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Procedure

In its Opinion of 28 April 1983 on the Council Resolution on a
Second Action Programme of the European Communities on Health and Safety at
Work (CES 440/83), the Economic and Social Committee stated its intention of
holding a discussion on the functioning of, and improvements to, occupational

medicine in the Community.

At its 211th Plenary Session held on 26 and 27 October 1983, the
Economic and Social Committee instructed the Section for Social Questions to
draw up an Opinion on Occupational Medicine under the fourth paragraph of
Article 20 of the Rules of Procedure.

The Section appointed the following Study Group at its 166th meeting
held on 10 November 1983 :

Chairman ¢+ Mr BAGLIANO

Rapporteur : Mr MOURGUES

Members : Mr BRASSIER
Mr  ETTY
Mr  FLUM (replacing Mr PRONK under Article 50 of the Rules of
Procedure)
Mr  LOW
Mr "MULLER ;
Mr  NOORDWAL '
Mr  POETON
Mr  RAINERO

Mr STORIE-PUGH (replacing Mrs HEUSER under Article 50 of the
Rules of Procedure)
Mr  VERCELLINO
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Rapporteur's expert : Mr
Group I expert : Mr
Group II expert ‘ r Mr
Group II1 expert : Dr

The Study Group met oh the following dates :
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1. The Facts

Whatever form it takes and 1in whatever sector it is performed,
(agriculture, industry or services), work, Like any other human activity,
entails a certain number of risks and dangers that are liable to impair the

physical and mental health of workers.

The organization of work and production, as well as production
methods themselves, have repercussions not only on the health and safety of
workers but also in certain circumstances on the external environment of the

undertaking.

In spite of all the technical progress that has been made, the risks

of accidents at work and of work-related diseases are still too high.

The hazards connected with work are in particular the result of :

the organization of work and production;

production methods;

the agents, substances and techniques used;

the pattern and pace of work;

other elements going to make up the working environment.
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Accidents at work and work-related diseases can be ascribed to
technical shortcomings, the use of toxic products and substances, methods of
organizing work and production incompatible with health and safety
requirements, the inadequacy of preventive and protective measures, and the
failure to analyse the effects on health and safety of new products or
processes before they are introduced. They may also be the result of human
shortcomings and reflect insufficient training and information about the
techniques and materials used and about their effects on health and safety at
work and on the regulations applicable 1in this. sphere. This Llack of
information 1is particularly dangerous for categories of underprivileged

workers, e.g. migrant workers.

Accidents at work and work-related diseases are a scourge in terms

of both their frequency and their seriousness.

Although too often incomplete and disparate, the available data do
show the scale of the probltem and justify constant efforts to secure the
adoption of various measures in order to try to limit and prevent accidents at

work and work-related diseases.
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In France, reported accidents at work increased from 13,492,184 in
1973 to 14,075,205 in 1980. Of these 14,075,205 accidents, 971,301 entailed
absence from work, 101,821 led to permanent invalidity and 1,423 resulted in
death.

The following table covers 19801

COUNTRY WORKERS ACCIDENTS AT WORK FATAL ACCIDENTS
EMPLOYED ENTAILING ABSENCE FROM WORK AT WORK
Ireland 868,000 4,330 30
Luxembourg 137,400 16,530 17
Belgium 3,230,000 210,000 250
Greece 1,668,000 47,500 250
Denmark 2,091,000 33,900 75
Italy 15,239,000 1,600,000 2,200
United Kingdom 22,834,000 400,000 700
Netherlands 4,548,000 90,000 80
France 18,133,000 971,301 1,423
Germany 22,296,000 2,158,000 - 3,998
! source : European Commission.  Other statistics are to be found in

Appendix 2.
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On examination it becomes immediately clear that these data are
highly disparate and show a Llack of homogeneity in the collection of
information on accidents at work. In some countries the data also cover
accidents on the way to work (e.g. Belgium, Germany); in others the statistics
cover only accidents at work entailing at least three days absence from work,
contrary to the situation in some countries where accidents at work are
recorded as from the first day of absence. Despite this lack of comparability
these data do, however, indicate the scale of the phenomenon of industrial
accidents and justify the adoption of all possible measures to reduce these
accidents. They highlight the urgent need for Community-level harmonization of
the statistics on accidents at work and work-related diseases, as called for
in the Council Resolution of 27 February 1984 on the second Community action
programme on health and safety at work.

The data on work-related diseases are even more divergent, notably
because of the disparity of the rules on notification of work-related
diseases. It is noted in the aforementioned Report of the European Parliament
that according to certain bodies 6% of diseases are of occupational origin
whereas according to others the figure is 40%. Accidents at work and work-

related diseases mean high costs for workers, employers and society at large.
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Workers who are victims of dindustrial accidents or work-related
diseases suffer not only an impairment of their physical or mental health,
which is a priceless asset, but also losses of income which affect not only
themselves but also their families and which are only partly offset by the
benefits paid under social security schemes insofar as the workers in question

are covered.

The cost of industrial accidents and work-related diseases is also a
burden on undertakings. This cost is reflected first of all in employers'
contributions to the social security schemes which provide benefits and
treatment for the victims. It also takes the form of Llosses due to
interruption of production and the absence from work of sick or injured
workers; costs connected with the replacement of incapacitated workers,

compensation, etc.

Society also bears part of the cost of these accidents and diseases
through benefit schemes. To this must be added the waste of human resources
resulting from incapatity and invalidity. This fact and the importance of
protecting the health and safety of all explain the efforts to prevent
industrial accidents and work-related diseases as far as possible.
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These efforts have taken the form of numerous actions and preventive
measures introduced both by legislation and under collective agreements, such

as @

the adoption of safety standards for workplaces;

- the implementation of various protective provisions covering working hours,
specific categories of workers, certain occupations and activities, the use

of various products and equipment, certain forms of work;

- the introduction of machinery to enable(workers to be informed and consulted
before new products or processes are used, particularly in the form of

safety and hygiene committees and negotiations on working conditions;

- the setting~up of occupational health services and factory inspectorates
with the task of protecting the health and safety of workers;

- the development of training and research in the area of hygiene and safety
at work, etc.

