
It’s not raining men: Lack of 
awareness claims male OHNs
Proponents say it’s important to market early and often

While their numbers may be greater than they were in years past,
males still comprise only a small percentage of the general nursing
population — and occupational health nursing is no exception.

According to a recent survey by the Atlanta-based American Association 
of Occupational Health Nurses (AAOHN), of its total membership of 9,601,
only 445 are men. However, the percentage of male OHNs is higher among
the younger nurses and accounts for approximately 10% of the newest gener-
ation of occ-health nurses (see table on p. 135).

Still, say observers, the numbers could be higher, and many are asking:
Why is the profession failing to attract a larger number of males? 

To many, the root cause is a failure to communicate the variety of expe-
riences and opportunities available to occupational health nurses. “I think
the No. 1 thing with any nurse, male or female, is that it is not very well
known what an occ-health nurse is,” says Douglas Hoffman, BSN, RN,
an occ-health nurse with a Fortune 500 company in Columbus, OH.
“Since there is a small percentage of males in nursing, [in occ-health] it
gets it even smaller. It’s just not widely known what an occ-health nurse
is and what the duties are.”

“I think it’s just the lack of knowledge by males that this specialty is
out there,” adds Tim Brown, RN, COHN-S/CM, occupational health
nurse/case manager with San Diego Gas & Electric Co. “Basically, the
[female-to-male] ratio is 10-1 in the general nursing population, and
males start off thinking that that’s all there is out there. They only look
within the hospital and don’t look any further.”

If they did look further, he says, they would see there are more choices
available than they thought. “But they make other choices in their career
path before they can choose occ-health,” he says. 

“There is not enough exposure of this particular career path to the pro-
fessions of nurses and practitioners,” offers Tom Smock, RN, BS, health
data coordinator and case manager in the medical department of Eastman
Kodak Co. in Rochester, NY. “Second, over the years, the profession has
been transformed into one where you wear multiple hats; it is more of a
professional, managerial type job vs. a heavy clinical job, and a lot of peo-
ple may be looking for a more clinical job.”
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Dick Kowalski, RN, MSA, COHN, an AAOHN
board member in Bay City, MI, doesn’t believe
gender has much to do with the current situation.
“I think occ-health has just become more competi-
tive,” he says. “If you have basic nursing experi-
ence in a hospital, whatever companies are out
there hiring occ-health professionals are offering
company benefits superior to what you would get
in a hospital. So, whether it’s a paper or chemical
company, or an auto company, whether you are
male or female, it is very competitive.” 

Pensions and health care coverage, Kowalski
adds, are at least as important today as salary,
which adds to the attractiveness of working for a
corporation.

What they’re missing

In any event, since many male nurses are not
aware of the occ-health option, they literally don’t

know what they’re missing, say those who do know.
“When I first looked at nursing as a profession,

I never thought I would have a Monday-Friday
job that was inherently linked to the eight-hour
business day,” says Hoffman. “I thought there
would be a lot of weekend work; [the fact that
you may not have weekend work] can be very
appealing to people looking at occ-health.”

Hoffman’s first degree was a BS in exercise sci-
ence, and he worked as an athletic trainer. He
looked at occ-health, he says, because it mirrored
both his training and working in industry. “You
get to know the ins and outs of the work force,”
he explains. 

In addition, Hoffman notes, with the support
of AAOHN and local occ-health nursing organi-
zations, “There is the opportunity to look at a lot
of cutting-edge issues that affect industry, as well
as being involved locally in Columbus to have
some effect on workers’ comp, putting some
related legislation through, and looking at nurs-
ing shortage issues,” he says.

Brown says the broad range of skills required
within the specialty make it particularly attrac-
tive. “I like the challenge — the management,
the problem solving, the safety component, such
as accident investigation,” he observes. “The
broad range of experiences that occur within an
industry’s environment is tremendously satisfy-
ing; it’s not the same thing each day. I am part of
a middle management team across the entire
operation of the company; I get to see it all, and
I need to know intimately how the different
departments work to solve their problems. It’s
wonderfully satisfying.”

Brown has a unique situation in that he is half
of a husband-wife OHN team. “It’s very much 
a plus. You never like to bring your work home
with you in a normal environment because your
spouse does not know what you’re dealing with;
here, that’s not the case. You can talk with your
spouse and they have a perfect understanding of
what’s going on,” he says.

“I’m in my 35th year [as an occ-health nurse];
I’ve held every possible nursing position here,
and have found it rewarding in a variety of
ways,” adds Smock. “There’s never a dull
moment; you have the opportunity to grow; to
work in the corporate world; to use the skills of
marketing, promoting, and selling; to learn to
work in a true corporate world where data rule;
to continuously show value added; and to have
the opportunity to provide for your employees
the continuous enhancement of their health
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through their behaviors. I see it as a gateway to
the rest of the medical community for the people
you serve.”

