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I. INTRODUCTION 

The Seminar on Health of Workers engaged irl Smdll-Scale Industries took 
place in Damascus, Syrian Arab Republic, from 19 to 24 September 1987. It was 
organized by WHO in collaboration with the Ministry of Health, Syrian Arab 
Republic. with the objectives of identifying parameters for the assessment of 
the problems associated with work in small-scale industries, reviewing 
methods and approaches for the control of these problems, reviewing social 
and health care needs of those working in small-scale industries, discussing 
systems ot health care delivery available to this sector and reco~ru~~er~dlr~y 
planning and organization of health care programmes within countries' primary 
health care services. Participants were from Cyprus, Democratic Yemen. 
Djibouti. Islamic Republic of Iran, Pakistan, Qatar, Sudan, syrian Arab 
Republic, Tunisia and Yemen. The Agenda of the Seminar appears in Annex 1 of 
this report. The list of participants is given in Annex 2. 

Inaugurating the seminar. H.E. the Minister of Health, Ur tihasoub ol 
Rifaie welcomed the participants and expressed happiness and appreciation 
that the World Health Organization had chosen Damascus as the venue. He 
stated that the health nE workers in small-r;cale indt~stries was of great 
importance in the Eastern Mediterranean Region due to the rapidly developing 
industrial schemes. Workshops and factories exposed workers to hazards, 
injuries and occupational diseases which required proper protection. He added 
that this group ot workers, who, more often than not, lacked proper job 
training, skills and proper knowledge about work hazards and their effects on 
health, should be cared for, and supervised by experienced health and 
engineering personnel who should educate them about the nature of their work 
and possible hazards. 

In his message, Dr Hussein A. Gezairy, Regional Director, WHO Eastern 
Mediterranean Region, welcomed the participants and expressed hls gratitude 
to the Government of the Syrian Arab Republic for hosting the seminar. He 
drew attention to the fact that small industries and mines employing less 
than 100 workers had been estimated to employ ahollt 70% of the world's 
workforce in manufacturing, mining and related trades, and that the health 
hazards which workers in such small-scale industries faced were, in almost 
all cases, much more serious than those in large establishments undertaking 
similar activities. such a situation, he added, might be dttrlbuted Lo a 
multitude of factors including a lower level of technology, limited financial 
resources, a lower level of education of both the workers and owners, and the 
absence of regular health and safety care and of official inspections. He 
stressed that occupational health programmes and services for workers in 
small-scale industries should be developed as an integral part of the health 
service infrastructure and primary health care system of the countries. 

During the seminar a pre-prepared working document was referred to and 
the participants highlighted experiences in their respective countries. 
Country presentations also identified the Eollowing rnmmnn prohlem and 
constraints: ( a )  the lack of adequate data on the extent and nature of the 
health problems in small-scale industries: (b) the lack of recognition of 
health problems of great magnitude among the workers, resulting from 
malnutrition, endemic disease and combined exposure to hazards at work: some 
of the major work hazards emphasized were those due to dust, noise and use of 
chemicals; (c) the lack of awareness within health service infrastructures of 



their vital role in occupational health; (d) the lack of trained personnel in 
the field of occupational health: (e) the lack of coordination among national 
programmes dealing with health, ldbou~ yruLecLlurr end social security; 
(f) the limited ability of workers in small-scale industries to secure 
appropriate health care for themselves; (g) the need to develop training 
prngramrneq, eqtriprnent and supportive legislation. 

11. HEALTH CARE FOR WORKING POPULATIONS 

Health care Lor Lhe wurkiriy populaLion should not only be considered a 
national health priority. but a national development priority, since any 
developmental programme is, ultimately, dependent on human resources which, 
to function optimally, should be maintained in a good state of health. 

Another factor which makes the provision of health care for the working 
population important is the size of this section of the population. It is 
estimated that the world's population by rne end of 1987 will be 
5 billion 111, 90% of whom will be living in developing countries. It is also 
estimated that, by the end of 1987, the total workforce in the world will 
number in excess of 2 billion. 85% of whom will be livinq in developing 
countries. Thus, the working population of any country constitutes a large 
section of its population. 

Furthermore, the working population is exposed to health hazards over 
and above those of the rest of the community because of work practices. 
providing another reason for special concern for their health. 

In summary, these three factors, national economics, the size of the 
world's working population and the special hazards associated with work, 
provide more than adequate reason for decision-makers to afford high priority 
to the provision of health care services to the working population. 

A large proportion of the working population is employed in "small 
industries", which often feature uncontrolled health hazards and where the 
workers do not always have health supervision facilities. The following are 
the special characteristics of workers engaged in small industries: 

(a) their health and safety problems are often serious: 
(b) they are usually economically disadvantaged and, in many countries, not 

organized; 
( c )  they are often not covered by occupational health and safety 

legislation; and 
(d) national health services pay little attention, if any, to occupational 

health problems. 

111. SMALL-SCALE INDUSTRIES: AN OVERVIEW 

111-1. Definition 

There is no universal definition of what is to be called "small 
industry". Several factors may be taken into consideration in determining 
slze, such as number Of WOPKerS employed, capital invested, dllrludl Lurrruver 
oE products, size of premises, and even the amount of raw material 
utilized [21 . 



In dealing with health and labour problems, the size of the industry 
plays an important role. It influences, for example, production, wages, 
stability and conditions of life and work. Small factories are often 
described as having the following characteristics: 

( a )  close personal relationships between the owner/rnanagcr and workcrs; 
(b) little, iE any, specialization in the performance of management 

functions; and 
(c) smaller "economic compass" of individual establishments expressed in 

terms of number employed, capital, products, power, etc. 

These can be considered as functional definitions of "small" industries. 
A quantftativc definition may not bc practical but it is sufficient that 
there is a general understanding of the nature of the problems of small 
industries. A definition is required, however, in undertaking field 
investigations and specific studies, or starting a specialized service. 
Perhaps the most convenient method for the above purposes is to take an 
arbitrary number of workers, such as 50, below which a workplace may be 
classified as "small", excluding automated factories which may be "large" in 
Lsr.iirs uT Luildiny, design ur yruducLivn, but 'small' in respect of number of 
workers. 

Cottaqe industry is one type of small industry in some developing 
countries; in this case work is carried out at home, usually without machines 
and sometimes expanding the workplace from the home to the back yard. 
Sometimes workplaces obtain old machines and then move into a temporary 
building, often not built for the purpose of the small industry. As small 
industries acquire machines and increase the number of employees from 50 to 
200 they should be classified as medium-sized industries. 

111-2. Examples of small industries 

some examples of small industries are to be found among the following: 

small engineering and carpentry workshops; 
workshops for the preparation, grading and packing oE crops, tea, 
spices, etc- ; 
handicraft workshops for the production of native ornaments from plant 
or animal sources, 
cotton ginneries; 
stone cutting and stone crushing mills; 
printing works; 
electroplating workshops; 
small fn~rnrtries and hl arksmi  t h q :  
car repair workshops; and 
laundries. 

The above examples are tound in the rnajorlty ot countrles ot the Region. 
However, this picture has, to some extent, changed in countries where economy 
and industrialization are more developed, and below are two examples of newer 
industries that have begun to appear and that will also become important in 
developing countries in the near future: 

(a) chemical workshops (mixing chemicals, etc.); 
(b) enterprises selling diverse services (e.g. conterence services, banklng 

services, etc.). 



IV. THE REGIONAL SITUATION OF OCCUPATIONAL HEALTH SERVICES IN SMALL-SCALE 
INDUSTRIES 

Countries in the Eastern Mediterranean Region are striving to attain 
self-reliance, both economically and socially. They fully appreciate that the 
working population. including those people engaged in small-scale industries. 
constitutes a major and important section of the community. and that their 
health and well-being is an essential element in social and economic 
development. 

A situational analysis of the type of occupational health services 
provided to workers engaged in small-scale industries in some countries of 
the Ra-tern M~dir~rranean Region may be found in the following excerpts of 
country statements presented during the seminar. 

small-scale industries constitute 90% of the total industrial 
undertakings in Cyprus. occupational Health is provided by the Occupational 
Health Service which functions within the framework of the Labour Department 
of the Ministry of Labour and Social Insurance. Special emphasis has been 
given to high-risk groups of workers (about 10 OOO), especially those exposed 
to lead, asbestos, pesticides, benzene, polychlorinated biphenyls and 
excessive noise. The legislative and administrative support is sufficient and 
is based on close collaboration between the Ministry of Labour and the 
Ministry of Health. At present, 140 000 Cypriot workers are covered by 
legislation concerning hcolth and safety in the working environment. 

