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BDITOBIAL NOTE 

The issue of this document does not constitute formal publication. 

The munuscript has only been modified to the extent necessary for proper 
comprehension. The views expressed, however, do not necessarily reflect the 
ofEicia1 policy of the World Health Organization. 

The designations employed and the presentation of the material in this 
document do not imply the expression of any opinion whatsoever on the part of 
the Secretariat of the OrganiraLlon concerning the legal status of any country, 
territory. city or area or of its authorities, or concerning the delimitation 
of its frontiers or boundaries. 
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I. IPTRODUCTION 

T.le Keeting on Primary Health Care in the Workplace took p:ace m 

\-cfl Baghdad, Iraq, from 20 to 27 September 1986. It was organized by WHO in 

m collaboration with the Hinistry of Health, Iraq, with the objectives of 
reviewing the status of occupational health problems and resources of 
countries of the Region, discussing and reviewing the principles of primary 
health care as applied to occupational health and discussing alternative 
approaches to the development of occupational health services within primary 
health care. Participants came from Bahrain, Democratic Yemen, Egypt, Iraq, 
Jordan, Pakistan, Saudi Arabia and Sudan. The Agenda of the Meeting appears 
as Annex I1 to this report. The list of participants is given in Annex 111. 

Inaugurating the Meeting, H.E. the Minister of Health, Dr Sadeq Hamid 
Alwash, welcomed the participants and expressed happiness and appreciation 
that the World Health Organization had chosen Baghdad as the venue for this 
important Meeting. He stated that workers' health should be protected, that a 
hazard-free working environment should be ensured and that legislation needs 
to cater for such objectives, as is the case in his country. He further 
stressed that health c a r =  Tor workers should be prcvidcd within tho notional 
health care system using the primary health care approach. 

In his message, Dr Hussein A. Gezairy, Regional Director, Eastern 
Mediterranean Region, World Health Organization, welcomed the participants 
and expressed his gratitude to the Government of Iraq for hosting the 
Meeting. He drew attention to the fact that the working populations 
constitute a major and important sector of the community, and that their 
health is an essential element in the social and economic development of 
nations. He reiterated that, for the people to attain a level of health that 
will permit them to lead a socially and economically productive life, primary 
health care is considered the appropriate vehicle to bring health care as 
close as possible to where people live and work; therefore, it is essential 
to ensure the development of occupational health services at the community- 
based primary health care level, capable of dealing with the specific health 
hazards being facet in each particular community. Further, he emphasized that 
there is an urgent need to train the necessary number of health personnel in 
occupational health to enable national administrations to implement national 
programmes based on the concept and approach of primary health care. 

During the Meeting a pre-prepared working document was deliberated upon 
by the participants who highlighted experiences in their respective 
couritries. Country presentations also identified the following common 
problems and constraints: (a) the lack of adequate data on the extent and 
nature of tho health prohlems of wnrking populations: (b) the recognition of 
health problems of great magnitude among working populations, resulting from 
malnutrition, endemic diseases and combined exposures to hazards at work; 
some of the major work hazards emphasized were those due to heat, noise, and 
the use of chemicals, particularly in small-scale industries and the 
agricultural sector; (c) the lack of awareness within the health services 
infrastructure of their vital role in occupational health; (d) the limitation 
of human rccources in trained personnel in the fields of nrrtlpatinnal he~1t.h: 
(el the lack of coordination among national programmes dealing with health, 
labour protection, and social security; (f) the limited ability of under- 
served working populations to secure appropriate health care for themselves; 



(g) the increasing use of hazardous machinery, processes and chemicals, often 
imported from industrialized countries; and (h) the need to develop training 
programmes, equipment and supportive legislation. The outcome of the one-week 
Meeting is this report in which an attempt is made to present discussions and 
exchange of views based on the background document, key topics and submission 

"L 
uf country statements which reflect different approaches to providing 
occupational health services at the primary health care level. Some state- 
ments contained proposals for the future development of health care for 
working populations, adopting the same approach. Summaries of different 
country statements and proposals wherever provided, are contained in Annex I. 

11, RELATIONSHIP BETWEEN WORK AND HEALTH 

Concern for the health of the working population should recognize the 
two-way relationship between work and health, i.e. work :---h health. The 
range of concern for workers' health was originally limited to occupational 
diseases and injuries sustained at the workplace. Besides this aspect there 
has now emerged an increasingly important facet of occupational health, 
namely the concern for what is termed work-related diseases. In the context 
of these situations the relatlonshlp of work to health has had a negative 
connotation in that work was considered detrimental to health and resulting 
in disease, However, equally important, although not adequately recognized, 
is the fact that work has a beneficial effert on the wnrkars' health and 
well-being. These two aspects reflect the one-way effect of work on health. 
One often tends to neglect the reverse direction, and the two-way 
relationship between work and healkh; namely, the effect of state of health 
on work performance and productivity, which is important consideration in the 
rationalization of health care to workers. 

In this contcx t  it io appropriake Co recall the position of the World 
EteaTth Organization on workers' health which considers that occu~atkonal 
health is not limited in scope to only prevent in^ and con troll in^ specific 
occupational diseases. Workers* health programmes should deal with the full 
relationship between work and the total health of man.1 The WHO Expert 
Committee on Environmental and Health Monitoring in Occupational ~ealth2 
s~ated that occupational health programme should aim: 

(a' "to identify and bring under control at the workplace all chemical, 
physical, mechanical, biological, and psychological agents that are 
known to be or suspected of being hazardous; 

.B- to ensure that the physical and mental demands imposed on people at work 
by their respective jobs are properly matched with their individual 
anatomical9 yl lys io logical  and psycholol;ical copobilitico, nced~ and 
limitations; 

ko provide effective measures to protect those who are especially 
vulnerable to adverse working conditions and also to raise their level 
of resistance; 1 ., 

u4) to discover and improve work situaLiuns that may contribute to the ill 
health of workers in order to ensure that the burden of general illness 
in different occupational groups is not increased over the community 
level : 



(el to educate management and workplace to fulfil their responsibilities 
relevant to health protection and promotion; 

(f) to carry out comprehensive in-plant health programmes dealing with man's 
total health, which will assist public health authorities to raise the 
level of community health". 

Ii-1. Occupations: diseases 

xt is stat63 that occupational diseases cover all pathological 
conditions induced by prolonged work, e.g. by excessive exertion or exposure 
to harmful factors inherent in materials, equipment or the working 
environment3. 

To a great extent occupational health services in the past have 
corcentrated their activities upon occupational diseases. However, 
increasingly toaay, there emerges a realization that occupational diseases 
are but one facet of occupational health. It is particularly important that 
nations fither starting or expanding their occupational health services pay 
serious attention to this consideration in the context of occupation=.l health 
services. 

In occupational diseases there is always a direct causal relationship 
between work hazards which are ir. excess of tolerable limits and the disease 
process. WHO1 identifies the following as characteristics of occupational 
disease: 

(a) "Factors in the work environment are predominant and essential in the 
causation of occupation;l diseases, e.g. silica dust and si-icosis, lead 
fumes and lead poisoning, but other factors may nevertheless play a 
varying role in their occurrence. For example, individual susceptibility 
and age play a role in noise-induced hearing loss. Likewise, the 
presence of pulmonary tuberculosis among workers exposed to silica dust 
incrcascs the extent and scverity of silicosis. 

(b) Occupational diseases, by definition, exclusively affect working people 
exposti to specific hazards in question. In some instances, however, 
manifestations of such diseases may also prevail elsewhere in the 
community. For example, in the case of endemic byssinosis in an Egyptian 
village, workers processed flax in their homes and the resulting dust 
exposure affected their wives and children4." 

11-2. Work-related diseases 

As stated, these conditions are becoming increasingly important in 
occupational healtl because of two developments: 

(i) In the industri~lited world the traditional occupational disaasrs are 
becoming rel-tively rare because of effective preventive measures. 

(ii) The realisation that occupational health care and services are not 
confined to occupational disease states. 



The categories of work-related diseases have certain characteristics, as 
identified and stated by a WHO Expert Committeel. as follows: 

"(i) They are multifactorial diseases, which may frequently be work-related, 
also occur among the general populations, and working conditions and 
exposures need not be risk factors in case of any one disease. However, 
when such diseases affect workers, they may be work-related in a number 
of ways; they may be aggravated, accelerated or exacerbated by workplace 
exposures; and they may impair working capacity. It is important to 
remember that personal characteristics, other environmental and 
socio-cultural factors usually play a role as risk factors for these 
diseases. 