What’s gender got to do with it?

Being a male in a profession that is generally
associated with females can be both a plus and a
minus, say male OHNs. 

“If males were exposed [to the profession], they
might see that the occupational or industrial health
world is more male-oriented and would allow

them a greater acceptance of their profession,”
Brown posits. “That’s what I’ve found.”

As for employees’ reactions, “Normally, the
men have to deal with a female nurse who can’t
identify with what they do in the working
world,” he notes. “They identify with me very
quickly, and I become accepted, not as a male
nurse, but as a co-manager. It takes the them-vs.-
us element out of the equation.”

Hoffman has been able to work on the front
lines and currently is a supervisor in the human
resources department helping to manage work-
ers’ comp, wellness, and disability programs.
However, he says, being a male occ-health nurse
can also have its drawbacks. “There are different
reactions from employees; it does limit you in
some aspects, and broaden you in others,” he
asserts. “Females will come in and talk about per-
sonal issues with a female nurse, but a male may
not feel comfortable with the opposite sex. I can
sit down and talk [more easily] about prostate
problems with men, but mammography might be
harder.”

Brown agrees. “I like the uniqueness of being
male in the industrial environment,” he reiter-
ates. “But for women’s health matters, we find 
in general that just as they tend to like women
OB/GYNs for general women’s health matters,
the same barrier can occur.”

Attracting more men

What can be done to draw more men into occu-
pational health nursing? Increased exposure is the
key, say observers.

“There has to be a lot of outreach from organi-
zations such as AAOHN and local chapters to
nursing schools,” says Hoffman. “When I was in
nursing school, usually in the community nurs-
ing piece, you’d get to experience other forms of
nursing. That’s where I remembered I had seen
an occ-health nurse come in and talk. I feel we
have a lot of impact on employee health and
decreasing health care costs of corporations; we
have the opportunity to make a real difference.” 

“What we need is a better representation of occ-
health as a well-rounded specialty,” adds Brown.
“That is AAOHN’s challenge — to represent it as
more than sitting in an office and seeing injured
employees. They need to communicate to nurses
just entering the hospital phase of their career;
those nurses need to be exposed to occ-health
early and often, so they know they have a choice.
Other specialties are much more aggressive in

December 2003 / OCCUPATIONAL HEALTH MANAGEMENT ™ 135

AAOHN: Number of male 
members increasing

While men still represent a small percentage of
the total occupational health nurse population

(about 5%), their numbers relative to women have
been rising in recent years, according to the Atlanta-
based American Association of Occupational Health
Nurses. As the table below indicates, about 10% of
those nurses born between 1971 and 1980 are male,
while only about 3% of those born between 1951 and
1960 are men. Here’s the complete demographic
breakdown (by gender and year of birth):

Born: Year of birth not given Born: 1941 to 1950
Members: 1,103 Members: 3,048
Women: 687 Women: 2,927
Men: 29 Men: 103

Born: 1920 or earlier Born: 1951 to 1960
Members: 4 Members: 3,272
Women: 4 Women: 3,062
Men: 0 Men: 178

Born: 1921 to 1930 Born: 1961 to 1970
Members: 105 Members: 1,110
Women: 104 Women: 990
Men: 1 Men: 103

Born: 1931 to 1940 Born: 1971 to 1980
Members: 712 Members: 247
Women: 702 Women: 221
Men: 8 Men: 24

Total Members: 9,601
Total Women: 8,697
Total Men: 445

Source: American Association of Occupational Health Nurses,
Atlanta.



marketing and recruitment.”
He adds, however, that occ-health depends on

industry to “accept the benefit of what we can do
for them; that’s the first barrier.” In other words,
he says, “We need to have places for people to go
before they can go there.” 

Yet, Kowalski insists, things today are much
better than they were. “There are more men now
than when I started [he has 30 years’ experi-
ence],” he says. “When I started, I was at GM
[General Motors Corp.], and I was not only the
only male nurse and the youngest nurse, but
every other nurse had been in nursing longer
than I had been alive.” 

Kowalski, who recently retired and has his
own consulting business, has hired two addi-
tional full-time men in the past five years. “In the
’70s, you couldn’t find them,” he says. “They’re
coming into the profession now because of the
nursing shortage; it’s a good job opportunity.”

“There has to be a continuous avenue of infor-
mation on what the full career is about — not just
nursing, but being able to show them the oppor-
tunities to expand,” says Smock. “A number of us
now hold titles like health director, director of
health and safety, and so on. We need to get to the
schools of nursing, and to other allied profession-
als we work with, and have modules available
through AAOHN.” 