Occupational medicine is considered to be one of the pillars of an

effective policy for preventing industrial accidents and work-related

diseases. That 1is why the major principles of occupational medicine are
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defined in the Member States by specific laws or by specific provisions of the
laws on health and safety at work. Occupational medicine is considered to be
in the public interest in the Member States and to be a key element in the
prevention of industrial accidents and work-related diseases and in the
improvement of working conditions. Several international bodies have also
studied the question of occupational medicine in depth. The International
Labour Organization, for example, examined a report on occupational health
services at its 70th Session in 1984. This report came after other initiatives

taken earlier by the ILO.

In 1972 the Council of Eurobe adopted a recommendation on the
harmonization of measures to protect workers' health at the workplace. This
document aimed primarily to promote the development of occupational health

services in the Member States of the Council of Europe.

The Community has also adopted instruments, albeit non-binding, in

this field. These are in the main :
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- the Commission's Recommendation of 20 July 1962 to the Member States

concerning occupational medjcine in undertakings;

- the Commission's Recommendation of 27 July 1966 to the Member States

concerning medical check-ups for workers exposed to special hazards.

Other Community texts also refer to occupational medicine and to the

need to develop it.

A particular example is the Council Resolution of 27 February 1984
concerning a second Community action programme on health and safety at work
(84/C 67/02 0J of 8 March 1984).

These Community measures in the area of occupational medicine are
based on Articles 100, 117, 118 and 235 of the Treaty establishing the
European Economic Community. The ECSC Treaty (Article 55) and EURATOM Treaty
(Title 2, Chapter Il1) also contain provisions justifying Community measures
in the field of occupational medicine.
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2. Definition of occupational medicine

Among the numerous definitions of occupational medicine the Section

would pick out the following :

“"Occupational medicine deals with the effects of work on health and
with the effects of disease on capacity for work. Its function is to
prevent the impairment of workers' health that could be caused by
working conditions (this includes accident prevention) and to
guarantee individual workers jobs in keeping with their
physiological and psychological aptitudesz.“

3. The role of occupational médicine

The definition of otcupational medicine gives a pointer to the role
of occupational medicine. ALL the Member States are in agreement on this basic

role.

The main task of occupational health services everywhere is to
prevent accidents at work and work-related diseases.

Views diverge, however, as to the scope of the curative role of
occupational medicine. In certain countries this is very limited, since it is
considered that the treatment of sick or injured workers should take place
basically outside the undertaking and should be the responsibility of the
public health services.

- e o . 1 S o W e e e o e

2 Source : Report of the "Spetialists' Training" working party of the Advisory
Committee on Medical Training attached to the Commission of the European
Communities.
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Under this approach, the curatjve role of occupational medicine is
confined to emergency treatment when accidents occur or health problems

manifest themselves at work.

In Belgium and France, for example, the law provides that the
occupational physician has a preventive role and may not treat workers, except
in cases of emergency. In Belgium the occupational physician also supervises
the facilities available for emergency treatment (first-aid boxes, rest rooms,
isolation rooms, supervision of first-aid workers and nurses, etc.). 1In the
Federal Republic of Germany, occupational medicine has an essentially
preventive function : a works doctor may not engage in therapeutic activity
except in urgent cases and to provide emergency treatment in the event of

accidents. The same applies in other countries.

In Denmark, curative action may embrace the following, in addition

to emergency treatment
- advice to the workers' own doctor;
- after consulting the workers' own doctor, treatment of ailments which are

caused exclusively or principally by the working environment and can only be

treated effectively by changing the working conditions;
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- subsequent monitoring, after consultation of the workers' own doctor.

On the other hand, it is unanimously agreed that occupational health
services should not have any right to check or assess the reasons given to

justify absence from work.

These limitations laid down in Member State regulations apply only
to occupational medicine and, 1in most countries, do not prevent doctors who
only practise occupational medicine on a part-time basis from also practising

general medicine including curative medicine.

Nevertheless, the preventive role 1is considered fundamental
everywhere. The prime task of occupational health services is therefore to
monitor workplaces and make any recommendations that are necessary to secure
optimum adaptation of working conditions and the organization of work to the

worker and ensure that his health and safety are not jeopardized.

Certain national laws define this activity in the area of working
conditions only in very general terms, whereas other laws are more precise and
specify that occupational health services should exercise supervision and make

recommendations in the following fields :
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- the cleanliness of work rooms, tools and plant, and general hygiene in the

undertaking;

- the risks of work-related diseases;

- the protection of workers against toxic agents (toxic products, noise,

heat, etc.);
- jndividual protective equipment;
- the observance of regulations;
- adaptation of work to the worker;
- seats for working and relaxation and ergonomic design;
- facilities for first aid and emergency treatment;
- the stresses a worker is exposed to on account of the nature of his work,

his working hours, the working environment and the pace of work such as that

resulting from piece work or automation of the production process, etc.
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It is often considered that the preventive role of occupational
medicine should cover not only existing working and production conditions but
also plans for introducing new production techniques and changes in the
organization of work so that action can be taken before rather than after such

plans are carried out.

In france, the occupational physician must be involved in the study
of any new production technique and be informed of the nature and composition

of the products employed and how they are to be used.

In Belgium, the otupatiohal physician is also involved, together
with the head of the safety department, in examining tender specifications and
orders before any new machinery or equipment 1is introduced into the
undertaking.

In Denmark, occupational health services have to give advice
regarding the design of hew production techniques, the modification of
existing production processes and the acquisition of new personal protective
equipment. They also participate in ergonomic design/planning with a view to
humanizing the working environment and the production process.
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This function in the area of working conditions means that the
occupational health services have to be present in the undertaking to detect
hazards and determine their possible effects before the health of workers has
been impaired. Where undertakings have their own occupational health services,
there is a permanent presence and continuous action is possible. Where there
are group occupational health services, such services must be present for a
sufficient amount of time to be able to effectively carry out their preventive

work even if their presence in the undertaking is not permanent.