However, the most imperative need is the establishment of a proper 
occupational health department which will be able to cope with all the 
problems of occupational and environmental health in Cyprus. Furthermore, 
specific research studies should be carried out in order to ascertain the 
extent of occupational health problems and to provide the necessary 
information for an effective preventive occupaLiona1 tledlth programme in 
small-scale industries. 

Democratic Yemen 

In Democratic Yemen health services have been provided since 
independence while industrial development has been one of the main concerns 
of the Goverrunrrlt. Labour Law No.4 and Social Security Law N0.l of 1980 
established the health insurance system which includes medical care for 
occupational injuries and diseases, disability assessment and compensation. 
and require that health care establishments employing more than 3011 workers 
employ a trained nurse. The health care services are provided, Eree of 
charge, to workers in small-scale industries through the clinics and 
polyclinics which are well equipped and staffed with the required health 
personnel including doclors, rturses, and primary health care guides. 

Djibc .ti 

In Djibouti there are no health personnel specialized in the discipline 
of occupational health. Under the social security system of the Ministry of 
Labour and Social Security is affiliated the Interentreprise Medical 
Services. These services provide temporary workers and their families with 
general curative as well as preventive care. The legislative background is 



considered sufficient but has not been implemented. Therefore, an effective 
occupational health care system should be established with special emphasis 
on the protection of workers all over the country. 

Iran (Islamic Republic of) 

In the ~slamic Republic of Iran data published at the end of 1985 showed 
that about 1.4 million industrial undertakings were located in the urban 
areas. There were about 3.9 million workers engaged in these enterprises: 
52.5% of these workers were working in small-scale industries. Exact figures 
for small-scale industry in the rural areas are not available. However. 
traditional and domestic craft workshops and cottage industry are known to 
exist. Altogether about 10 million workers are engaged in large and small 
industries in the Islamic Republic of Iran and it is estimated that 50% of 
these work in small industries, in both rural and urban areas. 

50% of workers engaged in small-scale industries receive social security 
benefits and are insured against occupational and non-occupational accidents 
and diseases. Workplaces are subject to inspection for safety and health 
problems. The social security system provided treatment for workers and their 
families until 1976. Since then this has been the responsibility of the 
Ministry of Health. Workers receive disability and retirement benefits as 
well as compensation for industrial accidents and diseases. 27% of the 
average monthly earnings of workers is paid jointly to the social security 
fund by the employees and their employers to pay for the cost of these 
services. No occupational health care is provided for those who are 
selC-employed. 

Pakistan 

Facilities for occupational health care in Pakistan are provided through 
the Social Security, Labour and Health Departments of each province. The 
social security institutions are part of the Labour Department, but are 
autonorlrous bodies with representatives of workers, employers and the 
Government. They provide medical coverage and compensation to the sick, the 
injured and the disabled, etc. The employer pays 7% of the wages as social 
security contribution. The Inspectorate of Health in the Labour Department. 
is responsible under the Factory Act for the medical fitness of a worker 
before entry into service and for preventive health coverage against 
occupational diseases during service through regular inspections of the 
worKer and the workplace. ~t present tne soclal security system covers 
workplaces with more than 10 workers; thus, some small and cottage 
industries: and self-employed workers need to be catered for. This may be 
done through the extension of the social security system to include them or 
by involving PHC units both for curative and preventive occupational health 
care. 

Qatar 

In Qatar, occupational health care for small-scale industries is 
provided through the nearest primary health care centre and through the 
outpatient department of the central hospital. In remote workplaces, male 
nurses provide health care and first-aid treatment. The Occupational Health 
Division in Doha is responsible for occupational health care which may 
include periodical medical examinations of workers, inspections of the 
working environment, and participation in training of factory doctors, safety 
officers, public health inspectors, as well as in policy matters related to 
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OCHC Occupational Health Centre 
CH Central Hospital 

COORDIIJAT J01i 

I Ninlstry ot Labour 

I 

FIG.l. Health services for workers in Sudan. 

Wor~era' 
Culture 

lndustrial Social 
Safety Insurance 

Inspection 
A T- 

\ 

Y 
Large Medium Small 

Industries Industries Industries 
t 

~ ~ r i c u l t u r e '  

c----+ Expected Referral System 



the protection of the health of the workers. The most prevailing occupational 
health problems are excessive noise, heat stress, inadequate industrial waste 
disposal, and inadequacy of protective equipment, first aid boxes and trained 
first-aiders. An occupational health programme is necessary; administrative 
reorganization of the governmental bodies responsible for primary and 
occupational health care would lead to the optimal utilization oE health 
manpower and the benefit of the workers. 

Sudan 

In Sudan, small-scale industries constitute the major part of industrial 
undertakings. Most of the workers (65%) are engaged in agricultural 
operations and only 35% are engaged in industrial processes. Occupational 
health care is provided through the Occupational Health Department of the 
Ministry of Health with its regional centres. Communicable and non- 
communicable diseases, occupational diseases and accidents prevail among the 
workers and are aggravated by poverty, child labour, illiteracy, social 
instability, and excessive overtime among other things. Workers in 
large-scale industries, when compared to their counterparts in small-scale 
industrics, arc odcquatcly covcrcd by qcncrol medical carc, occupational 
health services, factory inspection and social insurance. Workers in 
small-scale industries are in a much poorer position due to inherent 
characteristics of the work, employers, workplaces, work practices and the 
services provided to workers. They are further underprivileged because of 
inadequate legal coverage: the Industrial Safety Act (1974) is the only 
Labour law that caters for workers employed in workplaces employing more than 
ten workcrs. Thc occupotional health scrviccs hardly rcoch thc lirnitcd numbcr 
of workers in areas for small-scale industries in the capital and three other 
regional centres. For general health care, the worker in small-scale 
industries may use the community health services; these have no 
specialization in occupational health (Fig.1). Effective collaboration, at 
the higher levels, between the Ministry of Health and the Ministry of Labour 
is necessary. Moreover, improvement in the medical equipment of the 
Occupational Health Department, increase in the number oE regional 
occupational health units, post-graduate training of doctors, increase in the 
number of technical staff, introduction of medical reporting systems, and 
establishment of programmes for periodical medical examinations of workers 
are some of the factors which are considered essential for an effective 
occupational health system in Sudan. 

Syrian Arab Republic 

In the Syrian Arab Republic the Law of Social Security No.92 (1959) 
Article 18. required all employers. regardless of the number employed. to 
register their workers at the General Institution of Social Security in order 
to ensure them against work injuries and occupational diseases, and in return 
the Institution provides insured workers with medical care. The number of 
lnsured workers In uamascus in 1986 amounted to about 350 000. 30% of worKers 
are engaged in small-scale industries. 

Article 65 of Labour Law No.91 (1959) obliged employers to provide 
workers with access to first-aid treatment in the workplace, to hire a 
first-aider and a physician for their treatment and to provide medications 
free of charge. 
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Article 1 of the Ministerial Decree No.302 of 1969 stipulated that an 
employer hiring 20-100 workers had to set aside a separate room at the 
workylatir eyuipped with essential first-aid instruments, medications and 
materials, and to hire a first-aider when needed. 

The mpdical s~rvicp% prnvined by the General Institution of Social 
Security to workers include essential medical treatment to the injured worker 
and payment of daily compensation to the injured worker during the period of 
treatment and hospitalization. The protection of workers against the hazards 
OZ WOrK, WOrK injuries and occupational diseases is stipulated by Article 51 
of social Security Law No.92 of 1959. Inspection of the workplaces, 
measurement of noise, radiation, light, etc., laboratory work for the 
measurement of heavy metals in air, blood and ~lrlne, and spiroqrams and 
audiograms for workers exposed to dust and noise are normal work procedures 
carried out in the Department of Occupational Health, an important component 
of the General Institution of Social Security. The Department of Occupational 
Health organizes national training courses in occupational health and safety. 