And that, says Brown, should be the bottom
line of the industry’s marketing message to men.
“We need to show this as a career step up from
wherever they are,” Brown continues. “Usually,
these jobs can be made into whatever you want
because the employer does not know how to
structure the occ-health environment. If an
aggressive and knowledgeable nurse gets into
the position, they can expand it and make it a
very rewarding position.”

[For more information, contact:
• Dick Kowalski, RN, MSA, COHN, AAOHN

Board Member, Bay City, MI. Telephone: (989) 686-
6301.

• Douglas Hoffman, BSN, RN, Columbus, OH.
Telephone: (614) 870-4155. E-mail: Rty1dgh@ups.
com.

• Tim Brown, RN, COHN-S/CM Occupational
Health Nurse/Case Manager, San Diego Gas &
Electric Co. E-mail: tlbrown@semprautilities.com.

• Tom Smock, RN, BS, Health Data Coordinator,
Case Manager, Eastman Kodak Co., Rochester, NY.
Telephone: (585) 722-0575. E-mail: Thomas.smock@
kodak.com.] ■

Series of papers hones 
in on allergies’ impact
Nonsedative antihistamines most effective

Traditional diagnostic methods and educa-
tional programs aren’t enough to deal with

the absenteeism, safety risks, and productivity
loss caused by allergies among workers. A series
of four papers on the impact of allergies in the
workplace has provided a new perspective on
just how significant an impact these conditions
can have on productivity — and gives valuable
insight into the most efficacious treatments for
workers who are allergy sufferers.

The papers appeared in the September issue
of the Journal of Occupational and Environmental
Medicine, published by the American College 
of Occupational and Environmental Medicine
(ACOEM). All four articles, along with a news
release and a letter to the editor, have been made
available by ACOEM on its web site: www.joem.
org.

The studies, involving more than 10,700 employ-
ees at six U.S. sites of the International Truck and
Engine Corp. in Warrenville, IL, were conducted
with a grant from the Schering-Plough Corp. The
research was led by International’s vice president
of health, safety and productivity, William B. Bunn,
MD, JD, MPH, and Harris Allen, PhD, of Harris
Allen Associates in Brookline, MA. 

The researchers developed a confidential
database integrating employee survey measures
of health and productivity with administrative
data on adverse events, such as absenteeism,
workers’ compensation, disability, and health
care and medication use. An initial study vali-
dated the credibility of workers’ self-reported
productivity, a key source of data that often is
viewed with skepticism by business decision
makers. The workers’ reports showed the
expected relationships with a wide variety of
adverse event measures, whether they were
assessed before, during, or after these events. 
The results indicated that, to better understand
the impact of the disease on health and produc-
tivity, information must be obtained directly from
allergy sufferers, since this impact is less appar-
ent with traditional markers such as medical care
costs. 

The studies address both the methodology used
to gather the data and the results of self-reported
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employee surveys, data from administrative
databases, and employee responses to different
medical interventions. 

“I think the inclination is to underestimate the
impact of allergies on productivity,” says Allen,
whose health care performance-consulting firm
served as the objective third-party evaluator for
the studies. 

“The tendency is to put the greatest weight on
those conditions that exact the greatest [financial]
toll on group health, and allergies is not one of
them,” he continues. “But if you take the addi-
tional step of going directly to the employees 
and asking what impacts their productivity, it
becomes very clear that presenteeism is the great-
est contributor to loss of productivity, and the
best way get at it is through self-reporting.” 

Presenteeism is a term used to describe the
condition that exists when employees are pre-
sent at work, but perform at a level that is below
par.

The first of the four articles explores and docu-
ments the validity of productivity self-reports.
“What is accomplished with this is a mechanism
or framework that addresses the skepticism of
business decision makers who wish to target pro-
ductivity issues but who are not familiar with
survey techniques,” Allen explains. “When you
take the additional step of going beyond claims
and asking people directly about impact on pro-
ductivity, a condition like allergies becomes very
prominent. You don’t see much [of an impact] 
in the way of claims, but when you address the
issue of presenteeism, allergies come to the top 
of the radar screen.”

Documenting the impact

The second article, which Allen dubs the
“observation paper,” poses these basic questions:
What is the burden of allergies on health and
safety, and what is the capacity of medications to
reduce that burden? “The analyses make a very
strong case for the burden of allergies in respect
to health status, presenteeism, absenteeism,
workers’ comp, disability, even paid prescrip-
tions,” he notes. “The impact in group health is
quite dramatic.”

In general, employees with allergies reported
greater rates of presenteeism levels than the
healthy benchmark group. 

In fact, the observational study found that
health and productivity losses increased dramati-
cally with the severity of allergy symptoms, a

pattern in which those with high severity stood
out. This group accounted for just 16.8 per 1,000
employees, but these workers reported an aver-
age loss of effectiveness equivalent to 3.9 full-
time employees. Severe allergies also were
associated with a threefold increase in injury 
risk and a 67% increase in absenteeism. 

