episodes compared to pilots who

did not receive the breaks, but the benefits did not
last longer than 15-25 min. 44 Thus, rest breaks are
beneficial for promoting alertness; however, their
effects are short-lived, making rest-break strate­
gies unsuitable for maintaining long-term perfor­
mance and alertness.

Napping
In situations where some sleep is possible but the
amount of sleep is limited, napping is the most
effective non-pharmacological technique for sus­
taining alertness. There is an abundance of
evidence that a nap taken during long periods of
otherwise continuous wakefulness is extremely
beneficial.110-117 However, scheduling naps is not
a simple matter.

One important factor is nap timing or placement.
A nap taken during the day before an all-night work
shift (a prophylactic nap), with no sleep loss prior
to that day, will result in improved performance
over the night compared to performance without
the nap. Although naps taken later in the sleep­
deprivation period also are beneficial, these naps
probably should be longer than prophylactic naps in
order to derive the same performance benefit.
Schweitzer et al. 118 demonstrated that when
subjects received a 2-3-h nap before a night work
shift (with concurrent sleep loss) they performed
better than when receiving no nap. Bonnet111
showed that a nap before a 52-h continuous
performance period was beneficial in keeping
performance and alertness from decreasing for up
to 24 h compared to the no-nap condition, but by
the second night of sleep loss, the benefit of the
naps could not be reliably measured.

Another important factor is nap length. A
relationship between nap length and performance
was reported by Bonnet111 based on a study in
which subjects were allowed either a 2-, 4-, or 8-h
nap before 52 h of continuous operations. The
results indicated a dose-response relationship
between the length of the nap and performance
during the first 24 h of sleep deprivation. Bonnet
concluded that the nap before an all-night shift
should be as long as possible to produce maximum
performance benefits, and that prophylactic naps
were better than naps designed to replace sleep
that was already lost due to requirements for
continuous wakefulness. This conclusion was sup­
ported in a study by Brooks and Lack119 who tested
afternoon naps of 5, 10, 20, and 30 min following
nighttime sleep of 5h. The longer 20- and 30-min
naps showed improvement in overall cognitive
performance for as long as 155 min compared to
the 10-min nap, which showed cognitive perfor­
mance effects for only 95 min. Smith-Coggins
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et al. 12o reported superior psychomotor perfor­
mance in physicians and nurses who received a
40-min nap in the middle of a 12-h night shift and
noted that the improved performance lasted at
least 3h following the nap. Another study found a
40-min in-flight nap opportunity (about 26 min of
actual sleep) significantly reduced the number of
microsleep events experienced by pilots during the
last 90 min of a long-haul flight. 121 These findings
are consistent with a recent meta-analysis on the
efficacy of naps as a fatigue counterm~asure.122

This meta-analysis of 12 studies in which the results
of 178 tests were considered not only concluded
that naps led to performance benefits equal to and
sometimes greater than baseline performance
levels, but also that the length of performance
benefit was directly proportional to the length of
the nap (e.g., a 15-min nap led to 2h of benefit
versus a 4-h nap which led to 10 h of benefit).
However, it was also noted that, regardless of
nap length, the performance benefit decreased
as post-nap interval increased (i.e., the benefits
of a 4 h nap were greater shortly after awakening
than after 10 h, though performance at the
later time still met or exceeded sleep-deprived
performance) .

A final consideration is the placement of the nap
with regard to the circadian phase. Nap timing
should take into account the ease of falling asleep
at various times, the quality of sleep as a function
of the body's internal clock, and the effects on
performance both immediately after awakening
and later in the work period. Sleep tendency is
highest when core body temperature is in its trough
(in the pre-dawn and early morning hours) and
lowest when core body temperature is in its peak
(in the early evening hours).123 Thus, there may be
significant problems initiating and / or maintaining a
nap during times when core temperature is high,
and for this reason, peak circadian time is some­
times termed the forbidden zone for sleep. 124 Naps
placed during the circadian troughs are the easiest
to maintain, and they show beneficial effects on
later performance. Gillberg125 showed that a 1-h
nap placed at 0430 (in the circadian trough) was
more beneficial to next-day performance than one
placed at 2100. However, while naps during the
circadian trough may be more effective for
performance sustainment, they also are the more
difficult naps from which to awaken. Generally,
studies have shown that post-nap sleepiness,
termed "sleep inertia," is higher and performance
is lower immediately upon awakening from a nap
taken during the circadian trough as compared to
naps taken during the circadian peak. 126 For this
reason, some authors suggest that naps in the
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circadian trough should be avoided, and naps
should be taken before a person's sleep loss
extends beyond 36 h. However, it should be possible
to take advantage of the improved quality of naps
in the circadian trough while avoiding the negative
sleep-inertia effects if napping personnel can be
awakened about 1h prior to their work shifts.