Tunisia 

In Tunisia, health care legislation was first promulgated in 1956 for 
the establishment of health care services in factories employing more than 50 
workers with the principle task, "to attend to workers' health and supervise 
their aptitude prior to their recruitment and during employment". However, 
the Tunisian Labour Code (April 1966) brought down the number of workers 
covered to 40. Although the law does not oblige employers employing less than 
40 workers to guarantee health care to their employees, it does not prevent 
them from providing occupational health services when workers request them. 
Ministerial Decrees 68-328 of 1968 specified the types of work for which a 
special health service is compulsory. It is estimated that about 2 million 
WOlKerS are engaged in various sectors of economic activity, mainly in small 
scale industries. 98.6% of Tunisian factories employ less than 40 workers of 
which 96% have less than 10 workers. 

In Tunisia, the legislation makes it obligatory for enterprises of less 
than 100 and more than 40 workers to establish inter-enterprise (group) 
medical services. The services are to provide health care to the workers at 
recruitment and during employment. The cost of preventive care is paid by the 
employer. 

Yemen 

Yemen started to implement an occupational health care programme in 
1982, but only in mid 1985 did it begin seriously to carry out the plan of 
uper-atlori and build the infrasrructure, with the collaboration of WHO. 

until now, emphasis has been placed on industries with 50 workers or 
more. All of them get health care through public services or private clinics 
which have contracts with small-scale industries. 

Occupational health care as a speciality is not yet established in the 
publlc service or the private sector, because of lack of manpower and 
equipment. There are only public health inspectors who supervise 
environmental conditions, educate workers, and advise owners on provision of 
equipment Eor protection. Thp nrrr~patinnal Health Department holds some 



seminars and sponsors television programmes educating workers and owners 
about hazards in the different industries and how to prevent these hazards, 
but the problems cannot be aecermlnea by the IrlLeIi~aLluiral sLaildards of 
measurement because of lack of specialized personnel and equipment. The very 
small-scale industries (workshops) have been neglected in the efforts so far 
made, but these workers have access to the p u h l i r  health service. 

V. PROBLEMS OF WORKERS ENGAGED IN SMALL-SCALE INDUSTRIES 

V-1. General 

The problems of small industries are not restricted to developing 
countries but are also encountered in highly inri~~strialized countries. 
Moreover, the health hazards encountered in small industries are, in the 
majority of cases, much more serious than those in large-scale undertakings 
with similar industrial activity. This may be attributed to a possible 
multitude of factors including a lower level of technology, limited flnancial 
resources, a lower level of education among workers and owners, and the 
absence of regular health and safety care. Hours of work are often long and 
unregulated, days and nights, wages are generally low, welfare Facilities 
almost absent, and work premises may, in some instances, be primitive, dusty, 
dim and over-crowded [3 ] .  

However, this picture may be compensated for by other factors which 
raise the morale and the psychosocial well-being of workers; for example, the 
employer/worker interpersonal relationship, expressed appreciation of the 
w u ~ k  by the employer and the satisfaction oE thc worker on seeing his product 
finalized. 

V-2. Health problems 

There are many serious health problems in small industries in developing 
countries in addition to the already considerable health problems of the 
general population. 

The working population in small industries in developing countries 
usually has impaired health with high morbidity in the same way as the 
general population. The major causes for this are infectious and parasitic 
diseases as well as diseases due to malnutrition and deficiency, creating a 
large and vulnerable group. To this morbidity are added accidents at work and 
occupational disrdsrs from chemical, physical and biologicitl causes. The 
incidence of occupational diseases is usually high. As workers usually have 
no previous experience of industrial work and lack knowledge and under- 
standina in applying preventive measures and using protective equipment, the 
result is an increase in absenteeism, accidents, and occupational and 
non-occupational diseases; the work environment and the work load also 
contribute to problems of the back, and cardiovascular and infectious 
disadses. 

The working environment may include many health hazards such as exposure 
to dusts and toxic fumes or gases. Metals and their alloys, solvents, 
thinners, dyes and paints are currently used with little or no preventive 
measures. Exposure to toxic gases may sometimes be accidental e.g. leakages 
of bottles or cylinders. Since most of the workers in small industries must 
be able to do all the jobs, there will be a high degree of Job ruLat.1~11 a~nd 
exposure may be short. Exposure to physical factors, such as noise and heat 
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is usually combined with exposure to toxic substances, while heavy physical 
work and lifting combined with heat exposure multiplies the effect on 
wor-kers. Tv dl1 this can be added laCK of general nyglene, safety ana 
sanitation. 

V-3. High turn-over rate 

One of the problems in small-scale industry is the high turn-over rate. 
Where workers are performing skilled working tasks the reason for this i s  
quite obvious but where workers are handlLng toxic substances or working in a 
highly accident-prone process, the real problem may be obscured by a high 
turn-over rate and the situation may seem to be in good order. With good 
ohservatinn and keen fnllnw-II~ t h ~ s e  misleading matters can be avoided. In 
some countries, labour migration is the cause of high, seasonal turn-over 
rates. 

V-4. Legal problems 

The organization of occupational health services for small industries in 
developing countries faces some obstacles from thc lcgol point of view. 
Legislation on compulsory occupational health services in work places in 
developing countries usually has limited mechanisms for its application by 
the relevant authorities. Some workers' protection acts do not cover work 
places with less than 10 or 25 workers, and very small factories are often 
excluded from the legislation. 

V-5. Administrative problems 

The issue of organizing and administering occupational health services 
for very small Industries is very difficult, especially for scattered work 
places in rural areas. It is also difficult to organize effective application 
of and adherence to legislation on occupational health services. It requires 
an adequate system of inspection to ensure that work places are visited 
regularly to see that health and safety provisions are being applied, that 
workers and employers are advised on the requirements of the law and how to 
comply with them which, in most cases, requires technical skills in 
industrial hygiene and safety. and that legal action is institllted. w h ~ n  
necessary, to secure compliance. 

To organize an effective system of specialized inspection is difficult, 
even under relatively Lavourable circumstances. In order to do so, a large 
number of inspectors are required which is not affordable by many 
governments. Even greater effort is required to cover scattered areas with 
little positive result. From the point of view of the small employer. 
complying with the provisions of the law may also be difficult. For example, 
it may be difficult for him to understand complicated technical means oE 
hazard prevention and the necessity for such. 

V-6. Social problems 

In ve ry  s:itdil irlGilstrit3 OL work places where the manager is alsn 
working and where every worker has to be able to do all or a number of 
different jobs, interpersonal relationships are usually very close. However. 
there may be little continuity in the employment due to the low economic 
stdridards and very long WOrKlng day, uue ro the low stanaara of llvlng of the 
working population, many workers may take up several jobs which further 
increases the length of their working day. 
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In many countries there is extra pay for occupational health risks which 
replaces introducing costly protective measures. There is often a low 
education and technical standard among WorKers In small Induscries, and 
therefore there is often a lack of knowledge and understanding about taking 
preventive and protective measures and since compensation itself does not 
protect, this situation may result in a vicious circle well-known in 
developing countries of higher morbidity, resulting in lower productivity, 
lower income, lower standard of food and housing, and so on. 

Alcohol and drug abuse are social problems l r i  ydrts uf Lhe Region. 
Adolescents and adults are the main targets. They constitute the back-bone of 
industry, small and large. Hence problems arising Prom these agents become a 
concern of occupational health care, as well as primary health care systems. 

The Region is currently witnessing a huge leap toward industrialization. 
Rural societies are being transformed into modern technological societies 
with concomitant difficulties in adaptation for the whole population. 
Financial problems, high unemployment rates, migration to urban areas, slums 
and criminality are problems for the whole society and these are linked with 
t h e  avaI1~hility of work- Tn large industries it may be easier to handle such 
problems, but in small-scale industry, which is more dependent on the 
individual worker, the means of dealing with them are not always obvious or 
available. 

In general, it may be mentioned that small industries in both rural and 
urban communities pose the following problems: 

higher incidence rates associated with poor equipment and the low level 
of safety education; 
unsafe working practices likely to result in occupational and 
non-occupational diseases and poisoning; 
poor design and arrangement of work stations; 
poor work organization; 
longer working hours; 
poor welfare and health facilities; 
a lack of awareness among employers of the importance of a safe and 
healthy working environment in protecting workers' health and ensuring 
higher productivity; 
low wages, poor living conditions, malnutrition and unwholesome habits 
conducive to poor health and weakened resistance to occupational hazards; 
ergonomics problems and generally poor working conditions. 