In terms of the second part of the question,
afflicted employees on various medical regimens
were compared, ranging from the recommended
regimen — one or more nonsedative antihis-
tamines to those who took sedative antihistamines
and those who took no meds at all. “The upshot is
that the recommended regimen reported the great-
est capacity to reduce the burden of allergies,”
Allen reports. Workers taking the newer, nonsedat-
ing antihistamines for allergy symptoms showed
fewer reductions in health and productivity than
those taking older, sedative antihistamines. 

Intervention falls short

The third, or intervention paper, reports the
results of a concerted series of steps taken by
International to reduce the burden of allergies —
i.e., the development and implementation of an
educational intervention. 

Information addressing the pros and cons and
importance of taking medications as directed was
distributed or disseminated through eight different
modalities at each of five different International
locations. This included entries on billboards,
brochures, the company health program’s regular
newsletter, and web site links. An allergist also
came for on-site visits.

“We found that the intervention was reasonably
effective at improving employee knowledge about
how to manage allergies, but no one either bombed
or hit a home run,” Allen recalls. “In fact, the inter-
vention that got the most positive results was a
conventional method; people talking directly with
their physician.” 

The researchers did observe positive changes
at one experimental site, where reduced limita-
tions and absenteeism were noted. However, they
could not discover why this particular site had
better results than the others. 

What they did determine was the fact that the
intervention in and of itself was not sufficient. 
“A one-shot education is just not enough,” Allen
asserts. “This was actually a useful finding.”

The final paper had to do with exploring the
capacity of productivity self-reports to distin-
guish groups over time. “The bottom line is we
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did quite well in group discrimination,” Allen
observes. “This says that if you are about the
business of needing to distinguish things and 
you have a limited budget, a survey will offer 
a reasonably good platform for distinguishing
whether your intervention worked.”

What have we learned?

In addition to the aforementioned findings,
what other take-home messages do the papers
have for occ-health professionals? For one thing,
Allen says, the results are translatable to work-
places other than manufacturing companies. 

“The International work force is roughly three-
fourths manufacturing — blue-collar — and one-
fourth white-collar office workers,” he explains.
“The prevalence of allergens is quite substantial
among office workers and is generally seasonally
active whether or not you work in an office.” 

Hopefully, these findings will cause occupa-
tional health professionals to look at allergies dif-
ferently in the future, Allen continues. “Allergies
typically impact 20%-30% of the work force,” he
notes. “They pack a pretty substantial wallop on
the ability to concentrate and handle workload.
This is a very important lesson.”

In addition, Allen says, awareness is evolving
in the purchaser community that health does
impact productivity, and attending to health con-
cerns offers purchasers a win-win with their
employees. “If they can help employees to man-
age chronic diseases better, the employees will
experience gains in quality of life and become
more productive,” he explains. “Allergies become
a big deal when you start looking at things this
way.”

Another learning, says Allen, is the fact that
the impact of allergies is very broad-based, in
ways that should present concerns to employers. 

“People who reported a doctor’s diagnosis of
allergies and a high severity level of symptoms
were literally three times more likely to report an
accident over the last year than people in our
healthy person benchmark group,” he notes.
“Some the impact is broad-based in a way that
means something to employers, and part of this
impact has to do not only with the disease, but
with what is being used to treat it. There’s a
wealth of information that makes a good, strong
case that a nonsedative antihistamine is better
able help employees retain more alertness, and
limit drowsiness. This is all related to better per-
formance at work.”

Finally, he says, education in and of itself is not
a sufficient intervention. “Some kind of hands-on
case management is needed, along with mecha-
nisms that elicit and promote and encourage the
support of communication between the clinician
and the family with respect to implementing and
maintaining changes in behavior,” he concludes.

[For more information, contact: 
• Harris Allen, PhD, Harris Allen Associates, 42

Naples Road, Brookline, MA 02446. Telephone: (617)
730-5523. Fax: (617) 734-9249. E-mail: harris-allen
@msn.com.] ■

On-site med center aids
health and bottom line
Management confident of positive return

The company sees a new on-site family medi-
cal center and pharmacy for the employees

of Smithfield Packing Co.’s facility in Tar Heel,
NC, as a win-win. While it will no doubt be an
important new health benefit for employees,
anticipated use by workers should help offset
the construction and management costs after
the first year.

“With the costs of a traditional health care
delivery system continuing to rise, employers 
like us need to take a look at better managing
those costs while offering an enhanced benefit,”
explains Sherrie String, Smithfield’s vice presi-
dent of human resources. “One way to address
the problem is through an employer-sponsored
medical center. We believe it will, in fact, lower
our health care costs while offering employees
better health care service, better hours, and a
lower fee structure.” 