Posture

Several studies have suggested that a more upright
postural orientation inhibits sleepiness. Nicholson
and Stone127 found that subjects experienced
reductions in total sleep time, decreased sleep
efficiency, and increased awakenings when they
attempted to sleep in a more upright sitting
position (17.5° from the vertical angle) as opposed
to either lying flat or reclining 49.5° or 37°. Cole128

found that heart rate and blood-pressure elevations
were accompanied by an increase in the frequency
of electroencephalographic (EEG) activity when
subjects were tilted 45° upright on a tilt table.
The upright tilt also inhibited sleepiness. Caldwell
et al. 129 found that stand'ing as opposed to sitting
attenuated EEG theta activity as well as decre­
ments on a sustained attention task in sleep­
deprived adults. Thus, whenever possible, sleepy
personnel should be advised to stand up rather than
sit or lie down in order to preserve alertness.

Alertness-enhancing compounds

When, despite everyone's best intentions, sleepi­
ness becomes a problem in safety-sensitive environ­
ments, and it is temporarily impossible to provide
workers with adequate recovery sleep, stimulants
may be an option. Caffeine can be considered a
"first-line" pharmacological fatigue countermea­
sure (see Table 3). Numerous studies have
shown that caffeine increases vigilance and im­
proves performance in sleep-deprived individuals,
especially those who normally do not consume
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high doses of caffeine. 13o In many industrial and
transportation sectors, caffeine (generally in the
form of coffee, tea, or soft drinks) and some
"dietary supplements" are the only alertness­
enhancing substances allowed, whereas in some
types of military applications, prescription alert­
ness-enhancing medications are periodically author­
ized. This is particularly the case for lengthy
missions during continuous and sustained opera­
tions. In the past, dextroamphetamine has been
utilized in space operations, and it is currently the
most widely used prescription stimulant within
certain military aviation contexts. Dextroampheta­
mine, a powerful, reliable, and safe alertness­
sustaining compound when properly used,131 has
been shown to sustain the performance of aircraft
pilots at near well-rested levels for over 50-55 h
without sleep. As an alternative to amphetamine,
modafinil has been introduced into military aviation
operations. In December of 2003, modafinil was first
authorized for use in extended Air Force dual-crew
bomber missions, and in August 2006, it was
authorized for extended fighter missions as well.
Although modafinil has not been as well-tested in
operational contexts as dextroamphetamine, two
studies to date have shown that it is capable of
significantly attenuating fatigue-related decre­
ments in pilot performance throughout 30-40 h of
continuous wakefulness. 132,133 The attractiveness of
modaftnil over dextroamphetamine is that it has
relatively low abuse potential, and it produces few
cardiovascular side effects. However, both medica­
tions can be extremely valuable in operations
devoid of sleep opportunities. A longer-acting
version of modafinil (armodafinil or NuVigil@) was
approved for the treatment of excessive daytime
sleepiness associated with obstructive sleep apnea,
narcolepsy, and shift work sleep disorder in 2007.
Eventually, armodafinil may be authorized for use in
military aviation or other environments, but further
research will first be required. Other pharmaco­
logical alertness enhancers are no doubt being
developed and tested at the time of this writing.
As these become available, they will be considered
for a variety of applications in which sleepiness
threatens health and safety. However, for a variety
of reasons, behavioral and/or administrative coun­
ter-fatigue strategies probably will continue to be
preferred over drug-based remedies.

The importance of fatigue-management
education

Education about the dangers of fatigue, the causes
of sleepiness on the job, and the importance of

sleep and proper sleep hygiene is one of the keys to
addressing fatigue in operational contexts. Ulti­
mately, individual workers, those scheduling work
periods, and supervisors/managers must be con­
vinced that sleep and circadian rhythms are
important and that quality day-to-day sleep is the
best possible protection against on-the-job fatigue.
Recent studies have made it clear that as little as
1-2 h of sleep restriction (operationalized as time
in bed) almost 'immediately degrade vigilance and
performance in subsequent duty periods. 9 ,134 Thus,
educational programs for the general workforce
should educate people on the central points
conveyed in this review paper. Namely, they should
understand that: (1) fatigue is a physiological
problem that cannot be overcome by motivation,
training, or willpower; (2) people cannot reliably
self-judge their own level of fatigue-related
impairment; (3) there are wide individual dif­
ferences in fatigue susceptibility that must be
taken into account but which presently cannot be
reliably predicted; (4) there is no one-size-fits-all
"magic bullet" (other tha.n adequate sleep) that
can counter fatigue for every person in every
situation; but (5) there are valid counter-fatigue
strategies that will enhance safety and produc­
tivity, but only when they are correctly applied.
The strategies were briefly summarized here, but
more detailed guidance is available elsewhere on
each technique.