! VI. ORGANIZATION OF HEALTH CARE DELIVERY SYSTEMS TO SMALL-SCALE INDUSTRIES 
1 

VI-1, Overview 
i 

A t  a meeting of the Joint ILO/WHO Committee on Occupational Health held 
ill 1950, L l ~ e  aim W E  occupational health was described as follows [ 4 ] :  

I .  

"Occupational health should aim at: the promotion and maintenance of the 
highest degree of physical, mental and social well-being of workers in 
all occupations: the prevention among workers of departures from health 

1 .  caused by their working conditions: the protection of workers in their 
employment from risks resulting from factors adverse to health; the 

I 
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placing and maintenance of the workers in an occupational environment 
adapted to his physiological and psychological equipment; and to 
summarize, the adaptation of work to man and of each man to his job." 

Article 1 of ILO convention 161, 1985, defined occupational health 
services as 'services entrusted with essentially preventive functions and 
responsible for advising the employer, the workers and their representatives 
in the undertaking on: 

i the requirements for establishing and maintaining a safe and healthy 
working environment which will facilitate optimal physical and mental 
health in relation to work; 

(ii) The adaptation of work to the capabilities of workers in the light of 
their state of physical and mental health." 

The WHO Global Medium-Term Programme [5] (1983) emphasized that 
collaboration between Member States and WHO in workers' health has three main 
thrusts: (a) health protection of the underserved working populations who 
constitute tne majorlty of tne economically productive populativn; 
(b) strengthening of general health services through the application of 
occupational health technologies and approaches, and (c) workers' 
participation in their health care delivery system. Therefore. the 
development of workers' health care programmes as an integral part of the 
health services infrastructure is a main objective: and the coordination 
among various national bodies concerned with workers' health and safety 
Including labour, industry and other sectors is ernphaslzed. 

The World Health Organization and the International Labour Organization 
adopted several resolutions. conventions and recommendations cnncerning 
occupational health services for the working population. These services 
should take into consideration, and be based on, Article 5 of ILO convention 
No.161 (Annex 3 ) .  

Despite the political mandates contained in the above-mentioned 
resolutions, conventions and recommendations, occupational health services 
and national occupational health prorjrames Eor the working populations in 
general, and workers in small-scale industries in particular, remain under- 
developed, ineffective and inadequate, in the majority of countries of the 
Region. 

Since the seminar concerned itself, inter-alia with the delivery of 
health care to small industries, it was pertfnent and relevant to highlight 
the factors [G I ,  impeding the provision of the required health care in small- 
scale industries and perpetuating a helpless situation. 

VI-1.1. General factors impeding provision of occupational heal th care 

(a) Lack of demand for occupational health services 

In many instances, workers do not demand occupational health services 
because they are not aware of the hazards. 
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(b) Lack of resources 

Therr rxisLs a belief in industry that the introduction oE preventive 
measures is a responsibility of the management. However. resources are 
generally lacking in small-scale industries, so that preventive measures are 
not carried out. Hence, the cost of not having them is borne by the 
individual workers, and by society. 

(c) Lack of understanding of the exact nature of occupational health 

 his term is taken to mean different things in different countries, and 
its definition is largely dependent on the state of development of the 
country and of its general health services. 

( d )  Lack of knowledge about occupational health problems 

There is a general lack of knowledge among workers regarding 
occupational health problems and the hazards they are exposed to. 

(e) Lack of specific legislation 

There are many legislative requirements regarding occupational health 
and safety. However, more often than not, they do not apply to small-scale 
industries, and even if they do, enCorcarnent is not easy. 

(f) Lack of personnel 

There is a lack of trained personnel such as occupational physicians. 
hygienists, nurses and inspectors. 

( y )  Lack of tearnwork 

Occupational health and safety spans many professions and vested 
interests are likely to develop. There is thus lack of coordination among the 
many professions providing occupational health services. Similarly, failure 
to define the respective responsibilities of the Ministries of Health and of 
Labour may reduce the effectiveness of government programmes. 

VI-1.2. Specific factors impeding provision of occupational health care 

(a) Lack of recognition by management and workers of the problem 

Many managers as well as workers are generally unaware of the conditions 
to which the workers are exposed and the effects they may have on the workers. 

(b) Lack of reporting 

Very few occupational diseases are diaqnosed and reported as such. Hence 
the lack of statistics. 

(c) Lack of occupational health services 

Concern for the health of the workers is given low priority because of 
the small scale of the enterprise. 
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(dl Lack of management commitment to occupational health and safety 

since low priority is y l v e r ~  to the health of the workers, the managenier~t 
is not committed to ensuring occupational health and safety. 

(el Lack of knowledge 

It seems that both management and the workers lack sufficient knowledge 
of occupational health and safety matters in the workplace. 

(f) Lack of union activity 

Even where unions exist. they appear not to he interested in the 
well-being of the individual worker in small-scale industries. 

(g) Lack of communication 

There is an apparent lack of communication between occupational and 
safety services and the managements, unions and workers of small-scale 
industries. 

VI-2. Systems used for occupational health care delivery 

The objectives or organization of workers' health care services, as 
stated earlier, can be achieved through a multidisciplinary approach. 
Societies are changing rapidly, necessitating concomitant change in 
dcvclopment processes, especially at the notional levcl, according to 
national needs. To fulfill these objectives, four main principles in any 
system should be stressed: 

(a) that occupational health care activities be carried out on a highly 
professional level and monitored; 

(b) that national research into occupational health be carried out; 
(c) that a sound system of training and education, at both local and central 

levels, for professionals and other categories, be created in order to 
guarantee reasonable services and to influence the population of the 
necessity of occupational health: 

(dl that intra-sectoral and inter-sectoral collaboration and coordination be 
emphasized. 

Depending on the degree of development in different countries, certain 
models for the organization of health care for small industries have emerged. 
These may be run by: (i) the undertakings, or groups of undertakings; 
(iil public authorities or official authorities: (iii) social security 
institutions; (iv) any other bodies authorized by the competent authority; 
and (v) a combination of any of the above. 

YI-2.1. Community heal th centres 

Existing community health centres may take on an occupational health 
function in addition to their list of general community health services. 
Depending on the level of development of the particular country, the content 
of tne occupational nealtn function varies from tne mosr elementary, sucn as 
collecting morbidity statistics of workers as a distinct group of persons 
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seeking health care from the community health centre, to the most 
sophisticated, such as conducting environmental assessments. respiratory 
tests, etc. 

Most of these health centres, especially those in developing countries, 
already have a heavy load of curative work and are often reluctant to take on 
an addi t tonal occupational health function. Hence there is the need to keep 
occupational health activities simple and elementary such as, for example, 
modifying the record-keeping system to include the status of workers. If 
existing staff have rnore time, they could be encouraged tu make visits to 
factories. If more staff become available, then some may be trained in 
occupational health and devote their time strictly to occupational health 
work- The increase 3n sophistication of work content will vary with the 
availability of trained personnel. 

One important factor here is that the staff running these centres should 
become aware of the emphasis placed on problems associated with workers' 
occupations in their daily routine work. Some of the activities included in 
the occupational health function are: 

ability to recognize occupational disease signs and symptoms; 
collection of morbidity statistics Eor workers; 
visits to plants; 
lmmunlzation ot workers; 
recommendation of environmental control measures: 
industrial hygiene assessments; 
pro-employment and periodic medical examinations of workers exposed to 
known risks, e.g. lead, silica, dust, etc.; 
evaluation of physical fitness for work; 
treatment of occupational injuries. 

among some of the reasons advanced to persuade decision-makers to 
utilize community health centres for occupational health work is the argument 
that workers are an important section of the community. Dealing with workers 
and their endemic diseases or nutritional problems as such a section within 
the community is not only a useful contribution to occupational medicine but 
to the community as a whole. Another useful line of argument is to suggest 
the positive advantage to the community health centre's programme in using 
existing staff on industrial or agricultural estates who could be requested 
to carry out such activities as vaccinations, and treatment of tuberculosis 
and malaria to the captive worker population, in this way assisting in the 
extension and delivery of community health services to the public. In return, 
the community health centre could take on some elements of occupational 
health work. 