(ii) Hultifactorial work-related diseases are often more common than 
occupational diseases and therefore deserve adequate attention by the 
health service infrastructure, which incorporates the occupational 
health service. This new concept of work-relatedness is of substantial 
importance to health care workers in protecting and promoting the health 
of workers in many occupations". 

Some of the work-related diseases which deserve particular attention are 
hypertension, ischaemic heart disease, locomotor disorders, chronic non- 
specific respiratory disease, and behavioural and psychosomatic disorders. 

Research into these disorders could possibly provide a clue to the 
future control of such diseases in the general community. 

At the same time it is prudent to be aware of problems that may be 
encountered in the identification of a category known as work-related 
diseases. The main problem relates to the possible issue of compensation. 
Once a disease i s  termed "worX-relateQ" there always e x i s k s  the possibility 
that a person suffering from such a disease may attempt to secure 
compensation from the employer. At this stage of development of workmen's 
compensation such a possibility does not exist, but nevertheless, it does 
remain a possibility and needs to be considered. 

11-3. Work and well-being 

Well-being in the work setting has been defined by  WHO^ as "a dynamic 
state of mind characterized by reasonable harmony between a worker's 
abilities, needs and aspirations an8 environmental demands and opportunities". 

For instance, studies6 have shown that certain types of work 
activities may conflict with fundamental needs for well-being such as: 

- having some degree of influence and control over one's work; 

- perceiving one's work as meanineful and wnrthwhile: 

- perceiving an affinity with the employing body as a social system and 
having a sense of identity with it through one's work. 

Further, it needs to be appreciated that work need not necessarily 
always have a negative impact on health. Work often provides for positive 
i r~yut  Lo improve on an individual'c well-being and sense of hnlonging to 



society; moreover, work is not merely undertaken for financial gain. 
Increasingly, there is evidence that adverse "life events", such as loss of 
work or retirement, are associated with episodes of 111 health. These 
episod .: can spread through the full spectrum of disease from the common cold 
to ischaemic heart disease. 

11-4. Impact of health on work 

A healthy workforce is recognized as a prerequisite for effective work. 
It has been established that improvement of working conditions ~~esults in the 
same or greater productivity with less strain on the worker: a situation 
which both management and the worker would appreciate. 

Equally, if the worker's health is impaired from whatever cause, social, 
psychological or physical, it should inevitably result in lower efficiency, 
lesser productivity and increased pronene,.:s to accidents: again, reassns for 
the need to be concerned for the health of the worker. 

11-4.1. Total health care for the worker 

Thus, when considering the provision of health care services to working 
populations all of these facets of the relationship between health and work 
should be taken into consideration, It is no longer tenable for occupational 
health services to be only considered with occupational diseases. It is 
unfortunate but true that a few workplaces in some developing countries 
provide one service for occupational diseases and another for general health 
problems of tne worker and their priorities, as though the  worlccr and his 
health problems could be so neatly divided. Further, this duplication of 
services prevails in societies which are short of resources bcth financial 
and in term of human expertise: such developments should be avoided. 

Equally important are the following considerations which require 
workers' health to be considered in its totality rather than within the 
narrow confines of occupational diseases. 

(a)  It is inconvenient and confusing to the workers if the occupational 
health servirn is only responsible for the known occupational diseases; the 
worker would be greatly inconvenienced in having to seek care for other 
problems. Further, it would be confusing to the worker in that, for a given 
health problem e.g ,  asthma or headache or tiredness, he would have to decide 
to choose between an occupational health service and the ~eneral health 
services. 

(b) Inability to identify n e w  occupational diseases would be an obvious 
deficiency in an occupational health service which provides only for the 
established occupational diseases. Previously unrecognized problem: of even 
established and well-documented occupational disease would be missed by such 
a service, while no mechanism would exist tor the identification of health 

\ hazards arising from the use of new chemicals and technology. 
* 



111. HEALTH CARE FOR WORKING POPULATIONS: A NATIONAL PRIORITY 

Health care for the working population should not only be considered a 
national health priority; in fact, it transcends the health sphere and should 
be considered a national development priority, for any developmental 
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prugralaile i 1 1  Lhe firla1 analysis should be dependent on human resources: 
resources which to function optimally should be maintained in a state of good 
health. 

Another factor which makes the provision of health care for the working 
population important is the size of this sector of the population. On a 
global basis it is estimated that world's population by the end of 1987 would 
be 5 fiilliu~lf, and 90 percent of this population would be living i n  the 
nations of the developing world. It is also estimated that by the end of 1987 
the total workforce in the world number in excess of 2 billion and 85 percent 
of this number would be living in the nations of the developing world. These 
figures speak for themselves, the working population of any nation 
constitutes a large section of the population. 

As an example from the Region, irl Bb~rairr, ttre labour. f u r c e  c u r ~ s t i t u t v s  
35% of the society. The majority of the manpower in Egypt are employed in 
agriculture and industry. These constitute 42% and 21% respectively. These 
t w o  sectors together form 76.7% of the total labour force in Iraq. while in 
Jordan they form 40%. In Pakistan, agriculture provides for 54% of the total 
employment. 

Further, it must be recognized that the working population is exposed to 
health hazards over and above that of the rest of the community because of 
work practices. Providing another reason for special concern for their health. 

In summary, the three important reasons of economic consideration, the 
size of the work population and the special hazards associated with work 
provide more than adequate reason for the decision makers to afford a high 
priority for the provision of health care services to the working population. 

IV. RESPONSIBILITY FOR HEALTH CARE SERVICE FOR THE WORKING POPULATION 

There are several reasons as to why the Ministry of Health be charged 
with the responsibility for the provision of workers' health service, some of 
these are identified below. 

IV-1. Health manpower shortage 

A common problem in most countriec, particularly the developing nations, 
is a shortage of trained health professionals. Given this background, it is 
neither feasible nor realistic to propose the development of a service which 
provides for health in any ministry other than that of health. Such an 
exercise would virtually duplicate the need for health professionals and 
impose further burdens on an already inadequate pool of health manpower. 

i 
s, 

Several countries of the developing world have already met with this problem 
as in the past they attempted to develop occupational hcalth eervicec within 
Ministries of Labour; this all too often proved to be a thought-provoking 
situation. 



1v.2. Health b ~ d s  

It is essential that occupational health be clearly identified as a 
health activity. This would emphasize the fact that its basic concern is the 
health of the worker and that all associated activities in the field of 
environmental hygiene, ergocomics , safety etc . are designed to achieve this 
final goal. It is in pursuance of this central theme of health within 
occupational nealth that it Becomes necessary for the service Lo bc provided 
from the Ministry of Health. Further, such a pattern of development would 
help to bring the speciality of occupational health back into the mainstream 
of the medical warld and health sciences. This would provide a great boost 
for the speciality an4 greatly help in its future development. 

IV-3. Prevention of duplication of services 

The provision of occupational health services within the Ministry of 
Health ensures that duplication of health services for the "occupational" 
component of health is not duplicated in other ministries. Such duplication, 
besides beicg wasteful, is not conducive to efficiency. 

For these reasons it should be emphasized that the pro\.ision of health 
care services for the working population should be undertaker. within the 
framework of the Kinistry of Health. It is on this basis that this document 
is presented. However. to achieve the successful provision of health services 
Lu the workins  population this  ahould bc recognized as beine very much a 
collaborative effort between several ministries such as those of health. 
labour, agriculture and education. to name E few. It is onl: on this basis 
that any meanin~ful deveiopment of occupational health services can take 
place in a co~ntry. 

IV-4. Factors influencing health of the working population 

An earlier WHO document8 identified four broad categories of elements 
influencing health. namely: environment, behsviour, health services and 
hereditary factors. Similarly, workers' health is also influenced by four 
basic elements as shown in Fig.1. The elements suggested for each sector are 
interchangeable between sectors, for example government and management, 
depending on the organizational system prevailing in the country. 

Fig. 1. Agents responsible for workers' health 



IV-5. Role of the worker 

The participation of the worker is essential to any programme aimed at 
maintaining the worker's heal L11; witllout it sucti a programme, however 
sophisticated, is doomed to failure. For the worker to participate he should 
be aware of the hazards to which he may be exposed, educated to practise safe 
work procedures and provided with the facilities to work safely. For example. 