A promising future direction: fatigue­
detection technologies

Obviously, if it were possible to objectively
measure an individual's level of fatigue, an
accurate assessment of the immediate impact of
fatigue on performance could be made. The need
for a real-time fatigue-detection device, particu­
larly for drivers, has been realized for several years
due to fatigue's persistence as a hazard and its
insidious effects on alertness, judgment, and
cognition. 135 Although there currently is not a valid
and reliable real-time alertness monitor, there are
tools (such as the Archinoetics wrist-worn Sleep
Bracelet program) that can unobtrusively track the
work/rest schedules and sleep quality of employ­
ees, process these data through fatigue/risk pre­
diction models, and develop group or individual
reports to warn employers or employees against
impending fatigue-related performance failures. In
addition, there is ongoing work to develop fatigue­
detection technologies based on parameters such
as the physiology and facial characteristics of
drivers (EEG, eye-gaze, facial feature recognition),
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driver vehicle control behavior (steering, speed,
lane deviations), and physical driver characteristics
(head nodding, percent eye closure, wrist inactiv­
ity). Current technologies also integrate several
detection techniques such as percent eye closure
(PERCLOS) and facial feature recognition,136 steer­
ing wheel grip force, lateral position, steering
wheel angle, head position, and environmental
factors such as time of day and weather. 137 Once
developed for driving applications, such monitors
could be used in other sectors.

Research over the past 40 years has established
the electroencephalogram (EEG) technique as a
highly valuable neural 'index of cognition along with
event-related brain potentials (ERPs).138 EEG
changes that occur simultaneously in the delta,
theta, alpha, and beta bands have been found to
correlate with various other fatigue metrics, but
such correlations are typically based on post hoc
analyses. EEG signals and analyses are now being
incorporated into a real-time technological coun­
termeasures device for fatigue detection. 139 The
B-alert® system,140 has, to a degree, been vali­
dated as an alertness-indicator for driver fatigue141
and has also demonstrated some sensitivity to
individual fatigue vulnerability.142 The B-alert®
system can also be implemented in comb'ination
with ERPs to capture a more detailed image of
information processing in the brain. 140 Researchers
(e.g., Ref. 143) are also developing EEG-based
drowsiness estimation systems based on computed
correlations between changes in EEG power spec­
trum and 'fluctuations in driving performance. From
this information, individualized linear regression
models for each subject applied to principal
components of EEG spectra can be constructed
for better real-time monitoring.

A number of other promising devices are in the
validation phase for real-time, non-invasive detec­
tion of operator fatigue. These include devices that
automatically assess the percentage of eye closure
such as the Eye-Com (Eye-Com Corp., Reno, NV), a
biosensor that measures over 20 oculomotor me­
trics involving monocular or b'inocular movement of
the eyelid, eyeball and pupil to create an assess­
ment of individual alertness. One aspect of the Eye~

Com analysis, the PERCLOS metric, has been
validated as an index of lapses in attention with
correlations ranging from 0.8 to 0.9 with psycho­
motor vigilance behavior. 144

Off-line analyses of vehicle control parameters
such as speed, speed variability, steering variabil­
ity, and the lateral position of the vehicle have
been found to be highly correlated with measures
of driver alertness.145-148 However, a real-time
fatigue-detection device based on vehicle control
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parameters has not been developed and proven to
date. 148 A more complex system that incorporates
vehicle control parameters with physiological me­
trics combined through a neural network algorithm
is currently under validation and appears to be
promising (The SAVE Project; 137).

Facial feature recognition technology is also
currently being investigated for use in a fatigue­
detection device. 15o The simultaneous extraction
of changes in multiple locations on the face such as
around the eyes, nose, and mouth provide a great
deal of 'information regarding individual alertness
levels. Moreover, Ji et ale 136 have incorporated
other critical factors such as PERCLOS and circadian
variations into facial feature recognition techno­
logy for the development of a real-time, non­
intrusive monitoring device for driver fatigue.
Additional fatigue-detection metrics that are some­
what comparable to EEG techniques and/or the
PERCLOS technique include a wrist-worn alertness.
device that triggers an alarm sound when wrist
inactivity occurs for a preset amount of time (e.g.,
5min151 ); and a device that assesses head position
"XYZ" data analyzed over various time periods to
signify micro-nods or micro-sleeps.152 For a more
comprehensive review of available and developing
fatigue-detection technologies, please see Hartley
et al., 149 Krueger153 and Haworth et ale 154

Conclusion and summary

Fatigue/sleepiness in modern society is both a
personal and an occupational risk factor. Insuffi­
cient sleep from self-imposed sleep restriction,
'intense work schedules, rotating shifts, jet lag, and
other factors unfortunately are constantly challen­
ging the ability of humans to adapt, and when
adequate adaptation fails, safety, performance,
and general well-being suffer. The scientific litera­
ture is replete with evidence that excessive
sleepiness in the workplace and on the highways
is a serious hazard. However, as discussed in this
review, there are strategies that can mitigate the
impact of fatigue in real-world settings. Among
these are pharmacological countermeasures,
attention to proper nap and sleep scheduling (with
careful consideration of circadian rhythms), use
of enhancing posture manipulations, introduction
of appropriately timed rest breaks, employment of
computerized scheduling and monitoring tools,
and fatigue-detection technologies, all of which
can be (or in the case of fatigue-detection
technologies, soon can be) implemented in the
workplace to reduce performance and safety
hazards. Improving the general knowledge about
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the effects of fatigue and initiating efforts to
employ scientifically proven alertness-management
strategies ultimately can safeguard the quality,
productivity, and safety of our present and future
work force.
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