They should also be able to take action on working conditions as
soon as symptoms of disease or danger signs appear so as to stop any
deterioration in the working environment and protect workers against these

dangers.

The preventive task also means that occupational health services
have to carry out medical examinations. These medical examinations can be of
different kinds : examinations on recruitment, annual or other periodic
examinations, complete medical check-ups, examinations of persons returning to
work after an absence due to illness, examinations as part of special
monitoring, etc. These examinations are not obligatory in all Member States.
In Germany workers are not compelled to undergo medical examinations. 1In

Belgium medical examinations are compulsory only for the following :
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- workers exposed to a risk of work-related disease due to specific causes or
agents;

- workers holding safety posts;

- workers in direct contact with foodstuffs;
- handicapped persons;

- workers under 21.

Some members think that periodical medical examinations should be
compulsory since they enable possible diseases or incapacity for work to be
detected.

Other members are against such a compulsion since they consider that
regular health checks can lead to a system of worker selection and thus to
adaptation of the worker to the work rather than the other way round.

At all events, periodic examinations are justified only if they are

organized as part of a preventive campaign. They cannot be the sole function

of the occupational physician. They serve a useful purpose when they form a
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back-up to the preventive role of occupational medicine aimed at detecting
risks and hazards. This explains why 1in certain countries periodic
examinations are confined to undertakings with special hazards. Periodic
examinations also make it possible to continuously monitor the health of
workers and take account of the phenomenon of "habituation" to hazards and
difficult working conditions. Professional and medical secrecy has to be
observed in connection with such periodic examinations and the exercise by
specialists in occupational medicine of all their functions; this should
guarantee the anonymity of the individuals concerned. Confidentiality must
not, however, impede the circulation of information about the occurrence of
work-related diseases for the purposes of epidemiological and statistical
studies. But although the notification of various work-related diseases is
compulsory in certain countries and cannot be impeded by medical secrecy,
these same principles of confidentiality can still pose problems when it comes
to learning about the causes of sickness and mortality for the purposes of
epidemiological studies.

Occupational health services must have complete autonomy and

independence in carrying out medical examinations. In view of the fact that

prevention and the improvement of working conditions are the main functions of

CES 259/84 fin j¢ conlun



- 19 -

. occupational medicine, the aim of medical examinations cannot be to choose, on
the basis of health criteria, the workers most Likely to tolerate poor working
conditions. Some members consider that such a screening, either at the
recruitment stage or when the worker has started on his occupational
activities, eventually leads to men having to adapt to work; this is at odds
with the aim of occupational medicine, which is to improve working conditions

to make them acceptable to all workers.

Other members, whilst rejecting the idea of selection in the strict
sense of the word, consider that occupational health services must consider
the aptitude of workers to tarry out the tasks to be entrusted to them and
must unearth any inaptitudes or ailments which might endanger the health of

the worker in question when carrying out a given task.

The concept of long- as well as short-term prevention has led to
occupational health services being given the task of collecting data, carrying
out epidemiological investigations, and more generally conducting enquiries
and research into working conditions.

It s essential to collect data and carry out investigations in
order to determine the effects which working conditions have over a Long
period. This also enables specialists from different workplaces to compare
experience and make use of the experience of others in order to develop their
knowledge and so improve the quality of their own preventive action.
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Effective prevention in the field of occupational medicine also
presupposes an exchange of information not only between occupational
physicians themselves but also between occupational physicians on the one
hand, and all the specialists and bodies operating in the field of health

hazard, and accident prevention, on the other.

The role and efficiency of occupational medicine also depend

directly on the skills and specializations of those making up the services.

4. Organization of Occupational Medicine

The concept of the role of occupational medicine determines in many
respects the organizational requirements of occupational health services so

that the latter can effectively play their role.

The importance of the role of occupational medicine in health
protection and industrial safety is such that all workers ought to be covered

by occupational health services.

This is so in Belgium, France and Germany but not the case in other
countries. In practice, however, temporary workers and domestic staff have not
so far been covered by occupational health schemes in Belgium. In France

agricultural workers are covered by specific provisions.
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In Germany about 11 million of the 22 million workers in employment
were actually covered at the end of 1981, with most of those not covered
working in SMEs. In Denmark occupational health services are not obligatory in
all branches of the economy and for all workers. (On 1 July 1982 368,000
workers were in fact covered). In the Netherlands occupational health services
are only obligatory in undertakings employing more than 500 workers. In
Ireland medical supervision at work has not been put on a permanent footing
but is something decided on by the Ministry of Labour on a case-by-case basis
and in the Llight of accident risks, the likelihood of occupational disease and
health hazards. In Greece the Llaw does not impose mandatory occupational
health services. Nor are they compulsory in the United Kingdom. It should be
added that in certain countries such as Italy, Ireland, Luxembourg and the
United Kingdom occupational medicine either goes beyond the scope prescribed
by the law or, 1in the absence of legal provisions, 1is available in a large

number of big or medium-sized firms.

The organization of occupational medicine is generally geared to the
size of the undertaking in question. The biggest undertakings generally have
their own occupational health services whereas medium-sized and small

undertakings are usually affiliated to group services covering several firms.
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In France occupational health services can Llegally take the

following forms :

- an occupational health service for an individual firm or establishment,
where the occupational physician has to devote at Lleast 169 hours per month

to his duties;

- a group occupational health service, where the occupational physician does
not need to devote more than 20 hours per month to his duties; if an inter-
establishment health service can be set up between more than one
establishment of the same enterprise, the physician must devote at least 20
hours per month to his duties.