Using an outside contractor

Smithfield has contracted with CHD Meridian
Healthcare for the operation and management of
the facility, which opened in late August. CHD
has been a pioneer of employer-sponsored health
centers and pharmacies.

“In our opinion, they have been in the business
the longest and are the most experienced,” says
String. “We interviewed them, visited several of
their other sites, and got excellent references.”

The center, which is located right across the
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street from the Tar Heel facility, will provide
family physicians, nursing services, a full-service
laboratory, X-ray capabilities, and a pharmacy.
CHD will hire the doctors and staff to manage
the center and pharmacy. Routine sick primary
care services, as well as well child care for chil-
dren younger than 5 years old, will be provided
for a $10 copayment. Preventive services will be
provided according to the Smithfield health plan,
and pharmacy services, including the ability to
fill prescriptions written from outside physi-
cians, also will be offered. 

The center will operate on the basis of appoint-
ments, and registered nurses are available by
phone for health advice. However, employees
with true emergencies are expected to go to a
hospital emergency department.

Use is voluntary

One aspect of the Smithfield program is 
that use of the new center will be voluntary;
employees may continue to see their own physi-
cians under the existing health plan, should
they wish. Since employees are free to go else-
where, how can management be confident they
will use it with sufficient frequency to justify
the cost of construction and management for
the new facility?

“For one thing, there’s convenience and access,”
says String. “The location is pretty much on site,
and if you don’t feel well, you can go there right
after work because they will accommodate walk-
in appointments.”

The fee structure also is attractive, she adds. “If
you utilize the center, you have a one-time cost,”
she explains. “If you go see the physician and
you need labs and an X-ray, you still pay one $10
fee, so it’s one-stop shopping at a single, reduced
price.”

Because of these inducements, Smithfield was
confident the new center would eventually pay
for itself. “In our strategic plan, we anticipate
more and more employee use,” reports String.
“We have a target of 50% utilization by covered
employees and dependents in the first year; if we
start to see that we believe, we will have payback
that is beneficial to us.” 

For anyone considering such a project, it is
critical not to make your decision in a vacuum,
String cautions. “Assess your geographical area,”
she advises. “You need all the right elements,
such as employee population — are there enough
covered lives, including family members? Take a

look at your volume, and do an assessment based
on current traditional health care costs, what the
costs of building and management will be, and
weigh that against 50% utilization, 60% utiliza-
tion, and so on. This way you can calculate your
payback.”

Smithfield has other locations, she explains,
where such a center might not work. “When you
have, say, a 400-person site, you would not neces-
sarily have the same payback,” String observes.
“You need to be a large employer with a reason-
able number of covered lives.” 

But Smithfield’s project will be much more
than just a financial success, she emphasizes. “I
think there will be a higher quality of care and
access of care, and ease of access to pharmacy
care,” String says. “Employees will not have to
hesitate to make appointments, and they will
more readily seek out help for disease manage-
ment, preventative, and wellness services.
Hopefully, it will get them to think more in pre-
ventative terms and seek health care before their
health problems become more serious.”

[For more information, contact: 
• Sherrie String, Vice President of Human

Resources, Smithfield Packing, Tar Heel, NC. 
E-mail: sherriestring@smithfieldpacking.com.] ■

Systems thinking helps 
transform SHE function
DuPont initiative works well for occ-health 

Innovative thinking approaches that arise in
industry often find their initial applications to

be most effective in a manufacturing setting. Not
all of them, however, transfer readily into the
occupational health setting.

One that apparently does is called systems
thinking. When applied within the Specialty
Chemicals business unit of DuPont in the mid- to
late-1990s, a systems thinking initiative led to the
following:

• There was a nearly 50% improvement in the
total injury recordable rate.

• Environmental, process, and transportation
incidents were reduced by 87%, 29%, and 38%,
respectively.

• Overall costs for doing safety, health, and
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environmental (SHE) work were reduced sub-
stantially by knowing where to target projects 
to reduce or eliminate the costs.

• Wastes and emissions were reduced during a
time of increased volume and sales by 10% and
33%, respectively. 

What is systems thinking?

Systems thinking entails viewing a system,
such as a department, as a whole made up of
interacting parts, not the sum of its parts. The
main power that comes out of the use of systems
thinking “is the capability of being able to view
the entire system as a whole, and to take every-
thing into consideration when you are trying to
effect a change,” explains James E. Leemann,
PhD, a systematic management consultant with
the Center for Environmental Innovation in
Scottsdale, AZ, and head of the transformation
project at DuPont. “What we typically do is
spend time analyzing the dickens out of a prob-
lem, when in reality it may not have anything to
do with what’s causing the problem.”