"t 
with respect to noise-induced deafness, a comon health problem, the workers 
should be made aware that continuous exposure to excessive levels of noise 
over a long period of time will result in permanent hearing loss. A rough-and- 
ready measurement of excessive noise is necessary, an example of such a 
measurement is if you cannot hear normal speech at a distance of 3 feet away 
from the speaker. An awareness that excessive noise can cause deafness by 
itself is inadequate. as this needs to be translated into appropriate practice 
through training and education. In this instance, the worker must be trained 
in the proper use of protective equipment such as earplugs or other 
ear-protection devices. 

Similarly, in the case of occupational dermatitis, another common health 
problem of workers, the problem largely lies in the failure of implementation 
nf p t p v ~ n t i v e  mnaallrPn. A n  ~ x t r ~ r n ~ l y  important factor contributing to 
occupational dermatitis is personal hygiene, which is dependent on the 
worker's education, motivation and participation. The use of harmful agents to 
cleanse the skin is another important factor contributing to occupational 
dermatitis. We are only too familiar with the practice of cleaning the skin 
with liquid organic solvents, e.g. petrol, kerosene, etc., a common cause of 
dermatitis. Here again, prevention is dependent on the worker's correct 
practices. 

Another activity the worker needs to consider in the prevention of 
occupational dermatitis is the use of protective devices, e. g. gloves, aprons, 
etc. and the use of suitable barrier creams. 

I V - 6 .  The role of the employer 

In addition to the conflict between Ministries of Health and Labour as to 
responsibility for the health of the worker, the question of the responsibi- 
lity of the employer must also be considered. It may be contended that the 
employer should accept responsibility for the provision of health care for the 
worker: a contention which very few would argue against. However, an important 
point of clarification needs to be stated. Although the employer is seen as 
the immediate beneficiary of the labour of the worker, the ultimate 
beneficiary is society and the State, Therefore, responsibility for the health 
of the worker should be jointly that of society, the state and the employer, 
but it should be ensured that health care for the worker is not jeopardized 
because of divided responsibility; this can only be realized if the role of 
the different sectors are identified and their activities effectively 
collaborated. In order to achieve this, the State should accept overall 
responsibility for the organization arzd provisiurl of lieslth care services to 
workers; but at the same time mechanisms should be developed for employers to 
contribute to the provision of such services. It should also be recognized 
that. to a great many workers. this discussion is irrelevant as they are 
individual farmers or self-employed persons; for them it is only the State 
which is in a position to provide the required services. 



Given this background of the relative neglect of occupational health 
services as well as a lack of planning, it is appropriate to reappraise the 
situation and to develop new policies and strategies for the provision of 
occupational health services, within the scope of Ministries of Health, with 
support from Ministries of Labour, management, organizations and the labour 

6 unions. 

'1 The following could be considered as the responsibilities of management: 

(1) Provision of facilities for workers' education and training on sare work 
practices and supervision. 

(2) Subntitution of harmful suhstxnces by harmless or less harmful ones. 

(3) Engineering controls to provide a safe work environment by segregation, 
enclosure, ventilation, etc. 

( 4 )  To ensure good housekeeping of premises. 

( 5 )  Provision of safety equipment 

(6) Administrative network, e.g. safety committee, etc. 

( 7 )  Provision of health care. 

(8) Conforming to governmental requirements 

IV-7. The role of government 

In some countries great efforts have been made to prevent occupational 
diseases by the following measures: 

(1) Training programmes for workers, manngcmcnt and health professionals. 

(2) Legislative controls. e.g. - licensing of factories - notification of occupational diseases - statutory medical examinations of workers. 
(3) Organizational network for prevention of occupational diseases. 

IV-8. The role of the health professional 

Finally, the health professional, e.g. physician, nurse, occupational 
hygienist, etc. have a role to play in the prevention of occupational 
diseases. Deliberately left to the last, the health professional can Co 
nothing without the realization by each one of the other categories, i.e. the 
worker, management and government, of their own responsibility regarding . ' prevention. 
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The physician helps to undertake the following activities in the 
prevention of occupational diseases: 

(1) Pre-employment examination of workers. 
( 2 )  Periodic medical examination of workers. 
( 3 )  Health education of workers and management. 
( 4 )  Reeular monitoring of the work environment. 
( 5 )  First aid, treatment and rehabilitation services. 
( 6 )  Administration of health services. 

The underlying theme of this approach to health is the realization that 
responsibility for health is not solely that of the health professional or the 
State. Appreciation of this leads one naturally to accept the position that 
the primary health care approach fulfils a11 requirements and is therefore the 
approach to ensure workers' health. 

V. AN ORGANIZATIONAL PATTERN OF HEALTH CARE FOR WORKERS BASED ON 
THE PRIMARY HEALTH CARE (PHC) APPROACH 

Much has been said and written about primary health care (PHC), 
particularly 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 of 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 Third world countries. 
Secondly, PHC does not solely constitute primary health workers or "barefoot 
doctors". Finally, PHC is not opposed to modern medical technology, 
sophisticated equipment and highly trained health specialists. On ihe oilier 
hand, it is a practical approach to making health care universally accessible 
to individuals and families in the community in an acceptable way and with 
their full participation. 

Fry and Farndaleg state that to understand the concept of PHC one may 
imagine the structure of the medical care system as composed of a number of 
different levels. The first level of medical care is self-care. People deal 
with the majority of their symptoms on their own, according to local 
tradition. If, however, intervention or help is thought necessary a "trained" 
person's help is sought. Such a person fulfils the role of the PHC worker. The 
features of health care at this primary level are: that it is the point of 
entry for individuals to the health care service, involving functions of 
assessment and of mobilization and coordination of further medical services; 
and that it provides personal, continuing and long-term care. 

According to the Declaration of Alma Ata, the major characteristics of a 
health system based on the PHC approach are: 

(ad comprehensive care; 
(b i  equity in population coverage; 
.[s) full participation and involvement of the population; 
(d) a multisectoral, collaborative relationship; 
(e) self-reliance, self-care and improvement of individual lifestyle; 
(f) team work in health care delivery. 
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It can be readily noted that all the above approaches are familiar 
elements ir, occupational health. Based on these characteristics, PHC-based 
services require a certain amount of organizational changes in the health 
sector, involvement of the community and, finally, links with the overall 
narional development strateg!es. 

4 V-1. Examples of programmes based on PHC 

Recently designed and planned programmes based on PHC exist in several 
countries of the Eastern Mediterranean Region. This was made known during 
discussion of country presentations. The characteristic: common tc 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 succeeded 
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.; Lhry are aL different stages of development in 
meeting thir 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. 

In Bahrain, PHC services are provided by the Government at the regular 
health centres and at a special clinic for workers (the Labour Force Clinic). 
Care is mostly curative. Private establishments are encouraged to have their 
own PHC services. 

In Democratic Yemen, occupational health is provided at the PHC level by 
health guides (PHC workers), but to a modest degree. Trained for speclfic 
tasks and skills, health guides can perform first aid for work and domestic 
accidents and recognition of simple cases of, e.g., pesticide intoxication and 
give health education and counsel to agricultural workers on hazards of their 
work. Such care is at present focused on agricultural workers, but the same 
care is planned to be an integral component of the health services for all 
industrial sectors. 

In Egypt, PHC has been accepted as the proper approach tor delivery of 
occupational health services. Such services can be integrated in the 
widespread network of health units in rural and urban areas. (See Annex I. 
Examplec of national situations as presented by participants; Ecy-pt. Diaersm 
of proposed model of occupational health for agricu::ural workers - a primary 
health care approach). 

In Iraq, the National Centre for Occupational Health and Safety, Ministry 
of Health, has intensified collaboration with the Central Council for Primary 
Health Care. Collaborative steps between these two governmental bodies in 
matters relatcd to workcro' hcalth arc already under way. In the rural arcao, 
health care for agricultural workers can easily be provided with the existing 
health units: the primary and secondary health centres. In addition, mobile 
medical units provide health care in the rural areas and villages not served 
by primary or secondary health centres. (See Annex I, IRAQ, diagram.) 
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In Jordan, the occupational health section works within the premises of 
the Primary Health Care Directorate. This could be considered as a long-term 
planning measure designed to integrate occupational health care within the 
existing system of PHC services. 

In Pakistan, the essential elements of PHC are provided through the rural 
and basic health units, particularly for the great mass of agricultural 
workers. It is the intention that the community health workers, with special 
re-orientation and training, would provide occupational health care also. 

In Saudi Arabia, a system of delivery of occupational health services by 
the PHC centres is reported to be operational. 

In Sudan, PHC in large and medium-sized industries is provided at the 
workplace. Most ,small-scale industrial units and the agricultural sector 
depend on the community PHC system. The care provided at the workplace is not 
of a satisfactory standard. (See Annex I, Sudan-diagram of a proposed model 
for provision of occupational health services at PHC level). 