Between these two Llimits the occupational health service can take
the form - after & consultation of the Works Council - of (a) an individual
firm's or individual establishment's health service, (b) an inter=-
establishment health service of the same firm, or (c) a group occupational

health service.

In the other countries of the European Community occupational health

services are generally organized along very similar Llines.
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Occupational medicine and the organization thereof are also geared
to the importance of the risk (eg. : handling of toxic substances).
Nevertheless, some high-risk sectors would not seem to have the occupational
health services warranted by the seriousness of the risk (eg. : health

services, agriculture, etc.).

Prevention in occupational medicine presupposes a regular presence
at the workplace. It implies that occupational health specialists have the
necessary time to carry out their preventive work at the workplace and also
have the necessary equipment. In certain cases the Llegal requirements
concerning time are negligible. In France the occupational physician has to be

present a minimum of one hour a month per

- 20 salaried staff
- 15 manual workers

- 10 wage-earners, including temporary workers subject to special supervision.

This minimum therefore varies between 3 and 6 minutes per month per
worker. The law also specifies that the occupational physician must be able to
devote a third of his working time to the working environment, i.e. the
supervision of working conditions, the rest of the time being devoted to other

activities (e.g. clinical work).
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In Belgium the law stipulates that an undertaking must be visited by

an occupational physician at least once a year.

The number of physicians attached to an occupational health service
is determined by the requirement that each year an occupational physician
must, in each undertaking or each establishment, devote an average of at least
one hour of his professional time to each worker subject to compulsory medical
examination and eight minutes to each worker not subject to compulsory medical

examination.

Other national laws confirm the need to tackle the problem of
working conditions, which implies the presence of a physician at the
workplace. The provisions fail, however, to specify the minimum  dura-

tion of this presence.

The obligation to be present at the workplace poses the question of
occupational health service staff numbers. It would seem that the objectives
laid down in the legistative provisions of certain countries have not been
achieved in practice because of the inadequacy of the financial, technical

and human resources made available to occupational medicine.
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A Commission report on occupational medicine in the Member States

(cf. Appendix) gives the following figures concerning occupational physicians.

COUNTRY  YEAR FULL TIME OPs PART TIME OPs
BELGIUM 1977 215 667
DENMARK 1978 5 95
GERMANY 1979 2,100 6,700
FRANCE 1978 2,297 3,229
ITALY 1977 2,500 ALTOGETHER
NL 1979 320 , 70
UK 1979 800 1,200

The complexity of the different types of preventive work
encompassing all aspects of working conditions means that the occupational
health services must have a multidisciplinary character and that the staff
making up the service must have received an appropriate multidisciplinary

training.
The term occupational medicine may therefore be somewhat misleading,

giving the 1impression as it does that the service is confined to medical

problems in the strict sense of the word.
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However, the definition of the role of occupational medicine, and
practical experience with the protection of health and safety at the
workplace, indicate that occupational health services cannot be Limited solely
to medical matters and solely to physicians specialized in that field. The
work of the occupational physician means sometimes involving the disciplines,

and securing the contribution of, specialists in other fields.

Thus, for example, action in the field of work-station design
requires ergonomic knowledge and skills. It must also be possible to call in

safety specialists, psychologists and chemists, for example.

Occupational health thus involves the work of a team of specialists
capable of tackling all aspects of working and production conditions,
experienced in multidisciplinary action at the workplace and trained with this
in mind. Within this multidisciplinary team all specialists must be on an

equal footing.
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In a certain number of cases national legislation makes provision
for cooperation between physicians and technicians concerned with working
conditions (notably safety specialists and safety departments) on the one
hand, and other specialists (e.g. radiologists, biologists, physicists,

chemists, toxicologists, etc.) on the other.

Such cooperation is not generally put on an official footing.

The work of occupational health services also needs to be
coordinated with that of other bodies likewise responsible for health and
safety at work (e.g. the factory inspectorate) particularly in respect of the

coordination of methods of action.
Occupational health services also cooperate closely with those most

directly affected by production methods and working conditions, viz. workers,

and also employers, who are responsible for the organization of work and
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production. Workers, whom it is the task of occupational medicine to protect,
are the group most affected by working conditions, and their personal
experiences and knowledge must be taken into consideration by occupational

medicine.

workers and their representatives are generally involved 1in the
organization and running of occupational health services through the usual
representative channels existing in undertakings. Depending on the country,
this involvement may be through trade union delegations, staff delegates or
works committees. Works hygiene and safety committees most frequently have a
capital role to play here insofar as they have wide responsibilities for
working conditions and would therefore seem to be the most capable of
influencing occupational medicine and steering it towards the most appropriate

preventive action.

Occupational health services are generally financed directly or

indirectly by the undertakings themselves.

In many countries employers have sole responsibility for the
appointment of occupational health specialists and do not have to consult

workers' representatives.
In Belgium, however, the works' hygiene and safety committee or,

failing that, the trade union delegation, is consulted before the group

ocupational health service and the occupational physician are chosen.
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Some members consider that the financing of occupational medicine by
the employer should not jeopardize the autonomy of the occupational health
services. Occupational health service staff should be able to perform their
duties independently. The conditions governing their appointment, remuneration
and dismissal must be such that they are not placed in a situation of
dependence vis-a-vis the undertaking. This thinking is in accord with the
ethical principles governing the medical and scientific professions involved
in occupational health services. Competition between group medical services
regarding the cost of their services should not be allowed to lead to a lower

level of worker protection against work-related risks.

Some members consider, however, that the autonomy of the
occupational physician can be taken for granted and therefore does not
need to be explicitly catered for or guaranteed. It must, however, be strictly

Limited to medical activities proper.

5. The Role of the Authorities

In all EEC countries the authorities involve themselves in
occupational medicine in a variety of ways. First of all they make sure that
the Llegal provisions and regulations covering occupational medicine take
account of changes 1in production and working conditions and can be adapted to

the Llatest advances in the field of health and safety.
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The authorities are further responsible for ensuring that Llegal
provisions and regulations are implemented, whilst the professional
associations of the various specializations making up the occupational health
services are responsible for ensuring that occupational medicine specialists

abide by the professional and ethical rules to which they are subject.