VI-2.2. Industrial group occupational heal th service 

This pattern is by far the most common one adopted. It is based on the 
cooperative principle whereby a number of small industries pool their 
financial resources to form a group occupational health service. By itself, 
each small establishment may not be able to afford to have any service at 
all, but by sharing costs, they can benefit from the joint service. 

The service usually consists of a health centre staffed by full-time or 
pdr.L-Lln~e yhysicldl is  a11d d Ledill uC Ilurses. T l ~ e  s e r v i c e s  are delivered ~ h r u u g h  
mobile units to factories. Each mobile unit makes a regular circuit to member 
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establishments on a daily or weekly schedule, depending on the number of 
employees.  his type of service is particularly suited to concentrations of 
factories such as industrial estates or newly aevelopea towns In one 
geographical area. Where factories are widely scattered and dispersed, the 
effectiveness of the service is diminished. 

The main difficulty encountered in such a scheme is the initial capital 
cost of establishing the service. EMployers with small factories are often 
reluctant to put up the necessary capital costs of the service on their own. 
In other instances, health insurance companies and social security 
authorities may assist in the financial outlay. 

V I -  2.3. I n d u s t r i a l  heal th can tres 

These are largely government-established health centres primarily for 
workers and their families, in both urban and rural areas- In some instances, 
employers are also required to make contributions for the service. Examples 
of this are the health centres in Sudan. Here the services provided include 
essential occupational health activities such as periodic plant inspections 
and industrial hygiene assessments, medical examinations of workers exposed 
to known hazards, general hygiene supervision, and curative services such as 
treatment for injuries and tuberculosis. Specialist attention is also 
available. 

VI-2 - 4 .  Soci a1 securi cy schemes 

~ o s t  oE these schemes offer largely curative services and workmen's 
compensation disability assessments. Sometimes they may have an occupational 
health element. 

VI-2.5. An occupational heal tfi centre serving nf latted" small industries 

There have been experiments in some developing countries to try to 
gather small industries in a special area, as i n  Bak~rairi, Jordan, Qdtdr, 
Saudi Arabia and Sudan, or in flats in special buildings, as in Singapore. 
This makes the organization of an occupational health centre easier as the 
distance from the centre to the individual work places is very short and as 
the buildings are, from the beginning, designed to be work places. 
Experiences of occupational health centres serving "flatted" small industries 
are very good. 

VI-2 -6. An occupational health centre in a hospi tal ,  i n  an i ndustrial area 

Having an occupational health centre organized within a local hospital 
is, in principle, a good solution, but, in practice, is usually difficult to 
establish, as hospitals are generally not situated in industrial areas, but 
in areas where people live. Experiments of this kind have been tried in 
industrlallzed countries, e.g. the United Kingdom ana unltea states of 
America, but even these have been very limited. 

The nrci.lpat-lnnn1 h e a l  t h  nilrnn, s o m e t i m e s  t h e  physic3 a n ,  and t h e  work 
environment engineer regularly visit the different work places to carry out 
first aid and minor treatment and to study the work environment and work 
load. Health examinations at the centre benefit from the facilities of the 
hospital. 
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There is another advantage to this type of organization which is not 
usually recognized, and this is that the different hospital departments may 
use the occupational nealtn centre for referring patients when they wariL 
information on the demands and occupational hazards of the job or a physical 
examination of a worker concerning his working capacity and its relation to 
the specific demands nf h i s  nrrlkpatinn- TF t h i s  notion was applied. it would 
increase the understanding of occupational health among hospital staff. 

VI-2 .7 .  General p r a c t i t i o n e r s  p r o v i d i n g  accupatf onal  h e a l t h  servf ce 

Sometimes general practitioners, individual or in group practice, 
provide occupational health services for small industries. For practical 
reasons this does not happen often a grnllp p r a c t i c e s  and general 
practitioners usually settle in areas where people live and not in industrial 
areas. 

VT-2.8 .  Occupa t iona l  health services o f  a large i n d u s t r y  g i v l n g  s e r v i c e s  t o  
smal l  i n d u s t r i e s  f n t h e  neighbourhood 

Many multinational and large  national Sndustr ies  in developing countries 
have their own high quality occupational health services. A practical 
solution to providing occupational health services for small industries is 
the utilization of the services provided by a large industry in the 
neighbourhood (Fig.2). This has been tried, with good reSUlES, in some 
industrialized countries, e.g. Sweden. Considering the high quality of the 
occupational health services of many large industries, this is a solution 
that should be c o n s i d e r e d .  However, it is l - imfted to the few industries that 
are in the neighbourhood of the large factories and would not cover the 
majority of small industries in a developing country. 

VII. GUIDELINES FOR THE ESTABLISHMENT OF OCCUPATIONAL HEALTH CARE PROGRAMMES 

In order to initiate and develop occupational health care programmes for 
small industries, governments, employers and workers need t o  be persuaded and 
convinced of the need and benefits of such programmes. They should understand 
that it is essential to protect and promote the total health of the worker, 
not only to protect him against occupational hazards, but also to apply 
preventive health care and provide basic medical care, promote job adjustment 
and improve saEety and the work environment. 

To have ef f ic-lent occupational health services for small industries in 
developing countries, it is essential not to copy health services from large 
industries in industrialized or developing countries, but to organize 
occupational health services to meet the special needs of small industries. 
It is important to develop practical methods to study these needs [21. 

VII-1. The approach 

(a) Determining the size of the population at risk 

Determine from available resources of records or data, as accurately as 
possible, the size of small industries in the area, district, region or 
country. Resources may be (i) register of factories, business and trade 
enterprises, (ii) census of industrial population, if available, and 
(111) sample survey Ia sample form to be d r s i y ~ l s d ) .  
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FIG.2. OccupatlonaL health unit in a large Industry to provlae health care KO 
small factories 
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(b) Surveying health problems 

The objective oE such a survey is to collect hard evidence to identify 
and establish the nature and magnitude of health problems existing in small 
industries. A team of workers such as occupational physicians, hygienists and 
technicians has to be organized. Survey procedures should start with the 
selection of a representative sample of workplaces, specified by type and 
size. Standard forms for both environmental assessment and medical 
examination to detect the presence of disease could be used (Annex 4 and 5). 

(c) Forming of an action-oriented committee 

For an occupational health care programme to be developed and delivered, 
it is essential to form an action-oriented committee to be charged with this 
specific responsibility for small industries. The composition of the 
committee should include workers, employers and government representatives 
with appropriate authority and rcsourccs to carry out its task. The objective 
of the committee should be to promote and maintain the health, safety and 
welfare of workers in small industries. 

In order to confer the required authority on this committee to carry out 
its function effectively, it may be necessary to produce legislation to 
establish the committee, outline its organizational structure and functions 
and ylve It certain powers necessary to fulfil its obligations. 

(d) Conducting a pilot trial of an actual occupational health service 

It may be necessary in the early phase of the development of an 
occupational health care programme to start an actual service as a pilot 
project. The main purpose of such a trial would be to demonstrate in concrete 
terms the feasibility oE the delivery and the advantages and beneEits that 
can result from the execution of such a health care programme. It must also 
demonstrate in some way the importance of such a service to the economy of 
the country. 

It would be very useful to adopt one of the existing community health 
centres for such a pilot project, the aim being to introduce an occupational 
healtn elemenr into che ranye vf services yrvvided. FzQm the re~ults OE such 
a pilot trial, a programme could be developed to cover the whole of the small 
factory population. This type of graduated approach is more likely to succeed. 

(e) Training and education of personnel engaged in occupational health 
services 

Trairliriy courses are required £or four basic categories oE personnel 
involved, namely industrial physicians, hygienists, nurses and labour 
inspectors. 

Physicians usually participate in occupational health programmes as team 
leaders. As it is sometimes difficult for physicians to keep up with new 
trends in occupational health, courses are given to them as refresher 
courses. Most plant physicians are only engaged in curative a~erlicit~e arid i~ 
is not easy to persuade them to take a more preventive approach to the work. 
The courses aim to introduce such an approach to them. The current 
occnpational health training schedules seem to be adequate as far as initial 
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training is concerned; later refresher courses should be aimed at dealing 
with more specific and practical topics. 