V.Z. Principles for the provision of workers' health care 

Three basic principles for the development of an occupational health 
service could be identified as follows: 

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

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

(3) Uost importantly, the PHC approach should be the chosen system for the 
delivery of such services. (Similar views have been expressed in an 
earlier WHO documents). 

A prerequisite for the provision of health services at the enterprise 
levcl 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: 

(i) occupational health physicians 
(ii) occupational health nurses 
(iii) non-physicians providing PHC at the workplace 
(iv8 occupational safety and health engineers or safety officers 
(v) occupational hygienists 
(vi) 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 foundation for an occupational health service at the enterprise 
level is built. This would be in consonance with WHO'S objectives in 



EM/PHC/45-E 
page 13 

develop in^ occupational health selrices. The WHO document nn PHC and working 
populations8 has dealt comprehensively with this subject and it provides 
suitable background reading. 

V-3. The occ~~pational health service 

A general schematic ctiagram of a proposed occupational health service is 
set out in Fig.2. For purposes of convenience, the servire is considered at 
three levels: local, regional and central; however, functionally, it is not 
compartmentalized into these three levels. The functions and the organizational 
links of the service at the different levels will be considered at this stage. 

In addition to the proposals set out in the schematic diagram, country 
statements reflected several current situations, briefly discussed earlier, in 
which health care for workers is delivered. Thn~e. either embryonic or 
modestly developed, reflect sincere attempts and intentions to provide 
workers' health care within the PHC system operational nationally. Other 
mpdels of such care adopting the PHC approach developed in countries outside 
the Region were also reviewed. EXaIUpleS: in Thailand, the Ministry of Health 
has extended its PHC programmes to small industries through developing a 
support and referral unit, the Occupational Health Centre, in Smut Prakhan 
industrial district: in the Republic nf Korea, this has taken place through 
the organized centres and cooperative schemes. Models for health care delivery 
to agricultural workers (Fig.3) and to workers in small-scale industries as 
extension of such care from large industries (Fig.4) were also reviewed and 
cliscusseli. 

V-3.1. At the peripheral level 

A cadre of occupational health workers is to be developed from among the 
working population. The numbers required, functions, selection process, 
training, remuneration, evaluation and career structure are some of the issues 
that need to be considered in relation to occupational health workers. While 
some general policy issues of these aspects will be discussed at a later 
stage, it must be realized that each of the specific activities would depend 
on the local situation according t.n the occupations1 activity, gcogrophical, 
cultural and other considerations. 

The field or peripheral hcalth professional in the national system, e.g. 
sanitarian, nurse, midwife or any category of health professional, is to be 
identified as the link between the occupational health worker and the national 
health system. This relationship must necessarily be established as a two-way 
comunication process. 

Links are also to be established between the occupational health worker 
and the community health worker, other sector community field workers and 
others, e.g. t ~ a d e  unionists, management. 
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Fig. 2. General schematic diagram for  an wcupational health service 
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Links are to be established between the local medical officer and the 
occupational health worker through the field health professional as well as 
directly. 

V-3.2. Regional and central levels 
3 

At these levels a cadre of specialists in occu-ational health and hygiene 
must be developed. Tnese specialists would proviae a referral service, be 4 trainers and also develop relevant research programmes. In addition. it should 
also be ensured that these specialists be provided with facilities to function 
by strengthening existing institutions or, where necessary. developing their 
own. 

The role of district/regional/provincial health services/centres in the 
provision of health care has been indicated by several country statement:. 
They emphasize that such services/centres should be reoriented in thex 
function so that they can provide occupational health services. The de~ree LO 
which these health centres would deal with workers' health would depenC on 
their location and the concentration of workers or workplaces in the vicinity. 
Target working populations would be those in small industries, construction or 
agriculture having no health or safety personnel. The centres should encourape 
the training of PHC workers to provide essential health care in such 
workplaces and deal with accidents. 

At the central level, the line of authority would in moct inotances lead 
to a directorate in the Ministry of Health. However, in view of the multi- 
disciplinary nature of occupational health, it would be necessary to have 
multisectoral coordination. The experience of Iraq and Sudan in ti..s context 
is particularly valuable as each of these countries has set up such a 
statutory board for occupational health: its members are persons holding 
specified posts in the Ministry of Health, Ministry of Labour, universities, 
employers' representatives, and trade union representatives. 

VI. PRIMARY HEALTH CARE WORKERS AND THE WORKPLACE 

As previously stated, 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 general principles be 
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 their PHC worker. In developing a cadre of PHC workers for the 
workplace some basic issues such as their functions, selection, training, 
remuneration, links and support and career structure need to be considered. 

VI-1. Education and training for Prinwry 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 
communityl0. It should be appreciated that a PHCW so defined may not be 
relevant to more sophisticated societies. Nevertheless, the principles 
enunciated hold true. For instance, the definition implies responsibility of 
the community or the individual for health, that they are a part of the health 
care system, and that it is accessible, affordable and relevant. This 
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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 cormunity. Further, the success of the 
PHCWs and the system of PHC requires for its success a functioning referral 
system. Depending on the needs of each society, interventions at the primary "G 
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~O has set out the training needs and activities of a 
PHCW as follows: 

h 
TraiTIin~ to be received by the PHCW 

The PHCW will receive initial training for six to eight weeks from the 
official health service of the country. Training will be practical and given 
near his/her home. Preferably, the supervisor should give much of the instruc- 
tion and be responsible for continued 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 participation 
and involvement of workers; 
learn about self-care, first aid; 
can identify risks in the work environment; 
evaluate work environment - direct reading technology; 
report periodically to the support system. 

Duties to be ~erformed by the PHCW 

The work of the PHCW will cover both health care and community develop- 
ment, as man's health and that of the community is very much influenced by any 
improvement in the environment. 

The health work of the PHCW will be restricted to what he has learned. 
The PHCW should realize his limitations and know that there is only a 
restricted numher of  things he can do. He will not be able to solve all the 
problems he meets, but he should be able to deal with the most common and 
urgent. 

The community development work of the PHCW should serve to encourage both 
the local authorities and the public to show initiative and take an interest 
in any activity likely to improve their living conditions. He should always 
consider what can be done locally with the community's own resources at the 
least possible cost. 

The PHCW1s 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 
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may be identified, and one can outline the functions of a PHCW working in this 
field, viz: 

1. giving care and advice to any worker or his family who consults him, in 
accordance with his training; 

2. sending patients to the nearest health centre or hospital (evacuation or 
referral) according to the training and inetructionc given; 

3. 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; 

4. making regular reports to the local authorities on the health of the people 
and on conditions of h y g i e ~ i e  i r t  Lliv workplace; obtainins f r o m  the local 
authorities and the conununity the support he needs for his work; 

5. maintaining as close contact as possible with his supervisor so as to be 
able to give his best in his work and to obtairL the equipment and supplies he 
needs ; 

6. promoting community develup~rmrrL 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 w i t h  common sense and devotion to duty, and is 
aware of both his limitations and his responsibilities; 

( c )  does not leave the comm~tnity wi t h n i ~ t  f irst  informing the local 
authorities ; 

( d l  takes part in the training organized by the health services. 

The PHCW should spend some time with other social/developmental workers 
concerned with improving agricultural practices, labour department, food 
protection, wntcr supply, home economics, etc . He must know about services and 
opportunities for development available in his district and keep his community 
well-inf ormed. 

It 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 tho community's participation in what w i l l  b e  p a r t  of a 
provincial/national health authority with the active contribution of the 
people. 

VII. THE NEED FOR INTERSECTORAL COOPERATION 

It has been stated11 that a commitment to t h e  PHC concept is in a r e a l  
sense a commitment to development in a more general, social and economic 
sense; for enhanced skills, expanded incomes, and more political efficacy may 
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all be more closely linked to improved health in the community, in excess of 
that which could be provided by the Ministry of Health alone. 

Intersectoral collaboration can brim a number of benefits: sharing 
information, generating new ideas, increased political support and more 
efficient use of commonly needed resources. But there are also drawbacks to <- 
efforts at collaboration across organizational and sectoral differences. What 
problems are posed by joint activity? 