Public health authorities have a key role to play in monitoring the
health of workers, particularly those workers who Lleave their occupations
after having been exposed to health hazards at the workplace. Such health
monitoring is necessary not only in the interests of the workers themselves
but also for the purposes of acquiring a better knowledge of the Llong-term
effects of occupational health hazards. Indeed, some work-related diseases
manifest themselves only several years after exposure to harmful agents. This
is the case with asbestosis and types of cancer associated with the workplace.
Moreover the evolution of such diseases and the development of various types
of occupational invalidity (e.g. work-related deafness) can be very slow and
affect workers even if they change or terminate their jobs. The public health
authorities themselves are in the best position to ensure the monitoring of
the health of workers affected with a view to the best possible treatment and
can make sure that the information resulting from medical analyses and the
treatment of patients is passed on to occupational medicine specialists, thus

enabling them to take more effective preventive action.
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On a more general Llevel the authorities must ensure coordination

between the work of public health services and occupational health services.

The authorities must also ensure the organization of specialized
training in occupational medicine. Although the occupational physician needs
basic medical training Llike any other doctor, he also needs specialized
training geared to work in a multidisciplinary team in an undertaking to

improve working conditions.

This training must be adapted to changes in technologies, production
methods and working conditions. It must be practical, geared to the working
environment and prevention at the workplace, and regularly brought into Line

with the state of the art.

So far, occupational medicine has not been recognized as a specific
discipline in the universities or professional training establishments of all

EEC countries.

In Belgium, the practice of occupational medicine is reserved for
those holding a special degree 1in occupational medicine. In Denmark the
teaching of occupational medicine was only recognized as a specific discipline

in 1982. 1In Italy the possession of a diploma in occupational medicine is not
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required to work as an occupational physician in an undertaking. In Germany
the title of specialist in occupational medicine is granted to doctors only

after four years of specific, additional training.

In France the rules stipulate that the practice of occupational
medicine s reserved for doctors holding a higher certificate of

‘specialization (certificat d'études spécialisés) regardless of the sector.

The authorities have a similar task with regard to the training of

other health and safety specialists and technicians.

The authorities also contribute to the promotion of research into
occupational medicine. On a more general level they seek to improve working
conditions and have the task of coordinating the activities of public health

services and occupational health services.

They are also responsible for making occupational medicine part and
parcel of the health services in general. Health at the workplace cannot in
fact be treated in isolation from the organization, structures and operation

of public health services.
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6. Action to be taken at Community Llevel

The existence of Llegislation on occupational medicine in most
countries of the European Community makes it easier to adopt Community
instruments in this field than 1in other areas concerned with working

conditions.

The non-binding recommendations adopted by the Commission in the

1960s have paved the way for such action.

However, since the adoption of these recommendations, production

techniques and methods - and consequently national legislation - have evolved.

Several arguments can be adduced to justify the adoption of a
Community Directive on occupational medicine. Amongst them is the recognition
that occupational medicine 1is in the public interest and the consequent
conclusion that all Community workers should be covered by occupational health

services as effectively as possible.
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Despite efforts in this direction, total coverage has not yet come
about. Some members consider that a Community ©Directive 1is the most
appropriate way of achieving this objective. Other members express no views as

to the form that a Community instrument on occupational medicine should take.

The geographical mobility of workers is on the increase because of
the existence of the Community and also because the economic crisis is causing
workers to look for employment further and further afield. Labour mobility i%
increasingly tending to transcend national borders. The convergence of
national legislation in a number of areas would pave the way for improvements
in continuous health care for workers and so make it possible to organize more

effective prevention in all countries.

Likewise, the technologies used in all branches of industry are
tending to be increasingly similar whatever the Member State. These new
technologies, which imply changes in the organization of work, have effects on
the physical and mental health and on the safety of workers. These effects
have not always been studied in sufficient depth, so it would be desirable to
exchange knowledge and give more uniformity to preventive action. The
proliferation of new products 1is another reason for closer coordination of

prevention, in which occupational medicine plays a key role.
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Thus, 1in addition to the adoption of a Directive on occupational
medicine, there should be better dissemination of information on work-related
diseases, industrial accidents and methods of prevention in the fields of
health and safety at the workplace, e.g. in the form of a data bank. Paraltel
efforts should also be made by the Community to improve and harmonize
statistics on industrial accidents and work-related diseases. This presupposes
Community standardization of the definitions of industrial accidents and

work-related diseases.

Such harmonization could, as the Statistical Office of the European

Communities proposes, be carried out in three stages

- compilation of available national data on industrial accidents and work-

related diseases;

- preparation of a standard form for the reporting of industrial accidents and

work-related diseases;

- drawing up of harmonized Community statistics.

Alignment of training programmes and specialist diplomas in

occupational medicine is also desirable.
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In conclusion, the observations contained in the present Report
argue the case for the adoption of a Community Directive on occupational

medicine, with priority being given to the following principles :

- cover should be provided for all workers, including workers in SMEs and

traditionally less protected sectors such as agriculture;

- top priority should be given to prevention;

- sufficient funds should be made available to carry out this preventive work;

- occupational health services should be present in undertakings themselves;

- occupational health services should be informed about the effects of

products and production processes on health and safety;

CES 259/84 fin jc
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~ occupational health services should be consulted before new products or
production methods are introduced and before changes are made in work
organization;

- occupational medicine should be multidisciplinary in nature;

-~ occupational medicine should be independent and autonomous;

- there should be coordination between occupational health services and other

bodies having responsibilities in the field of health and safety at work;

- workers' representatives should be informed and consulted on the

organization and operation of occupational health services;

- the cost of occupational health services should be borne by the undertakings

themselves;

- occupational medicine should become part and parcel of overall preventive

policies;

- the training of specialists in occupational medicine should be geared to the

tasks of occupational health services;
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~ the authorities should provide for continued monitoring of the health

workers exposed to, or affected by, health hazards or specific risks;

= research in the area of occupational medicine and working conditions should

be developed with the support of the authorities.