Leemann offers the following hypothetical by
way of explanation. “Our education system cre-
ates a sense of being a reductionist — breaking
things down into small parts to better understand
it. Let’s say a plant manager determines he has a
bad safety problem. He recognizes this from see-
ing statistics on a week-by-week, month-by-
month, year-by-year basis. Pressure rises to take
some kind of action. Then, let’s say he hears
about a behavior-based safety program. He tells
his safety professional to implement this pro-
gram. So the safety professional is tasked with
implementing the program, while the worker
population of the plant is in no way prepared to
take on the rigors of such a new program, because
the basic safety program is broken. What you have to
do is to get to understand why it is broken: Are
there cultural differences? Union issues? Manage-
ment-labor problems? Is the community experi-
encing significant economic problems?”

What the systems thinking process does, says
Leemann, is lift all of the layers up so that you
have a realistic picture of what is going on. “We
tend not to want to take the time to do that; intu-
itively we believe in our stomach that our partic-
ular program is the one to save the day,” he adds.

Systems thinking actually got its start during
World War II, Leemann explains. “Some of the
people who worked for the intelligence agencies
could view war scenarios in a much different

fashion than the reductionists — and this, in part,
led to some important victories,” he observes. 

This is one aspect of what has come to be
called out-of-the-box thinking. “Typically, an ana-
lytical person focuses on the box and what’s in
it,” says Leemann. “With systems thinking, you
also pay attention to what is outside the box influ-
encing it.”

The DuPont process

The approach used at DuPont is called interac-
tive planning. “Systems thinking is a generic term
that covers a variety of different approaches of
viewing the world,” explains Leemann. “Under-
neath that you have a variety of different types 
of methodology; interactive planning is one of
those.”

A number of previous approaches had been
tried at DuPont to address SHE issues, “but
frankly, they did not work,” says Leemann.
During the period of 1993-1998, while DuPont
was seeking to pay more attention to safety,
health, and environment, the company was
undergoing a significant downsizing, reducing
the total work force by 33%. The company had
been reorganized into 23 strategic business
units, or SBUs, one of which was Specialty
Chemicals.

Leemann’s approach was counterintuitive to
what was going on at most Fortune 500 compa-
nies at the time. While these firms sought cen-
tralized structures for their health and safety
functions, he wished to align SHE closely with
the SBU’s goals and objectives. “In addition, the
people doing the work needed to begin to think
of their work in the context of being an interact-
ing component within the larger business sys-
tem,” he wrote in an article for Systemic Practice
and Action Research journal.1

Furthermore, he noticed that SHE knowledge
was not being captured, so the occ-health profes-
sionals had to reinvent their know-how every few
years.

The methodology he chose was selected
because it would:

• Target the right work that needed to be done
and process ways to do the work.

• Address how the organization would be
structured to do the work, and who was actually
going to do it.

• Promote a high degree of participation at all
levels of the organization.

What followed was the creation of a consumer
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group — individuals in Specialty Chemicals who
are recipients of SHE information and knowledge
(13 SHE professionals, business, manufacturing
and marketing managers).

The consumer session participants identified
the positive and negative output issues of the
current system, and identified 58 specifications
believed essential for a recently destroyed SHE
system that needed to get back up and running
immediately.

With those recommendations in hand, the
designer group was tasked with developing an
ideal SHE system. A unique aspect of what is
called the iterative design process is that it first
centered on dealing with the work, and then on
organizing the SHE structure. The following mis-
sion statement was created:

“A seamless SHE system that integrates,
enables, and installs the core DuPont SHE
competency to successfully make chemicals,
win in business, and sustain our communities.”

The next step involved identification of SHE
functions. For each function, work processes were
developed to deliver those functions. The final
step was creating an organizational SHE structure. 

Next, a team was organized to close the gaps
between the current reality and the redesign
state. Regular planning meetings were held; 
some of the keys to success included:

• providing a thorough appreciation of the
mission statement, functions, processes, and
structure of the idealized SHE system redesign;

• ensuring an understanding of the business
needs;

• getting agreement from team members on
their roles and responsibilities;

• understanding the true full costs;
• teaching everyone how teams work in a busi-

ness environment;
• confining the overall effort to a manageable

business unit;
• dealing up front with personal issues;
• incorporating the SHE redesign efforts goals

and objectives into annual business goals.
Resource planning and then implementation

were the final steps. What he ultimately found,
says Leemann, was:

• SHE professionals transformed from inde-
pendent to interdependent knowledge workers.

• SHE performance improved by almost 50%.
• Enabling factors were participation and per-

sonal commitment and disabling factors were
organizational turbulence and lack of recognition.

• Organizational learning flourished among

SHE professionals and tacit SHE knowledge
became explicit on the factory floor.