On the technical side, the various sectors often define their purposes 
quite differently, and so do not recognize the rewards of intersectoral 
collaboration. The importance of agricultural improvements in enhancing health 
may not be obvious to health workers, and even when it is clear to them, they 
may not be rewarded for contributing to agricultural productivity. Differences 
in technical organization may make collaboration difficult: physicians, 
agricultural extension workers, and irrigation engineers may not initially 
understand or recognize each others' professional expertise and so may have 
problems in working together. More generally. the organization of different 
agencies may work against coordination - when - for example, administrative 
units of the Ministry of Health are defined by criteria inconsistent with 
those of other ministries (e.g. hospital location), it is difficult to decide 
who should collaborate with whom. 

Intersectoral collaboration also has political consequences, altering 
distributions of power and resources within and among sectors. Collaboration 
by the Ministry of Health with external agencies can re-align internal 
influence patterns: personnel who represent the Ministry to other agencies may 
control more resources themselves and be less easily controlled as a result. 
Ministry staff who work with agricultural extension workers or educators, for 
example, require some discretion in the cormnitment of resources and time that 
nominally belong to the Ministry of Health if they are to collaborate 
effectively. Thus redistribution of the resources and authority of the 
Ministry may be required for successful collaboration across sectors. 
Intersectoral collaboration necessarily reduces the external flexibility and 
autonomy of the collaborating organizations, since each must be constrained by 
the interests of the others to preserve their collaboration. Questions will be 
asked about the return of resources invested: "Is the Ministry of Agriculture 
contributing to health development, or are we giving away precious resources 
to acbomplish its objectives?" If collaboration does not promote the Health 
Ministry's objectives, political resistance to joint activity may be expected. 

Still other problems are posed for intersectoral collaboration by 
cultural factors. Ministries of Health develop cormnon vislons and share 
standards that influence attitudes and behaviour toward other sectors. 
Intersectoral collaboration involves working with representatives whose 
cultural expectations may be quite different and difficult to understand. 
Medical culture is organized around a well-developed hierarchy and norms of 
deference to physicians that may be foreign to community organizers and adult 
educators who emphasize equality with poor consumers. Such differences can 
hamper collaboration, particularly if the lndlvlduals Involved do not 
recognize what is going on. Since cultural assumptions are developed in 
professional or organizational socialization processes of which people are 
often unaware. they may be confused, irritated, or even shocked by the 
different expectations current in other sectors. Initial efforts at inter- 
sectoral collaboration can founder in conflicts arising from unrecognized 
cultural differences rather than fundamental differences in interest. 
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In the context of occupational health certain obvious areas identify 
themselves for intersectoral cooperation with the Ministry of Health. 

id 
(1) Ministry of Labour 

As stated earlier, in many circumstances occupational health services are 
identified with Ministries of Labour rather than with Ministries of Health. 
This has been changed in societies where the dominant concern is the health of 
the worker. However, Ministries of Labour also provide for the safety and 
health of workers in the industrial setting (factories) by legislative 
controls and their enforcement. But it must again be appreciated that tne 
jurisdiction of Ministries of Labour is confined to the factory situation and 
in many societies factory workers constitute but a small sector of the working 
population. Agricultural workers, the services sector, the health sector. 
administration, eic. are often not within the scope of Ministries of Labour. 

(2 )  Ministry of Agriculture 

In developing countries Ministries of Agriculture often have the 
infrastructure to reach the people in rural and remote areas, as this is where 
agriculture takes place. Further, the agricultural worker, by thc very naturc 
of his job, is exposed to hazards, e.g. pesticides, accidents, etc. Thus it is 
only logical that cooperation with the Hinistry of Agriculture provides a 
necessary activity in caring for the health of the working population in the 
agricultural sector. 

(3) hnployers' Federations and Trade Unions 

These are two important organizations whose support is essential for any 
service which is concerned with health of the working po~ulation. 

There exists a need to develop a mechanism for organizing the necessary 
collaboration letween the different agencies,  WHO^^ has suggested such a 
mechanism under the title "Organizing interfaces with other agencies" which 
slates: 

"Cooperation among sectors can also be encouraged 
by organizational mechanisms that permit joint decision- 
making. Such organizational interfaces bring together 
Ministries of Health and other agencies to share infor- 
mation, establish common goals, develop plans and ideas, 
oc resolve conflicts". 

Interface mechanisms may be established at different levels of the health 
sx~stem. At top levels. for example. national health councils bring together 
representatives of many agencies and groups with interests in health 
development. The task of such councils is to bring the desirable and the 
possible into confrontation, so that realistic policies can emerge from 
analyses encompassing many perspectives. such councils can provide polltlcal 
support for intersectoral coordination; they have the information and the 

* national visibility which offers them both symbolic and cultural leverage; if 
national health councils believe intersectoral collaboration is really 
important, that expectation will to some extent rub off on lower levels. 
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VIII. FORCES RESPONSIBLE FOR SOCIAL CHANGE 

Improvement of health through the concepts embodied in the PHC approach 
requires c e r t a i n  cocial changes. I t  is pertinent that one is a w a r e  of the 
forces that influence social changes so as to harness these forces to achieve 
the stated goals, in this instance occupational health services delivery 
through the PHC approach. It is recognized by social administrators that the 
following are some of the forces which influence social change: 

1. The prevailing socio-economic climate. The PHC approach is very conscious 
of this a n d  stresses tho n e e d  for health programmes t o  be cost-effective as 
well as socially and culturally acceptable. Thus the PHC approach in each 
situation would be different, reflecting the socio-economic status of each 
nation. 

2. Advocators of social issues and opinion leaders for social reform etc. Such 
persons have a tremendous influence on public opinion; their views and should 
be given due consideration and wherever possible their support harnessed for 
health policy issues. 

3. Prevailing political ideology. This again must influence the type of health 
policy that is acceptable. In some situations health policy is centralized and 
financially supported by government. In other instances market forces are the 
major determinant for health policy. 

4. Professionals. Health professionals are usually responsible for high- 
lighting particular health problems and help to set priorities in health 
policy. Often it is the health professional who sets in motion the changes in 
health policy by identifying a particular health hazard or problem. 

5. Legislation. Enabling legislation is often necessary to implement health 
policy. 

6 .  International influences. This is particularly relevant today where 
communication is so good and fast. However, this also brings in some problems 
in that it is possible for countries and, in particular, health professionals 
who try to "keep up" with other nations to forget the more urgent needs of 
their own society. The international agencies again play a vital role in 
formulating and aiding the implementation of health policies. 

It is necessary to recognize these forces which affect social change as 
they can be harnessed for health p o l i c y  changes. 

IX. CONCLUSIONS 

The Meeting has shown that there exists a two-way relationship between 
work and health. On the one hand, a negative aspect is that work may adversely 
affect w o r k e r s '  health and poor health may adversely affect their capacity to 
work. On the other, there is the positive aspect which needs to be recognized, Q= 

namely that work can have a beneficial effect on the general well-being and 
health of the individual. b 

The health of the working population refers to the total health of the 
worker. It refers to his general health and to specific occupational diseases 
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that may result from work, as well as to what are termed "work-related 
diseases" which are of increasing importance in many societies. 

Health care for the workine population has been identified a- a national 
priority because: (a) the working population often comprises a laree segme-it 
of the population; (b) work often exposes the worker to health hazards and 
(c) because the working population comprises an important contributor to 
national wealth. 

For several reasons the Ministry of Health is ide~tified as the focal 
point for the provision of hcolth care services to the workine population. 
But, equally important, it is also recognized that for s ~ c h  services to be 
effective ccllaboration must exist between several sectors, e.g. ministries of 
labour, education, and agriculture, to name a few. 

It was recognized that the health of the working population is not the 
the sole responsibility of the health professiclal but that it is a 
resyoa~sitiliLy sl~arrd by Lhe worker, Lhe employer and the State or Government. 

The PHC approach was identified as being most appropriate for the 
provision of health care for the working population. This approach is relevant 
because it is the most practical and best form of health care, it is based on 
equity and justice, it recognizes the fact that health is not the sole 
responsibility of health professionals and it requires the active 
participation of both the individual and the community in the delivery of 
health services. Countries have indicated the systems of health care deliver: 
for workers within the context of PHC. (The different countries' systems are 
detailed in Annex I). Uodels for provision of workers' health care for 
agriculture and small industries were also discussed. 

The PHC approach for the provision of health services requires the 
following: 

(a) it be a part of the national health system; 
(b) a national network for such services be developed from the periphery 

through the regional to the central level; 
(c) training of personnel at various levels in the provision of health care 

to the working population; 
(dl the identification and training of PHCWs to provide for the health needs 

of the working population; 
(e) the development of intersectoral cooperation. 