These various points have been expounded in greater detail in the

earlier parts of this Report.

The Chairman The Rapporteur
of the of the
Section for Social Questions Section for Social Questions
Jozef HOUTHUYS Bernard MOURGUES

The Secretary-General
of the
Economic and Social Committee

Roger LOUET
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Appendix 2

Occupational Injuries 4.
_Lésions professionnelles
Lesiones profesionales

L2 -

Persons injured and workdays lost -

Personnes sccidentbes ot journdes de travall perdye,
Personas nqcl'dcnudu y diss de trebsjo perdidos

w Number of persons Injured (thousandel: Personnes sccidentées imiliiers): Persones socidentades (misres):
1. -u. = of whom tetelly Injured « blessées mortellement - casoe mortsies
2 = of whom with lost workdeys - ayent perdu des journées de trevell - con pérdide de diss de websjo
8 Number of workdays fost (thousands) . waummlmmw Oles de trabejo perdidos {milleres)
e
Industria lgrandes divisiones) 4 —
1 2 3 4 s e 7 0 9 o
—
Pais -~ Tipo Totsl Agricuitura,  Mines, industriss Electricidad, Construccién Comercio, Treneportes, Bencos Servicios Actividedes
caza canterss many- gee, sQue restaurentes simecensis.  seQuros, comunales, 1o bien
. : ¥ hoteh " ey aloey sspecit
Y poece caciones sarv, pore personales  cades
Iy einpresas
Denmark - e — — e
1978 * '
1A} 31.252 0.921 0.063 16502 0.553 3.258 1589 2.965 0.183 6.228
1 0093 0.019 0.001 0028 0.002 0017 0.008 o.on - 0.009
1979 1 )
(A 34.295 0.910 0.050 17.310 0597 3.454 1.889 3.959 0.262 5.864
1 0.099 0.024 - 0.022 0.002 0.015 0013 0.010 0.001 0.012
1980 . ' !
(A} 33883 , 0952 0.029 16.742 0592 3.484 1.847 3619 0.298 8.320
1. 0075 0.018 - 0.015 - 0.014 0.010 0.010 0.002 0.006
" 1981 ’ ' :
(A) 34.055 0.987 0.048 18591 0550 3622 1.842 4.008 0335 7.074
1. 0.086 0.031 0.001 0012 0.001 0016 0.008 0.008 0002 0.007
France
1978 ' N »
(a) 203905 . ) ) X ) .
1 1.567 0510 0.004 0.500 0.124 0.225 0.204
2 1014.05 §26.44 352 250.73 54.95 52.71 126.70
(b) 290881 13271 957  8676.1 1549.0 1876.4 36179
1979 ‘ \ \
(a) 202832 .. . ) ) ) .
1 1484 0.440 0.006 0522 0.111 0.218 . 0.193
2 979.58 503.89 154 23783 53.78 63.84 126.99
. g g ()) 27585.2 12376.2 922 81366 16134 18596 3607.1
1 3 ]
(a) 200841 . ) ) ) ) )
1 1423 0433 0.008 0.468 0.089 0.234 0.193
.2 971.30 486.90 361 239.41 54.28 82.71 13650
(b) 272089 11948.4 883  8108.1 16024 18242 37974
1981 ' N s
(a) ) . ) . . .
1 1.423 0.468 0.004 0.445 0.108 0.215 0193
2 923.08 449.03 347 231.21 52.83 £1.90 134.62
(b)) 268214 114285 98.1 80891 14829 18311 38917
Germany
Fed.Rep.of
1978
(a) 201180 20607 8370  909.02 20035 . 544.64
1 4.182 0.747 0.197 1.342 0619 . 1277
1979 .
(A 2135.28 207.48
- : 63.16 965.16 s
1, 318,
4.083 0.667 0.184 1.322 0_623 £94.18
’933 . 1.222
112.81 207.14 52.87 948
1. : - 77 324,
3794 0.641 0.193 1.246 o 649? $79.06
1981 ) 1073
(A} 1960,78 198.25
. 51.37 856.47
1. 3 297.23
3.638 0597 0.153 1.188 0.564 857.46
: 1.136
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\QCCUpﬂtional.injuries . Persons injured snd workasys tost
.Lésions professionnelles ;.":W.cddmdd t“.ﬁ)oum‘o‘ Jt _wulpo;:uu
l oA . C ' .. - Pogsonap sccidentades i ias .
Lesiones profesionales SRONEA tades y dlag o perdid
[N} Number of persons injured thoueands}): Personnes sccidentées imiliiersh: Personas sccidentadas imilieree):
1. - of whom fstally injured - blesesdes MWI g - casos morisies oo
2 - of whom with lost workdays - ayent perdu des journdes de treveil . ~ con pérdida de diss de trabajo
' {8} . Numbaer of workdays loet {thoussnds) Journédes de travail perdues {mittiers) Diss de trebsjo perdidos {milisres)
% industrie {grendes divisiones) '*!
2 1 2 34 5 [ ? 8 - 9 0
’ N A ol Agricuttur, M Industrian  Elactricided  Conetuccidn Comercio,  Transportes. Bencos, Serviclos - Actividedes
s e ot e::-. . c:::n » M- gas, aQus restaurentes -imocon} e, :oouro. 1Y eomuna. " les. nO bn:‘
4 iviculture foctureras v hoteles comuni- inm. \J P
ot cociones sarv. pare personales cedas
b v pesce ompresss
treland
1978 ’
(A) 4.073 0013 3.496 0.078 0.487
1. 0.0268 0.004 0.013 -, 0.009
1979
(A) 3.633 0.018 3.129 0.087 0.399 -
1. 0.032 0.002 0.021 0.001 0.008 .
YN, 4330 . 0017 3.687 0.081 a’56s
-1 0.030 0.001 0.010 0.002 0017
foar .
(A} 3.865 0.027 3.19) 0.077 0570
£T1. 0.021 R 0.001 0014 0.001 0.005
LR A
1382
YA 4.671 - 0.028 3.807 0.073 0.763 .
1. 00186 - 0.004 0.005 - 0.007 - -
Netheriands
1978
(A) 87.068 2.875 0113 37.448 0.043 23.349 12.484 6.533 2181, 0.848 1.216
1. 0.082 0.001 - 0.024 - 0.032 0.008 0.018 0.001 - -
2. 86.986 2.874 0.113 37.422 0.043 23.317 12.456 8.517 2.480 0.848 1.216
1979
(A) 87.297 3.287 0.147 35.305 0.033 22.507 13.143 6.755 2.667 1.982 1471
1. 0.073 0.003 - 0.027 - 0.021 0.007 0.012 0.002 - 0.001
2. 87.224 3.284 0.147 36.278 0.033 22.486 13.136 6.743 2.665 1.982 1.470
1980
{A) 85.820 3.389 0.180 35.086 - 0.027 22.356 13.254 6.536 2.667 2.325
1 0.088 0.002 - 0.020 - 0.033 0.007 0.017 0.005 0.004 -
2. 85.732 3.387 0.180 35.066 0.027 22323 13.247 6.519 2.662 2.32% -
1981
{A} 75.515 2.900 0.127 31.061 0.025 19.767 11.780 52681 2.342 2.252
1. 0.062 0.001 - 0.012 - 0.028 0.008 0.012 0.001 -
2. 75.453 2.899 0.127 31.049 0.026 19.739 11.772 5.249 2.341 2.252
United Kingdom
1978 ) . .
2 597.800 10.350 74.600 247 600 12.300 68.150 51.150 41.800 3.500 55.400 32.950
8} 152334 2735 1942.4 61225 288.9 18015 11759 1180.1 818 14876 879.0
- 1979 ? ) . .
1 0.691 0.057 0.079 0.180 0.0t} 0.129 0.043 0.129 0.010 0.032 0.021
2. 581.0 - . . - B '
(8 )
1980 ? ’ . . . .
1. 0.628 0.040 0.073 0.151 0.009 0.131 0.040 0121 0.008 0.037 0018
2. 509.000 13.000 58.000 187.000 11.000 54.000 43.000 39.000 4.000 57.000 33.000
B} 127715 315.1 13425 47424 259.0 13968 9429 1099.9 119.3 16229 930.7
1981 7 » . . .
1. 0.502 0.030 0056 . 0.128 0012 0.081 0.033 0.100 0.010 0.041 0.0
2. 421.000 8.000 48.000 148.000 10.000 48.000 43.000 30.000 3.000 56.000 27.000
8) 10 586.2 2278 1206.8 37049 266.9 12380 938.2 8715 104.1 14103 617.6
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Soclal protection 2