Practical results achieved

While the process involved a great deal of
intellectual and planning activity, real-world ben-
efits were achieved at DuPont. For example, says
Leemann: “[Before the initiative], we had 20
worksites that were creating monthly safety top-
ics. So, in given year you would have 240 topics
that had to be created and used for all kinds
meetings. You start adding up those hours at all
those plants and that’s a significant amount of
time and money. What we did was put together a
network where we were able to assemble themes
that were considerably fewer in number —
maybe 20-24. The different plants could selec-
tively choose from those themes, and groups
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DuPont Initiative — 
Major Outcomes Identified

While interactive planning has been used in
many different organizations, the article by

James E. Leemann, PhD, in Systemic Practice
and Action Research is the first to address such
an approach in an occupational health environ-
ment. Accordingly, Leemann has outlined a num-
ber of outcomes he believes would be useful for
others planning a similar initiative:
• Proactive creation and development of a larger

number of variable solutions to address SHE
(safety, health, and environmental) issues and
problems.

• Identify less expensive or cost-avoiding solutions.
• Step-change improvement in SHE performance

vs. continuous improvement in performance.
• Transforming a staff function from a cost of

doing business to a value-adding profit center
whose services are in high demand, by both
the organization and its customers.

• Creating time to do more higher value adding
work while trained line-organization employees
do more routine work.

• Developing a more robust product offering for
customers.

• Making SHE knowledge available to everyone
in the organization to improve decision making
and enhance capability.

Source: Leemann J. Applying interactive planning at DuPont:
The case of transforming a safety, health, and environmental
function to deliver business value. Systemic Practice and Action
Research 2002; 15(2):85-109.



from multiple plants would prepare them. If you
reduce the costs of preparing these sessions by,
say, 80%, all of a sudden the business starts to
pay attention.”

What also happened is that people started
meeting with colleagues in other plants they had
never met, he notes. “They found themselves on
the same teams, so what developed was a dia-
logue between health and safety people and
business leaders.”

Leemann recognizes that systems thinking
may run counter to some of the more popular
approaches being touted today. “I’ve begun to see
articles about safety culture — about going in and
changing the company culture,” he notes. “But
what I’ve found is you really cannot per se
change culture; what you can do is change the
work and how the workflow takes place. With
that change will come a shift in the culture.”

Can what was done at DuPont be done in any
work environment? “Absolutely,” says Leemann.
(See box, p. 141.) “The process has been repli-
cated literally hundreds of times, although not
necessarily in an occ-health setting. The success
that fell out of this was enormous, but I don’t
think it was unique. In a worse situation, you’d
probably even have better results.”

What is required is the patience to commit
yourself to going through the process, he contin-
ues. “What ends up happening is that people
change the way they do their daily work, which
is something people do not like to do,” Leemann
concedes.

However, he adds, engendering such change is
one of the roles of an occupational health leader.
“A good leader is measured in part by paying
attention to the interactions, not the actions, of a
company,” Leemann asserts. “The more you pay
attention to those interactions, the more prof-
itable you are likely to be.”
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OSHA gets tough 
on needle safety 
No reuse of tube holders allowed

The Occupational Safety and Health Administra-
tion (OSHA) is hanging tough on enforcement

of safer needle devices, with a new information
bulletin that clearly restates its prohibition against
reuse of blood tube holders. OSHA also has contin-
ued to issue citations and fines, including the
$102,000 fine of a Pennsylvania nursing home for
failing to provide needle safety devices to protect
its employees. 

In the fiscal year ending Sept. 30, 2002, OSHA
issued 183 citations to hospitals, 29 to clinics and
doctors’ offices, and 703 to nursing and personal
care facilities related to the bloodborne pathogen
standard. “Employees are more and more aware
of their ability to file a complaint [related to nee-
dle safety]. They are more aware of the require-
ments of the standard,” says Amber Hogan,
MPH, an industrial hygienist in OSHA’s office 
of compliance assistance. “There’s been an influx
of complaints.” 

Hospitals have made a dramatic shift to safety
devices since the Needlestick Safety and Prevention
Act went into effect in 2001. However, smaller facili-
ties such as nursing homes and physicians offices
have been slower to convert, she reports.

One area of controversy involves the reuse of
blood tube holders. That practice leaves health
care workers vulnerable to a needlestick from the
back end of the needle, Hogan adds.

“[OSHA’s bulletin] re-emphasizes the require-
ments of the standard, which state that needle
removal is prohibited unless it’s required by a
medical procedure,” she says. “The safest practice
is to not remove the needle but to throw away the
whole unit.”

Clinical labs fight rule

Clinical laboratories have hotly contested that
rule, arguing that the long-standing practice of
reusing blood tube holders does not pose a work-
place hazard. When OSHA cited corporate labo-
ratory giants Laboratory Corp. of America and
Quest earlier this year for failing to comply, the
companies vowed to fight.