I. countries should recognize and rdentrfy health care tor the working 
population as an imp~rtant national pricrity. 

2 .  Countries should choose the PHC approach fnr the provision of health care 
for the working population, and where relevant, their families. 
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3. Countries should consolidate and strengthen facilities and resources at all 
levels: 

(i) Central and regional 

- promote training of occupational health specialists such as physicians, 
hygienists, nurses, toxicologists, ergonomists, etc.; 

- provide necessary supplies and equipment such as direct reading 
instruments; - encourage research and training by providing adequate facilities. 

(ii) Peripheral 

- strengthen existing health care facilities; 
- promote and enhance comunity/workers' participation; 
- intensify training of paramedical and other health providers such as 

conmnrnity health workers and PHCWs in occupational health - r~nphasizr collection of essential information and data. 

4. Where a system of PHC for the working population is established, the 
referral system between the different levels of health services should be 
improved. 

5. A system should be developed in each country for the regular monitoring anti 
evaluation of the health services provided to the working population at all 
levels. 

6. Countries should facilitate and encourage the development of research on 
identification of health problems prevalent in the working sectors and 
provision of health care services for them. 

7. Countries should establish and improve intersectoral collaboration anrorlg 
the different national sectors and agencies responsible for workers' health, 
e.g. health, labour, agriculture, social security, trade unions, employers, 
ctc. 

8. In the context of and the needs for intersectoral collaboration necessary 
for the provision of health care for workers, countries should ensure that the 
concepts of occupational health be taught at all levels to relevant profes- 
sionals, such as chemists, engineers, agriculturists, social workers, trade 
unionists, etc. 

9. Inclusion of and/or emphasis on occupational health components in the 
teaching curricula of the different health/medical disciplines for all levels 
of health professionals, such as physicians, nurses, etc. The teaching of 
nccupational causes/aspects in conditions such as deafness, dermatitis, heat 
disorders and respiratory diseases are some examples. 

10. WHO should play a more active solo in technically allpporting and assisting 
countries of the Region in the development and promotion of occupational 
health services and their integration into the national health services 
through the PHC approach. 

11. WHO should make information on occupational health readily available to 
countries of the Region. 
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EXAMPLES OF NATIONAL SITUAXONS AS PRESENTED BY Pf. TICIPANTS 

e BAHRAIN 

a Occupational health services in Bahrain are continuously developing and 
are centred on the utilization of well-established and existing set-ups such 
as primary or secondary health care services. 

Bahraini and expatriate workers are provided with conrprehensi\,e primary 
and secondary health care services. Governmert workers 2nd workers fror the 
private sector employed in establishments tiring 50 wor:ers or less are 
covered at no charge. Private sector workers employed in establishments 
hiring more than 50 employees are also treated at governmental facilities 
through coverage by the Social and Health Insurance Scheme. The funds for 
this scheme are derived from the employers. It caters for health care, 
retirement and compensations. 

All workers are subjected to a pre-employment medical examination, 
undertaken by the Ministry of Health, which covers general fitness and 
screening for major comunicable diseases. Some private companies run their 
own specific pre-employment medical examination. 

Primary health care services are provided by the Government at the 
regular health centres 2nd at a special clinic for workers (Labour Force 
Clinic). Care is mostly curative. Private establishments are encouraged to 
have their own primary health corc clinicc. Companiec choocing to sun thcir 
own clinics are exempted from part of the health insurance fee. There are at 
present 5 private clinics with at least one occupational physician in each. 

The occupational health section at the Hinistry of Health is responsible 
for monitoring the workplace environment and for running periodic medical 
examinations for certain workers at high risk. The 5 large companies are also 
running similar services. . 

At present many steps have been taken to promote occupational health 
services at central level. 

Objectives 

To enablc govesnmental and non--govcmmcntol physicians and other health 
personnel to: 

1. recognize/investigate/diagnose the common occupational diseases; 

2. (a) manage and notify cases, or 
(b) refer proven and suspected cases to the appropriate facilities; 

3. health-educate at person-to-person level. 

0 Reauirements 

1. Orientation of key professionals and officials at the Ministry of Health. 
College of Medicine and Medical Sciences and College of Health Sciences. 
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2. Training: 

(a) inclusion of occupational health subjects at undergraduate and 
postgraduate levels; 

(b) running special training programmes; 
continuous education programmes. 

3. Improvement and strengthening of referrallfeedback system. 

Time schedule 

Five years will be needed to get this programme fully accepted and 
implemented. 

The above suggestions deal mainly with the curative aspects of 
occupational health. The preventive aspects at present are undergoing some 
changes; the results are expected to materialize in the near future. 

DEUOCRATIC YEHEN 

The Department of Occupational Health, Ministry of Health, is 
responsible tor occupational health services in the country. It was 
established in 1975. An occupational health clinic was attached to the 
Department in 1985. Recently, a branch of the Department was established in 
Hadramout Governorate. Other branches in the remaining four governorates are 
expected to operate during the period 1987-1995. Each branch would provide 
occupational health services including an out-patient clinic at the central 
hospital of the governorate. 

Primary health care is an integral component of the national health 
policy. This was adopted by the Second Congress of the Yemen Socialist Party 
and other governmental bodies including the Ministry of Health. Subsequently, 
all health personnel at the peripheral level will be expected to provide 
occupational health services suited to the needs, available facilities and 
training objectives. It is expected that such services would be integrated 
within primary health care during the period 1987-1990. Hence this will 
require a major reorientation programme in training and functions of all 
those who are to deliver such services. 

Occupational health is provided at the primary health care level by the 
health guides (primary health care workers) but to a modest degree. Along 
with other specific skills, health guides are trained to perform first aid 
for work and domestic accidents, to recognize simple cases of pesticide 
intoxication, and to give health education and counsel to agricultural 
workers on hazards of their work, particularly to pesticide spraymen. 
Reccntly, such activities were delegated to the health guides and the health 
units at the periphery. 
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OCCUPATIONAL HEALTH SERVICES FOR THE WORKING 
POPL'LATION IN DEMOCRATIC YEMEN 
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SfTUATION ANALYSIS 

Problems 

1. Lack of basic information on the magnitude of occupational health 
problems among the workers themselves. pJ 1 

2. Shortage of trained personnel. 
3. Logistics shortages (supplies, equipment, transport). 
4. Inadequate intersectional coordination. 
5. Inadequate application of legislation as well as enforcement thereof. "\‘ 
Available resources 

1. Legislation. 
2. Training institutions (governmental and non-governmental). 
3 ,  Health insurance fund. 
4. Health personnel in existing services. 
5. Facilities in other sectors (labour, agriculture, industry, education). 
6. Basic resources. 
7. Organizations for workers. 

Suggested solutions 

1, Provision of occupational health services within the national health 
service, using the primary health care approach. 

2, Re-orientation of existing services at the periphery and the referral 
system, as well n s  the training curricula of health ~ u i d e s  (primary health 
care workers). 

3. Inclusion of occupational health principles and practices in the education 
curricula at undergraduate and postgraduate levels of health personnel. 

4. Training in health education of managers/employers, trade union personnel 
and selected workers. 

5. Close intersectoral coordination and cooperation. 

6. Promotion of existing occupational health departments tor better delivery 
of services. 

7. Appropriate mechanisms for supervision and feedback (evaluation), 

8 ,  Community (workers) participation and active involvement. 



ECYPT 

Occupational health and safety activities in ~gypt can be divided into 
two main groups: the supervision of workersf health and the supervision of 
the working environment. Health Insurance organization is the responsible 
authority for health care which i n r l u d ~ s  pre-placement and periodic medical 
examinations, rehabilitation, trectment an: disability evaluation of 
occupationally handicapped workers. 

The supervision of the working environment is the responsibility of thc 
Hinistry of Manpower and Training. The Ministry of Health monitors the 
outdoor environment and shares responsibility with the Hinistries of 
Manpower, ~ousing and local aut-hnri ti es for licensing of factories. Training 
of occupational health manpower is the responsibility of universities, 
national institutes and centres. 

The majority of occupational health services are geared towards tho 
industrial production sector and industries. These services are actually 
providee by the Health Insurance Organization and the Ministry of Labour. Thc 
r o l e  of the Ministry of Health towards industrial workers is a recently 
assumed role. The Ministry of Health should exert all efforts towards the 
provision of occupational health care to the underserved agricultural workers. 

The problems hampering the occupational health services can bc generally 
classified as: 

- shorta~e of professional personnel 
- shortage of financial resources 
- lack of coordination, cooperation and integration between different 

bodies engaged in occupational health management. 