Occupational accidents
in the lron and steel industry
Frequency rates for accidents

- 44 -

Protection sociale Soclale bescherming

Arbeldsongevallen in

de ljzer- on staslindustre

Frequentie der

arbeidsongevallen
{per Mio hrs/par Mio h/per iio uren)

Accldénts de travail
dans la sidérurgle
Taux de fréquence des accidents

' 1981 1981
1972 1973 1974 1975 1978 1977 1978 1979 1980 1981 977 1980
. %
3.5.13 Fatal accidents Accldents mortels Ongevaslien met dodelijke afloop
Belgique/Belgi# 0,15 0,30 0.17 0,15 010 t 0,10 0,11 0,12 011 0,13 125 121
Danmark : : 0.33 0,24 01 0 0 0 0 0 100 100
BR Deutschiand on 0,18 0,13 0,13 014 | 008 0.06 0,12 0,08 0.09 105 102
‘EMGSa : : : : : : : : : : : :
France 0,13 009 | 0,13 0,13 010 1 007 0,06 0,05 0,03 0,06 a5 185
lreland : : 0 0 01 0 o 0 : : : :
Italia 0,12 08 0.14 0,06 006 1| 008 0,09 0,06 0.09 0,04 52 45
Luxembourg 0.09 0,14 0,35 0.20 017 | 0,06 0.17 0,29 0,08 0.13 225 171
Nederland 0.17 0.08 0,08 0,04 0,12 | o] 0.03 0,09 0.06 : : :
United Kingdom : 0.15 0,08 0,10 004 | 005 0,04 0,05 : 0.06 108
EUR 10+ : 0,13 0,12 011 |t 007 0,06 0,08 : :
Espafia : : : ! : :
Portugal : : : : : : : : : : : :
Sverige 0.10 0.04 0,06 0,08 0.06 0.05 004 1 001 0.01 : : 100
USA : : : : : : : : : : : :
Nippon (Japan)
3.5.14, Non-fatal sccidents (> 3 days’ Aceldents non mortels (> 3 Jours Ongevslien tonder dodelijke
sbsence) d'sbsence) afioop (onderbreking ven
Estsblishments with 4 000 — 7 999 Etablissements occupant > 3 degen) Vestigingen met
employees 4 000 — 7 999 salariés 4 000 — 7 993 werknemers -
Belglque/Baelgié 93 87 90 76 80 | 84 76 9 74 66 79 89
Danmark : : : : o — — — . — — -— —
BR Deutschland 86 98 93 80 84 | 59 54 51 58 46 78 80
‘EAMSSa : 2 T : : : Do : : : : .
France 57 61 | 72 81 85 | 55 61 53 : 40 72 :
Ireland : : : : | —_ — —_ — —_ — —
Itallg 65 73 78 90 90 | 70 74 a3 75 76 110 102
Luxembourg 82 79 79 68 75 | 56 58 62 61 50 90 82
Nederiand — —_ — —_ — — —_ —_ — : - t
United Kingdom o i 19 14 15 : 15 78 :
EUR 10+ ! 55 55 61 : : : :
Esp‘M . . . . . . .-
Portugst : : e
Sverige 20 18 80
USA . . 2y
Nippon (Japan} &
3815 Non-tatal sccidents (> 3 Accidents non mortels (> 3 jours Ongaevailen tonder dodelifks
daye’sbsence) d’sbsence) sfioop (onderbreking van
All establishmenls Tous étsblisséments > J degen) Alle vestigingen
Belgique/Belnis 82 85 86 74 81 | 82 75 85 77 72 88 7y
Danmark : : 63 685 59 1 44 51 54 53 45 104 8y
BRV Deutschinnc 90 96 90 79 80 | 54 54 56 58 48 88 83
EAMGSO o : : : : : : : : : . ¢
Frante &8 noyoon 80 7% 1 49 51 50 45 39 79 8
::o‘l;nd : ; © v 45 ag 49 1 33 27 34 : : : K
L ‘o G5 074 105 107 104 | 97 . 95 97 89 84 87
Lgxor?bo;lrf, ;g 73 78 68 73 1 51 54 60 60 47 91 %
pdepdnd . 14 sh 3 L BN T 25 29 31 : : .
S nydeon : 1 2 g w1 18 19 : 16 87 :
Espafa : : 2 &7 67 1 49 49 51 : . s 1
Portugal : : : : s
Sverige z . : : : - :
0s A"" 4 4% 53 54 47 4 511 23 92 g’g
Nippon (Japan} ) ‘ : : ¢
SOURCE EUROSTAT
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Soclal protection Protection soclale Soclale bescherming
Occupational accidents in Acclidents de traveil dans Arbeidsongevalien in