Industrial hyqienists' duties include environmental measurement, 
assessment evaluation, prescribing preventive and counter-measures against a 
harmful environment, inspection and maintenance of protective devices. 
Worldwide there are frequently difficulties in securing properly qualified 
hygienists. 

The occupational health nurse is an important member in the occupational 
health team. She often acts as the team leader in the absence of a physician 
as far as medical and health problems are concerned. Under part-time 
physicians, she can hr engaged in the treatment of minor Injuries and disease 
and administrative management. 

In other situations, she is especially useful in health record keeping, 
health education, nutrition control, immunizations, communicable and non- 
communicable disease control. Eirst aid treatment, and health counselling. In 
small undertakings, she may be trained in environmental health measurement 
and compilation of statistics. 

Labour and factory inspectors are charged with the control of health 
hazards in the workplace and enforcement of labour laws and, in addition, 
have the duty ot persuading managements and workers to comply with 
occupational health standards. 

They are mostly personnel who lack professional training in occupational 
health. In view of the nature of their duties, they should undergo a full- 
time postgraduate course or short-term, part-time in-service training at the 
institutions devoted to the subject of occupational health and safety. 

VIII. HEALTH CARE FOR WORKERS: AN INTEGRAL COMPONENT OF PRIMARY HEALTH CARE 

VIII-1. Overview 

Much has been said and written about primary health care (PHC) since the 
Alma-Ata Conference in 1978. This has, over the recent years, had a somewhat 
negative impact on the concept of PHC, largely due to a lack ot understanding. 
At the outset, one needs to emphasize what PHC is not, in an attempt to 
dispel any misgivings that may exist. In the first instance, PHC is not a 
cheap, third-rate health care service for developing countries. Secondly. PHC 
does not solely constitute primary health care workers or "barefoot doctors". 
Finally, PHC is not opposed to modern medical technology, sophisticated 
equipment and highly trained health specialists. On the other hand, it 
"...is a practical approach to making essential health care universally 
accessible to individuals and families in the community in an acceptable and 
affordable way and with their full participation" [e l .  

The major characteristics of a health system based on the PHC approach 
are: comprehensive care; equity in population coverage; full participation 
and involvement of the population; a multisectoral, collaborative 
relationship; selt-reliance, self-care and improvement of individual 
lifestyle; and team work in health care delivery. It can be readily noted 
that all these approaches are familiar elements in occupational health. 
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Based on these characteristics, PHC-based services require a certain amount 
of organizational change in the health sector, involvement of the community 
and, finally, links with overall national dcvclopment stratcgics. 

Recently designed and planned occupational health programmes based on 
PHC exist in several countries of the Eastern Mediterranean Region [9]. The 
characteristics common to all or most are the following: 

(a) they aim to cover all the working population in different occupational 
sectors and in small, medium and large industries; some have succceded 
and some are at early stages; 

(b) they aim to deliver preventive health care in the workplace, including 
preventive occupational medicine, industrial hygiene, safety measures. 
workers' education, etc.: they are at different stages of development in 
meeting this aim; they also provide medical care and are providing, or 
intend to provide, rehabilitation services; 

(c) they give special attention to workers' health and safety as a whole and 
do not restrict their concern to specific occupational diseases. 

VIII-2. Principles for the provision of workers' health care 

Three bdsir: pr llr~iplrs for Lhe development of an occupational health 
service may be identified as follows: 

(1) It should be ensured that occupational health services are provided 
through the existing national health services, by a process of 
integration. 

(2) The service should be designed for the total health of Ltle workers and, 
where relevant, that of their families also. 

( 3 )  Most importantly, the PHC approach should be the chosen system for the 
delivery of such services. (Similar views have been expressed in an 
earlier WHO document [lo]). 

A prerequlslLe for Ll~a provision of health services at the enterprise 
level is the need to ensure properly trained personnel to provide such 
services. An effective occupational health service needs to have a team of 
multidisciplinary professionals available. Each enterprise need not have the 
complete team. This would depend on the size of the enterprise and the 
hazards involved as well as the availability of health services locally. The 
following are some of the trained personnel required for such a health 
service: occupational health ytiyslclaria, oc~uyd~iu~ral health nurses, 
non-physicians providing PHC at the workplace, occupational safety and health 
engineers or safety officers, occupational hygienists, and health educators 
and trainers. 

It would be appropriate to consider some of the job specifications and 
training required for these personnel. It should be appreciated that it is on 
them that the Eour~ddtlvn for dn occupational health service at the enterprise 
level is built. This would be in consonance with WHO'S objectives in 
developing occupational health services. The WHO document on PHC and working 
populations ClOl has dealt comprehensively with this subject and it provides 
suitable background reading. 
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VIII-3. Primary occupational health care in small industries 

country statements presented at tne Intercountry meetlng on primary 
health care in the workplace, Baghdad, 1986, C91 reElected current situations 
of delivery of health care workers, These, either embryonic or modestly 
developed. reflect s incere  attempts and intentions to provide workers' health 
care within national PHC systems. Fig.1 shows the Sudan model for delivery of 
occupational health to workers in small industries. Other models developed in 
countries outside the Region [Ill are in (1) Thailand, where the Ministry of 
Health has extendea its PHC programmes to small industries through 
development of a support and referral unit, the occupational health centre, 
in Samut Prakhan industrial district; and (ii) in the Republic of Korea, 
through the organized centres and cooperative schemes. 

VIII-4. Primary health care workers and the workplace 

The high-priority occupational groups for whom this service is intended 
are workers in agriculture and small-scale industries. The structure and 
practices of the workforce will differ between countries as well as within 
each country; it is appropriate that only gcncral principlcs bc identified at 
this stage. For the provision of occupational health services it is possible 
that a worker be selected from a work group or work practice and be trained 
as the PHC worker. In developing a cadre of PHC workers for the workplace 
some basic issues such as their functions, selection, training, remuneration, 
links with the various sectors and institutions, and support and career 
structures need to be considered [lo]. 

VIII-5. Education and training for primary health care workers 

The primary health care worker (PHCW) has been defined as a man or woman 
who can read and write and is selected by the local community, or with their 
agreement, to deal with the health problems of individuals and the 
community E121. It should be appreciated that a PHCW so defined may not be 
relevant to more sopnisticated societies. Nevertheless, tne principles 
enunciated hold true. For instance, the definition implies responsibility of 
the community or the individual for health, that the PHCW is a part of the 
health care system, and that the latter is accessible. affordable and 
relevant- This definition of a PHCW does not mean that doctors and medical 
technology are redundant, but it does mean that a PHCW, however defined, is 
an integral part of the health care team. The doctor could continue to be the 
team leader, participating and cooperating with the community. while the 
success of the PHCWs and the PHC system requires a functioning referral 
system. Depending on the needs of each society, interventions at the primary 
level would be undertaken by persons with different Levels of educational 
sophistication, e.g. either a PHCW as defined above or a physician, as in 
some other situations. WHO has set out the training needs and activities of a 
PHCW as follows [121. 
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VIII-5.1. Training  to be received b y  the PHCW 

The PHCW will receive initial training for six to eight wceks from the 
official health service of the country. Training will be practical and given 
near hidher home. Preferably. the supervisor should give much of the 
instruction and be responsible for continuous on-the-spot or cyclic training. 
A plan for this further training should be worked out. 

Educational objectives should be so designed that PHCWs: 

learn about the potential hazards in the workplace; 
know how such hazards could be controlled and/or prevented; 
know about functions and responsibilities of an occupational health 
programme, including legal aspects and hygienic standards; 
train workers on safe and healthy practices in undertaking their jobs; 
can help in developing a sound health care system by active 
partlclpation and involvemerrL uL wutkers; 
learn about self-care, first aid; 
can identify risks in the work environment; 
evaluate work environment. understand direct reading technology; 
report periodically to the support system. 