OSHA withdrew the citations, but it has not
backed down from its position, Hogan explains.
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The prohibition is included in the 1991 bloodborne
pathogen standard, the 1999 compliance directive,
the revised bloodborne pathogen standard and
2001 compliance directive, and a letter of clarifica-
tion in 2002. After pulling back on the citations,
OSHA officials met with manufacturers, clinical
laboratory representatives, and union officials.

“We felt it was unfair to go forward until we
had time to meet with everyone and come up
with a comprehensive policy,” Hogan says.
However, OSHA now will move forward
“because we’ve given due notice to the public.”

Data reveal back-end injuries

Clinical laboratories and laboratory associations
argue that single use of blood tube holders would
not be practical because the high-use volume
would create an overwhelming burden of biohaz-
ardous waste and increased costs. They also assert
that reuse is safe when the health care worker uses
a mechanical device to remove the tube holder,
and thus it doesn’t violate the standard.

Yet a review of nine years of data by the
International Health Care Worker Safety Center
at the University of Virginia in Charlottesville
found evidence of injuries from the back end of
needles.1

About one-fourth of needlesticks (28%) from
phlebotomy needles occurred after use but
before disposal, a higher proportion than for 
all other devices (22%). About one in 10 of the
phlebotomy injuries occurred during disassem-
bly of the device, and 17% of injuries occurred
while putting the sharp in a disposal container.

Some injured health care workers offered
details of their injuries that describe a needle-
stick by the back end of the needle. It is likely
that other health care workers had similar expe-
riences that they did not describe — or even
report, says Jane Perry, the center’s director of
communications.

“It is a real hazard. The data show that,” she
says. “We would assume that the workers who
do put down that their injury was from the back
end [of a needle] are only a portion.”

Reference

1. Perry J, Jagger J. EPINet data report: Injuries from phle-
botomy needles. Advances in Exposure Prevention 2003; 6:43-
45. ■

Work stress much more 
than a necessary evil
Stress higher in adult developmental centers 

Areport recently issued by the National
Institute for Occupational Safety and Health

(NIOSH) counsels that employers should not
“dismiss job stress associated with working with
people with developmental disabilities as a nec-
essary evil that employees simply must accept 
as part of their job.” Instead, recommends the
agency, “They should take a proactive approach
to the issue by 1) hiring a consultant to evaluate
the extent to which employees view job stress as
a problem; and 2) implementing intervention
strategies that will alleviate sources of stress.”
(NIOSH Health Hazard Evaluation Report No. 2002-
0218-2881).

Many states or counties operate centers that
provide direct care to individuals with severe
mental and development disabilities where
employee duties may include helping to feed,
clean, or otherwise assist some of those individu-
als with personal care and personal hygiene.
Workers who take on those duties may not only
be under significant stress, but may also be at risk
of exposure to saliva and other body materials
through biting or scratching behaviors.

At one such center in Ohio, such behaviors
prompted concerns from employees about work-
related stress and exposures to infectious disease
agents. At the request of employees, NIOSH con-
ducted an assessment, which led to the recom-
mendations that appear both in the NIOSH
report referenced above and also in a case study,
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“Job Stress and Infectious Disease Risks in an
Adult Developmental Center,” which was pub-
lished in Applied Occupational and Environmental
Hygiene (2003; 18:561-565). The report is available
at www.cec.gov/niosh/hhe/reports2881.pdf.

Other stress recommendations

The NIOSH report included several other rec-
ommendations regarding stress, including:

• Stress evaluation methods that include hold-
ing group discussions with employees or using
an employee survey. Regardless of the method
used, information should be obtained about
employees’ perceptions of job conditions and
their levels of stress, health, and satisfaction.

• To reduce job stress associated with provid-
ing services to people with developmental dis-
abilities, employees should be trained by a
consultant experienced in the use of adaptive
coping strategies, (i.e., active problem-solving
approaches).

• Management should view job-stress preven-
tion as a continuous process that uses evaluation
data to refine or redirect intervention strategies.

Other concerns addressed

The NIOSH report also addressed concerns
about infectious agents. The NIOSH report
authors recommended that:

• The center follow Occupational Safety and
Health Administration regulations and Centers
for Disease Control and Prevention guidelines for
managing occupational exposures to bloodborne
pathogens.

• Management provide different sizes of

disposable gloves to decrease the possibility that
the glove might tear because it is too small; assess
the circumstances associated with the ability to
identify circumstances in which any disposable
glove might tear occasionally; and in those situa-
tions, provide employees the option of wearing
double gloves or thicker gloves.

“In Ohio and other states that delegate responsi-
bility to local agencies for the health and safety of
workers who provide services to people with devel-
opmental disabilities, consideration should be given
as to whether an increased level of oversight and
direct assistance to local boards of Mental Retar-
dation and Developmental Disabili-ties are
needed,” concluded the authors of the Applied
Occupational and Environmental Hygiene article.  ■
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