the iron and steel industry Is sldérurgie de ijzer- en staalindustrie

Days lost per non-fatal accident Journées perdues par accrdent non-mortel Dagen verloren per ongeval zonder
{atleast 1 day's absence) (1 jour d'arrét au moins; dodelijke afioop {onderbreking van

ten minste 1 dag)

1972 1973 1974 1975 1976 1977 1976 1979 1980 1981 1981 1981
| A I B 1977 1960

”
-

35.16 Steelworks Acléries Staaltabrieken b
Belgique/Belgie 12,7 119 122 14,4 128 | 148 13.4 148 159 136 92 86
Danmark 16,2 133 184 | 12.8 149 13.8 233 10,1 79 44
BA Oeutschiand 18.6 16.8 17.2 18.4 18.1 | 18.3 19.2 18.4 18.6 17,4 35 93
‘EMGSa : : :
France 28.4 280 | 263 276 258 | 278 27.4 281 34 371 133 109
Iretand : : 18.8 149 332 | 322 19.2 43.0 : :
itaha 155 161 16.4 161 147 | 134 139 13.4 128 4.9 11 116
Luxembourg 222 206 214 248 210 1 194 24 4 263 25.2 26.3 135 104
Nedertand 22.2 236 219 283 230 1 223 21,2 22.1 233 : : :
United Kingdom : : 18.2 259 258 28, 263 137 93
EUR 10 18 18 18 18 : : :
Espafia : :

Portugal
Sverige

USA

Nippon (Japan)

357, Rolling mills etc. 1) Laminoirs etc. ') Watsearllen enz. ')

Belgique/Belgie 13.3 13.2 137 149 16,0 | 163 157 15.0 16.6 141 87 85
Danmark : 18,6 19.8 179 1+ 249 199 137 19.2 217 87 113
BR Deutschiand 174 16.3 17.5 179 172 1 16.6 18.6 175 18.7 18.1 109 97
‘EAAGOO : Lo - " . . R
France 278 275 | 260 270 252 + 264 280 281 34 336 127 100
retand : 443 250 262 | 447 29,5 38.0 . :
ltalia 18.2 16.8 17.0 158 147 | 13.8 140 141 141 159 115 112
Ltuxembourg 240 23,0 215 238 239 | 220 222 269 225 253 115 113
Nedertand 223 218 212 23.4 277 | 203 27.5 228 24 : : :
Untted Kingdom : . 1 231 221 232 235 287 124 122
EUR 10+ 18 19 19 19 : : :
Espafia
Portugal
Sverige
USA
Nippon (Japan}
3.5.18. All iron and eteel activity Ensemble de I'ectivité Gehele ljzer- en staalindustrie
sidérurgique

BelgiquasBel jie 13.1 12.9 13.2 14,2 145 1 150 142 144 15,7 14,2 95 90
Danmark 17.2 14,6 16.7 | 19.4 16.6 138 194 16.6 86 85
2R Deutscruand 17,4 16,4 16.8 176 174t 169 17.8 17.5 17.6 17.6 104 100
‘EAAGSa B : . : : : :
France 276 274 4 264 269 252 + 272 271 279 a3 347 128 105
lreland :. 345 19,2 308 | 423 259 36.4 : : :
ltaha 16.6 18,0 16,0 154 143 1| 129 | 13.2 13.2 128 14,6 113 114
Luxemboyry 222 223 222 228 222 1 221 218 249 233 25.1 114 108
Noderiand 233 228 24,3 257 248 | 221 247 238 240 : : :

nit t.m()obm : : : : CoF 283 247 855 253 298 118 118
E\MT'& . : ' ' [ J 1 18 19 19 : ; .

spana . ¢ .
Portugal : : ’
Sverige 2 . . : : -
bon ge ?) 20.9 210 215 20'1. 225 208 203 | 19 20 ; . 105
Nippon (Japan) : :
'} The srimant ; \ —_—
i A e TN I 0L L T S gt e it 1 e e e
: stoehworks (incl roiing mdls efc ) 1} SidérurQee {y COMEr s IemnoNs eic ) 1 Uzer- en “..“8:“"" “m' w:;?ﬂkn enz}

EUR 9
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