VIII-5.2. Duties to be performed b y  the PHCW 

The PHCW's duties will depend on the problems he meets. These will vary 
from one country to another; it is impossible to draw up a list of problems 
valid throughout the world. However, in the case of occupational health these 
may be identified, and one can outline the functions of a PHCW working in 
this field: 

b giving care and advice to any worker ut his family who consults him, in 
accordance with his training; 

b sending patients to the nearest health centre or hospital (evacuation or 
referral) according to the training and instructions given; 

b with the authorization of the relevant authorities, e.g. factories, 
plantations, etc., visiting their establishments and advising workers on 
how to prevent disease and learn good habits of hygiene; 

b making regular reporcs to tne local auttlur-lties uri Lhr health oE the 
people and on conditions of hygiene in the workplace; obtaining from the 
local authorities and the community the support he needs for his work: 

r ma5ntaining as close contact as possible with his supervisor so as to be 
able to give his best in his work and to obtain the equipment and 
supplies he needs; 

b promoting community development activities and playing an active part in 
them. 

To discharge these functions the PHCW: 

(a) must be available at all times to respond to any emergency calls; 
(b) acts in all circumstances with common sense and devotion to duty, and is 

aware of both his limitations and his responsibilities; 
(c) does not leave tne communlty wlthout flrs~ lrrfurrniilq the local 

authorities; 
(d) takes part in the training organized by the health services. 
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The PHCW should spend some time with other social/development workers 
concerned with agriculture, labour, Eood protection, water supply, home 
economics, e[c. He must krww d b ~ u t  be~.vict.:, a ~ l d  opportunities for development 
available in his district and keep his community well-informed. 

~t follows then that the PHCW is the practical expression of a 
community's determination to be responsible for its own health care and to 
make up for any deficiencies that might exist in health service coverage. The 
PHCW should improve the community's participation in what will be part of a 
provincial/national health authority with the active contribution of the 
people. 

IX. FUTURE OUTLOOK 

The pattern of society is changing rapidly towards one of services and 
modern technology. Nevertheless, traditional professions are to stay with the 
new ones. The pattern of diseases is also changing and It will have its 
effects also in the developing world. Fig.3 illustrates the change that has 
taken place over recent years. 

The first phase for diseases was that of infectious diseases and the 
main concern for any health care system was the struggle against these. The 
second phase now concerns the increase of "socialu diseases, including 
cardiovascular and muscular-skeletal diseases and cancer, which are the main 
concern for health professionals in industrialized countries today. The same 
situation can be seen with regard to occupational diseases, although in 
industrialized countries the fulminant cases are no longer prcscnt. With thc 
development of occupational safety, labour protection and occupational health 
care the number of occupational diseases has decreased during the last 
decade. This will happen in developing countries in the near future. 
Meanwhile, the third phase in this pattern is already approaching in 
developed countries. Welfare and the various psychosocial factors influencing 
people and their capability to work and live are expected to become important 
issues in developing countries also in the next ten years. 

I 

T i m e  
A. Intectlous diseases 
B. Occupational diseases 
C. "Socialm diseases (coronary heart diseases, etc.) 
D. Welfare, psychosncial f a r t n r s ,  disturbances 

FIG.3. Changing disease patterns 
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The field of occupational health must be ready for the rapid changes but 
will need cooperation and flexibility. The traditional role of the passive 
hcalth care kcopcr will change to that of active initiator and catalyzer.  The 
flow of knowledge and information must be efficient while the role of WHO as 
mediator and moderator will be of great importance. 

X. CONCLUSIONS 

The participants agreed that the health and safety of workers in 
small-scale industries were not adequately saEcguardcd. It is essential to 
protect and promote the total health of the worker, not only to protect him 
against occupational hazards, but also to apply general preventive medicine 
and provide basic medical care, promote job adjustment and improve safety and 
the work environment. 

Health care for the working population was identified as a national 
priority because; (i) the working population usually constitutes a large 
segment of the total population, (ii) work often exposes the worker to health 
hazards,and (iii) the working population is an important contributor to 
national wealth. 

The objectives of an ideal programme for occupational health services 
for workers in small-scale industries are often impossible to achieve due to 
the lack of financial resources, of trained staff and of equipment. It is 
therefore essential to carry out a survey of the health problems of 
workplaces to enable priority setting within the available resources. 

The PHC approach was identified as being most appropriate for the 
provision of health care for the working population in small-scale 
industries. This approach is based on equity and justice, it recognizes the 
fact that health is rlvt the sule r e s y o t ~ s i b i l i t y  of health professionals and 
it requires the active participation of both the individual and the community 
in the delivery of health services. 

XI. RECOMMENDATIONS 

1. Countries should recognize and identify health care for the working 
population as an important national priority. 

2. Occupational health and safety services should be developed for small- 
scale industries as an inteqral part of the total health system, in 
association with primary health care. 

3. Countries should establish and improve intersectoral collaboration among 
the alfferenr: national sectors drid d y e i ~ ~ l e b  l e s y v n s i t l e  for workers' health, 
e.g. health, labour, agriculture, social security, trade unions, employers, 
etc., at the central, regional and local levels and also in the workplace. 

4. Occupational health care to workers in small industries should be 
delivered with the coordination, consultation and participation of workers 
and employers. 

5. In the context of the need for intersectoral collaboration necessary for 
the provision of health care for workers, countries should ensure that the 
concepts of occupational health are taught at all levels to relevant 
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professionals such as general practitioners, chemists, engineers, social 
workers, trade unionists and employers. 

6. Recognizing the need for training of personnel in occupational health in 
developing countries and for education of workers and employers in small 
industries, the World Health Orqanization should encourage every opportunity 
for teaching occupational health at all levels, but particularly those of 
health assistants, paramedicals and auxiliary staff, as these have the 
potential to play an important role in occupational health for small 
industries in the Region. 

7. Allowing for the fact that small-scale establishments are often widely 
scattered over va9t area9 in many c o r ~ n t r i e s ,  i t  w o u l d  be advisable for 
governments to establish legal provision Eor the zoning of newly established 
small industrial enterprises so that small manufacturing outlets can 
conveniently be reached in well identified geographical locations to 
facilitate the delivery of health care. 

8. The current programmes of field investigation into health problems in 
small Industrlec: ewi+ting In some r o t ~ n t r i p s  and often coordinated by WHO, 
should continue and new epidemiological studies in other countries should be 
initiated. 

9. Social security organizations in the Region should play a more posltlve 
and effective role in the up-grading and strengthening of occupational health 
institutions in the countries. These institutions should be staffed by highly 
qualified occupational health personnel and equipped adequately. 

10. Relevant governmental bodies should emphasize the enforcement of existing 
legislation pertaining to occupational health and safety, particularly in 
small-scale industries, and insist on control measures with a view to 
obtaining minimum standards of health, safety and welfare. 

11. Recognizing the Iact that in some countries of the Region, children and 
youth are employed in small industries, governments should strictly control 
and monitor the phenomenon of child labour with a view to giving children the 
chance for proper education, family care and apprenticeship. 
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Annex 1 
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industries. 
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Establishment of health care programmes: G U i d e l i r l e s .  

Health care for workers: an integral component of primary health care. 
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Annex 2 
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Occupational Health Specialist 
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Aden 

Dr osman Abdi 
Director 
Medical Service Interprises 11. 
Ministry of Labour 
Dlibouti 

Dr Mehdi Nadji 
Occupational Health Physician 
International Relations Department 
Ministry of Health and Medical 
Education 

Teheran 

Dr Mohamed Ayub Salariya 
Additional Secretary (Tech.) 
Health Department 
Government of Punjab 
Lahore 

Dr Mohamed Ibrahim Kibbashi 
Head 
Occupational Health Department 
Ministry of Public Health 
Doha - 

Dr Suleiman Hassan Onsa 
Occupational Health Department 
Ministry of Health 
Khartoum 

Dr Munzer A 1  Nahas 
Ministry of Labour 
Damascus 
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SYRIAN ARAB REPUBLIC (cont 'd )  Dr Yassin Muftah 
Director 
Preventive Services 
Ministry of Health 
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YEMEN 

Dr Basly Mohamed Sahbi 
Head 
work Accidents and Occupational 

Diseases unit 
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Dr Ahmed Ali Al-HdmIami 
specialist In-Charge of 
Workers' Health 
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Annex 3 

Articles 5 of LLO convention ~0.161 

Without prejudice to the responsibility of each employer for the health 
and safety of the workers in h i s  employment, and with due regard to the 
necessity for the workers to participate in matters of occupational health 
and safety, occupational health services shall have such of the following 
functions as are adequate and appropriate to the occupational risks of the 
undertaking: 

( a )  tdentification and assessment of the risks from health hazards in the 
workplace; 

(b) surveillance of the factors in the working environment and working 
practices which may affect workers' health, including sanitary 
installations, canteens and housing where these facilities are provided 
by the employer; 

(c) advice on planning and organization of work including the design of 
workplaces, on the choice, maintenance and condition of machinery and 
other equipment; 

( d )  participation in the development of programmes for the improvement of 
working practices as well as testing and evaluation of health aspects oE 
new equipment; 

( e )  advice on occupational health, safety and hygiene and on ergonomics and 
individual and collective protective equipment; 

( £ 1  surveillance of workers' health in relation to work; 

(g) promoting the adaptation of work to the worker; 

( h )  contribution to measures of vocational rehabilitation; 

(i) rollahoration in providing information, training and education in the 
fields of occupational health and hygiene and ergonomics; 

(j) organizing of Eirst aid and emergency treatment; 

(k) participation in analysis of occupational accidents and occupational 
diseases. 
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Annex 4 

PI,ANT SURVEY SHEET [ 2 ]  

Country .................... Survey conducted by .......................... 