The following fundamental principles are considered basic for the 
development of occupational health services: 

1. Occupational health services must be provided through the existing 
national health service system by a process of integration, with immediate 
attention to be paid to the provision of occupational health care to the 
high-risk, vulnerable and unaer-privileged sectors of the working population. 
such as agricultural workers. 

2 .  ~ h c  carclices must  be designed for the total health of the worker and if 
necessary their families. 

3. The primary health care approach must be the chosen system for the 
delivery of such services. 

There is also need for a programme of health education for the workers, 
to inform them of the benefits accruing from the ~upervisior~ of their health 
and enabling them to aaapt to their new way of life. 



EU/PHC/45-E 
page 32 

There is a widespread network of health units in rural and urban areas 
in Egypt. These units deliver different types of primary health care services 
which include: 

- maternal and child care 
- school health 

sanitation 
- Comunicable diseases control and immunization 
- endemic diseases control and treatment 
- simple curative services 

The working personnel in these units are: 

1. Doctors (GPs). The problem is rapid turnover every 6 months, or maximum 
one year (usually) 

2. Nurses (1 or 2)  
3. Service workers 
4. Sanitation and comunicable diseases inspectors 
5. Food inspectors (4 and 5 may be the same person) 
6. laboratory technician 

The prograwne of action will start by: 

(a) Training of the infrastructure personnel from the periphery to the 
central Levels, e.g. training of supervisors of agriculture workers on health 
education concerning work practices. This is to be implemented in 
collaboration with the Ministry of Agriculture. 

(b) Training of the primary health care ~orKe2-s (who could be any one in the 
mral units according to the local situation). The doctor will be the 
supervisor. Training of the PHC worker will be on how to detect the early 
signs and symptoms of toxicity hy uring t.ha simplest equipment. and doing 
first aid treatment. 

(c) Registration of every case of pesticide toxicity. 

(d) Organized team work in occupational health should be the practice 
throughout the echelons in the directorates. 
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PROPOSED MODEL OF OCCUPATIONAL HEALTH FOR AGRTCULTURAL 
WORKERS: A PRIMARY HEALTH CARE APPROACH 

EGYPT - 
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IRAQ 

I. CENTRAL LEVEL 

1-1. The National Committee of Occupational Health and Safety 0 
This committee is composed of senior representatives from the different 

Ministries and workers' unions as well as scientific and medical leaders. It 
sets up occupational health objectives, recommends legislation, research and 
training and reviews all programas in tho field of occupational health and 
safety. 

1-2. The National Centre of Occupational Health and Safety 

This Centre advises both employers and employees in the field of 
occupational health and safety, in collaboration with the Secretariat of 
Labour Relations in the General Fcdcration af Labour Unions in matters 
related to education of the workers and labour inspection at the working site. 

The duties of the National Centre of Occupational Health and Safety are 
(i) ensuring provision of health services including emergency and first aid 
services, and public health services in the workplace and (ii) organizing 
courses and seminars in the field of occupational health and safety. 

1-3. Collaboration with the Central Council for Primary Health Care 

A step has already been taken for more collaboration with the Central 
Council of Primary Health Care in matters related to the health of the 
workers. 

I1 REGIONAL LEVEL 

11-1. Provincial Department of Occupational Health and Safety 

The Five-Year Plan indicated the establishment of 18 departments of 
occupational health and safety, one in each province. to take up 
responsibilities in matters related to health and safety within that 
province. Five occupational health and safety departments have already been 
opened in five provinces; they collaborate with industries, agriculture and 
unions in the province concerned. 

11-2, Department of Occupational Health and Safety in Ministries 

A step is being taken to open a department of occupational health and 
safety in the following ministries: 

(i) Industry and Metals 
(ii) Light Industry 
(iii) Agriculture 
(iv) Petrol 
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111. PERIPHERAL LEVEL 

111-1. Plant level 

The National Centre of Occupational Health and Safety collaborates with 
the Ministry of Labour and Social Affairs to ensure the application of 
section 8 of the Labour Code Law No. 151 and amendment No. 9 of 1977 and 
No. 3 of 1985 concerning: 

(i) First aid measures at the workplace 
(ii) safety officer at the workplace 
(iii) Medical care at the workplace (part-time or full-time physician) 
(iv) Safety Committee in the workplace where the number of employees is more 

than 500 
(v) More coordination between plant physicians and the Nationa. Centre of 

Occupational Health and Safety in Baghdad and the Departments of 
Occupational Health and Safety in the provinces. 

111-2. Rural areas 

Health care is provided in rural areas through the main rural health 
units (see diagram). 

The main health units in the rural areas are: 

(i) Primary health centres 

Pri~ila~-y IrealLh cenLrrs are considered as rural IrosyiLdls. They pruvi.de 
medical services to 20 000 persons. General practitioners. a gynaecologist 
and a dentist are usually working in such centres. Laboratory facilities and 
X-ray units are usually available in these centres with 30 beds each. An MCH 
clinic is attached to ea-h of these centres. 

(ii) Secondary health centres 

Secondary health centres provide medical services to 5000 persons. They 
are usually directed by general practitioners and assistant medical officers. 
They usually have an out-patient clinic. 

(iii) Mobile medical units 

These units provide health care in rural areas and villages not served 
by primary or secondary health centres. 

Health care fo: agricultural workers is provided by the above centres 
and units. It includes: 

(i) treatment of injuries at work 
(ii) vaccination aghinst communicable diseases 
(iii) ec~cation of workers 
(iv) provision of first aid at the workplace. 
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The Five-year Plan which ends i n  1990 includes:  

( i )  Training of physicians and publ ic  h e a l t h  inspec to r s  i n  primary and 
secondary hea l th  cen t res  o r  medical u n i t s  i n  mat ters  r e l a t e d  t o  
occupational  h e a l t h  i n  r u r a l  a r e a s ,  e spec ia l ly  f o r  a g r i c u l t u r a l  workers. Vh 

t i i )  Links between these centres and the Departments o f  Occupational Health 
and Safe ty  i n  each Province. 4-- - 

PROVINCIAL DIXECTORATE 
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Department of Health Care of 
Occupational Health Rural  Area 

Hospi ta ls  

and Safety 
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JORDAN 

1. During the last 30 years, industrial schemes in Jordan were stepped up; as 
a result the number of those gainfully employed was subsequently increased, 
as was the different governmental bodies which currently share the 
responsibility of protecting workers through the provision of health care and 
ensuring safe working conditions. 

7 

The population of Jordan is about 2 595 100. The total number of workers 
enganed in the different economi activities is 605 201. These are 
distributed as follows: 

(i) Industry 
(ii) Trading 
(iii) General services 
(iv) Agriculture 

2. Administration of Occupirtiurrill Health Services 

These may be delivered by the Ministry of Health, Ministry of Labour, 
Social Security, the Universities and the Institute of Occupational Health 
and Safety. 

The Occupational Health Section of the Department of Environmental 
Health is a unit in the Primary Health Care Directorate. This was initially 
decided so that occupational health care would eventually be an integral 
component of the primary health care services. The professionals 
administering the Occupational Health Section in h a n ,  as well as the 
occupational health specialists in the Provinces of Irbid, Salt and Aqaba, 
are the health personnel entrusted with the provision of the occupational 
health services. 

The Occupational Health Section carries out the following functions: 

1. General preventive cervi r a n .  
2. Health education of workers and employees regarding health hazards 

associated with work. 
3. Screening individuals for special jobs - monitoring. 
4. General inspection of work premises - monitoring. 
5. Reporting to the authorities on the health of the workers and on 

conditions of hygiene in the workplace. 
6. Collaboration with other sectors in the Hinistry of Health, Ministry of 

Labour, Social Security and the Royal Scientific Society. 

The Ministry of Labour carries out the following functions: 

1. Inspection of workplaces. 
2. Conduct of training programmes on safety. -\ 3. Collectian and recording of accident statistics. 

Social Security carries out the following functions: 

1. Insurance oi workers against work injuries and occupational diseases. 
2 .  Payment of workmen's compensation in case of disability. 
3 .  Payment for medical treatment of accidents and injuries at work. 
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The Universities and the Institute of Occupational Health and Safety 
carry out consultations in the field. 

3. Occupational health services at the workplace 

The Labour Law requires that workplaces employing more than 100 workers 
have a specialized safety officer; workplaces employing less than 100 should 
have one person or more well oriented in safety at work along with their 
regular jobs. 