Please attempt to give an objective appreciation of existing facilities and 

services and of their maintenance. 

1. General 

~ate(s) of survey ........................................................... 

Name of plant ............................................................... 

Address ..................................................................... 
.............................................................................. 

Nature of undertaking ....................................................... 
.............................................................................. 
.............................................................................. 

Products of services ........................................................ 
.............................................................................. 
.............................................................................. 

Number of employees: Male .......... Female .......... Minors .......... 
Plant ......... Office .......... Total ........... 

Materials handled (raw process - end process - by-products) ................. 
.............................................................................. 
.............................................................................. 
.............................................................................. 
.............................................................................. 
.............................................................................. 
.............................................................................. 

................................... Safe means of access, saEe places of work 

................~...~~~..~.***...........................~~~~..~....~......... 

...................~~~..~..*.**............*...............~.~~..~............ 
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Ventilation and temperature ................................................. 
.............................................................................. 

Lighting .................................................................... 
.............................................................................. 

Cleanliness ................................................................. 
.............................................................................. 

....................................................................... N o i s e  

.............................................................................. 

Vibration ................................................................... 
.............................................................................. 

Dust (a) Mineral ............................................................ 
(b) Vegetable .......................................................... 

Housekeeping ................................................................ 

.............................................................................. 

Layout of machinery ......................................................... 
.............................................................................. 

Internal transport and material handling .................................... 
.............................................................................. 

Fire prevention and fire fighting measures .................................. 
.............................................................................. 

2. Medical services and measures 

Physicians: Full-time ........... Part-time ........... None ............ 

Nurses : Full-time ........... Part-time ........... None ............ 

Other medical personnel ..................................................... 

................................................................... Ambulance 

Dispensary .................................................................. 
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.......................................... First aid room (short description) 

.............................................................................. 

................--.*..*...................................*.*.*............... 

First aid kit(s) (short description) ........................................ 
.............................................................................. 
.............................................................................. 

Records  of  medical examinations: 

Preplacement ................................................................ 

Periodic .................................................................... 

........................................................... Special (specify) 

Health counselling and education ............................................ 
.............................................................................. 

Medical inspection .......................................................... 

Food inspection ............................................................. 

3.  Safety services and measures 

Satety offlcer: rull-tlme .................. fdr~-~irne .................... 

Plant s a f e t y  committee (if any) ............................................. 

Personnel protective equipment available .................................... 
.............................................................................. 

Respiratory protection ...................................................... 
.............................................................................. 

Eye protection (goggles, screens, etc.) ..................................... 
.............................................................................. 
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Body protection ............................................................. 
.............................................................................. 

Machine guards and safety appliances ........................................ 
.............................................................................. 
.............................................................................. 

(please indicate details of any specific tests on back of page) 

Maintenance and examination of equipment .................................... 
.............................................................................. 

.............................................................................. 

4. Sanitary services and measures 

Drinking facilities: 

Drinking water: C i t y  supply ......................... Other ............... 

............... Jet fountain ..................... Common cup Other .......... 

Washing facilities: Sink .................................................... 

soap ................................. Individual towel ................... 

Common towel ......................... Drying appliances .................. 

Shower or bath ....................... Other .............................. 

Toilets: WC (for men) (NO.) .................. Urinals (No.) ............. 
(for women) (No.) .............................................. 

Lockers .............................. Clothing accomodation ............. 

sitting facilities .......................................................... 

Mess room ............................ Kitchen ............................ 

Other cooking facilities .................................................... 
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Industrial waste disposal ...........................................*....... 
.............................................................................. 

Fluid waste ................................................................. 
.............................................................................. 

smoke, gases and vapours .................................................... 
.............................................................................. 

Storage of harmful substances .............................................. 
.............................................................................. 

social assistant (or social worker) ......................................... 

Feeding programme (if any) .................................................. 
.............................................................................. 

Recreation activities ....................................................... 
.............................................................................. 

Maternity rooms ..................... Other ............................. 

Rest and recreation rooms ................................................... 
.............................................................................. 

6. Records, qeneral preventive measures 

Types and numbers of most serious accidents ................................. 
.............................................................................. 

Types and numbers of most frequent accidents ................................ 
.............................................................................. 

Absenteeism (a survey of payroll or medical records) 

specify a period of time for which such information is available (two 

months or more during 198.f or 1988) 
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Number of working days during period observed ............................... 

Average number of workers in that period .................................... 

Number of absences 

Records of in jur ies  and d i seases  ............................................ 
.............................................................................. 

Total 

JalL cduses) 

Days lost durinq period 

Reports and investigations of accidents ..................................... 
.............................................................................. 
.............................................................................. 

Total 

(all causes) 

Turnover of workers (excluding casual labour) ............................... 

Caused by 

L I I ~ U L  y 

Illness 

other Caused by 

in 1 ury 

other 

Illness 
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Average number of workers employed during (1986) ............................ 

Average number of workers employed during (1987) ............................ 
.............................................................................. 

Posters ....................................................................... 

Detailed instruction on safety and health measures .......................... 
.............................................................................. 

Training of personnel, including courses, lectures, films, etc. ............. 
.............................................................................. 
.............................................................................. 

..................................................... Remarks and conclusions 

.............................................................................. 

.............................................................................. 

.............................................................................. 

.............................................................................. 

.............................................................................. 

.............................................................................. 

.............................................................................. 

.............................................................................. 

.............................................................................. 

.............................................................................. 
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Annex 5 

MEDlCAL KXAMXNATLON FOKM [ Z ]  
(for information obtained from medical surveys) 

Personal data 

Name, identification number, sex, date of birth, address, workplace 
(plant and department) 

social history 

Education, marital status, family size, Living conditions 

Occupational history 

Present occupation - duration, hours of work, shifts, degree of 
responsibility, potential hazards and unusual job demands (as stated by the 
workcr), his/hcr opinion of job. 

Previous occupations - date of first employment, types of employment, 
potential risks, duration of each job. 

Family medical history 

Rsleva i iL  diseases, e.g. infections, tuberculosis, mental illness, and 
cardiovascular diseases. 

past medical history 

Previous illnesses and operations, including any ill health or 
disability related to employment 

Present medical history 

Present complaints or symptoms including endemic diseases. 
Personal habits - smoking, alcohol, and drugs. 

Clinical examination and assessment of capacities 

Weight, height and other anthropometric data 

Examination of nrgan systPm+ for defects and for assessment of 
capacities, etc.: 

Vision - acuity and visual fields 
Hearing - audlometry 
Cardiovascular system - blood pressure, exercise test, and 
electrocardiography 
~ l m d  - hanmnglnhin cell counts and p l a t e l e t s .  lipids. monitoring tests 
for toxic agents in blood 
Respiratory system - chest X-ray, lung function tests, monitoring tests 
for toxic agents in exhaled air 
Renal and urinary tract - urine analysis, cystoscopy, monitoring tests 
for toxic agents in urine. 
Skin - allergy tests 
Psychological assessment 
Nervous system 
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Conclusions 

Recommendations concerning work capacity and restrictions regarding 
exposure to hazardous agents or other work situations 

Follow-up 