I 
Some industrial establishments in Jordan employ part-time physicians who 

spend 2-3 hours every working day in the establishments attending to sick 
workers. Other establishments contract physicians to attend to sick employees 
in their private clinics. The largest 12 enterprises employ one full-time 
physician each. 10 full-time physicians are working in the clinics run by the 
Transport Corporation. 

4.  Occupational health problems 

Accidents and injuries in the workplace are the major occupational 
health problems among the working population in Jordan. Dust and noise are 
the major hazards. 

The measures taken to control the above problems are inspection of the 
workplaces ar~d lraalL11 education of workers. Dialogical monitoring of workera 
and environmental monitoring of the workplace are day-to-day functions of the 
Occupational Health Section. 

PAKISTAN 

Occupational health in Pakistan is not well developed due to (i) low 
standards of living and poor economic conditions: [ii) poor education and low 
literacy rate; (iii) poor health standards and poorly developed services; 
(iv) rapid population growth and high incidence of communicable diseases. 
Pakistan is making good progress in overcoming these problems, nevertheless, 
the delivery system of primary health care, including occupational health, is 
still very poor. This is due to occupational health problems, caused by rapid 
industrialization and mechanization, being superimposed on the existing 
burden of poor living conditions. inadequate water supply and sanitation. and 
disease. 

Workers in Pakistan are exposed to many occupational hazards, in 
addition to long working hours with inadequate rest breaks and lack of proper 
sanitary facilities. The general health problems in the country are so vast 
that it is not possible to separate the industrial and the domestic purposes 
of health care delivery. Ocrllpat-ional health problems together with the 
general health problems of the working population are considered as one; it 
is not possible to control occupational health problems independently. The 
Social Security programme is officially in charge of occupational health. 
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As an example, the labour force in North-West Frontier Province is 
estimated to be about 3.5 million engaged in various economic activities. 
Agriculture absorbs 2.6 million. The total number of insured workers, and 
deyendenLs, is about 1 . 9  million. The physician:workers ratio is 1:750. 

4?/ In mid-1986 there were 8481 primary health care facilities in Pakistan; 
population per primary health care facility numbered 11 500. The essential 

-1 elements of primary health care are provided through the rural health centres 
and basic health units (see diagram). Community health workers, with special 
rr-orientation and training, could provide occuptional health care along with 
uthrr types UT care. 

Generally, the occupational health problems are: 

1. lack of information on the magnitude of occupational health problems; 
2. shortage of training facilities for the worker on the nature of his job; 
3. shortage of health personnel trained in occupational health; 
4. unclear relation between employer-employee-Government. 
5. Inadequate enforcement of legislation. 

Sue~ested solutions! 

1. Conduct of survey to collect the necessar! basic data on occupational 
health problems in Pakistan - studies, epidemiological investigations. 

2. Provision of training facili-ies for workers. 
5 .  Training primary health care workers to provide occupational health care 

at the factory, hospital, and rural health centre. 
11. Participation of bath employers and employees in activities pertainin8 

to occupational health. Government may play a leading role. 
5. Enforcement of effective legislation which should emphasize control 

measures. 
6. Better management of occupational health services at the central level. 
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Organizational Structure, Health Services, Pakistan 

CENTRAL GOVERNMENT 

(Ministry of Health) 

I 
Provfncial Health (PH) 

4, 4, 
PH 

-L 
PH PH 

I 
Healih Minister 

I 
Secretary of Health 

I 
I 

Divisional Deputy Director 

Medical Superintendent District Healch Officer (DHO) 

Tehsil %Or 

Assistant health Communicable 

I inspector Disease Control 

(MCH, EFT, 

Assisxant DHO in all Control epidem.) 

preventive administration 

Dispensaries MCH Tehsil HQ Hospitals Rural Health Centre 

(Integrated health centre) 

/ 
Basic Health Unit (BHU) BHU BHU BKU 

Voluntary Community 

Health Workers (CHW) 



EM/PHC/45-E 
page 41 

SAUDI ARABIA 

After the discovery of petroleum in the late thirties there llas been a 
rapid development in Saudi Arabia, especially during the last two decades. 
The last four five-year development plans beginning 1395 AH (1974) aimed at: 

1. building the infrastructure necessary for development such as roads, 
bridges, housing and also expansion in the field of health education, 
insurarice and comunications. 

2. Agricultural develot~ment through increase of the cultivated area, 
introduction of new crops and modernization of irrigation methods and plant 
protection. The area suitable for cultivation in the Kingdom is about 
1/2 million donums mostly located in Gasseem, A1 Kharj, L1 Hassa and Wadi 
Eldawase-. By the end of 1404 AH (1983) about 1917 producing agricultural 
projects have been implemented, costing about 14 billion Saudi Riyals and 
employing about 300 000 workers. 

3. Industrial development in the field of industry aimed at increasing the 
national income and diversifying the economy so as not to depend totally on 
petroleum. By the end of 1404 AH (1983) about 1875 factories were in 
production, costing about 55 billion Saudi riyals and employing a:~out 150 000 
workers. The distribution of these factories according to their activities is 
ac follows: 

28% metallic and manufacturing industry 
27% building material production 
16% food industries 
15% chemical industries 

This is in addition to the basic national industries of oil and natural 
gas production and refining and also the petrochemical and metal producing 
industries in Jubail and Yanbu. About 70 000 workers are employed in the 
niir~ing and petroleum industries. 

Health care for the working population 

In such a rapidly changing society the protection of the working 
population and maintenance of their health is a necessity to increase 
production. 

The Saudi Arabian labour and workers law of 1389 AH (1968) pertains to 
the protection of workers' health; and according to this law all up-to-date 
measures are included to ensure the protection of workers' health from 
adverse conditions of the work environment. It also deals with other factors 
indirectly affecting workers' health and also puts standards for health care 
to be delivered at work sites. The responsible body for implementing the 
health part of the law is the occupational health and safety inspectorate 
unit at the Ministry of Labour and Social Affairs. Four physicians and two 
hygienists are employed by the Kinistry for this purpose. 

The social insurance law of 1389 AH (1968) is the law responsible for 
insurance of industrial workers against occupational injuries and diseases 
and comp--mation for permanent disability resulting from such injuries. Nine 
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physicians are employed by the general social insurance organizaton for the 
purpose of evaluating such injuries and assessing for compensation. 

The Department of Occupational Health in the Uinistry of Health 
S 

The need for a responsible body to render proper occupational health 
services for workers was felt after the rapid development in the field of 
industry and agriculLure and the a n t i c i p a t e d  appearance of occupational 
hazards and diseases associated with industrial and agricultural activities. 
In 1398 AH (1977) expertise from WHO was invited to advise on the 
establishment of occupational health services in the Kingdom. By 1399 AH 
(1978) two occupational health specialists were appointed to begin 
establishing the Department of ~ccupational Health in the Ministry of Health. 
They began their activities by collecting data on occupational activities and 
diseases in the Kingdom. A t  present,  there i~ ull ly urie uccupatio~lal llvalth 
specialist and three health inspectors in the Department. 

Regional occupational health units 

It is planned to establish in each health region of the Kingdom a 
specialized .occupational health unit consisting of an occupational health 
out-patient clinic an8 an occupational health laboratory. Among the functior~s 
of these units is coordination with local authorities in the field of 
occupational health, supervision of occupational health services delivered by 
the primary health care centre and ac t ing  as a reference centre for primary 
health care centres in matters dealing with occupational health. 

The functions of these units will be: 

1. Environmental monitoring of work sites and making recommendations for 
correction to the accepted standards. 

2. Running of pro-employment and p e r i o d i c  medical exams fnr wntknrs exposed 
to specific occupational risks and hazards. 

3 .  Diagnosis and treatment of occupational diseases. 
4. Assessment [in collaboration with the bodies concerned) of disabilities 

arising from occupational injuries and diseases. 
5 .  Supervision of health care standards at the workplace. 

SUDAN 

Sudan is an agro-industrial country. 85% of the population is rural and 
occupied mainly in agriculture. 

Occupational health services are provided through the Ministry of 
Health. The Ministry of Labour provides inspection services and social 
insurance and works in close liaison with the Occupational Health Department. kL 

f l  
Primary health care is provided at the workplace by all large and many 

medium-sized industries. Host small industrial units as well as  the 
agricultural  sector depend on the general hcnlth ocrvices and community 
primary health care system. Although there is some o f  provision of such care 
at the workplace, it is considered unsatisfactory. 
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Occupational health services provided at primary health care level are 
limited to about 6 occupational health centres and dispensaries. In some 
int~strial workplaces the occupstional health and safety officer and the 
occupational health and safety supervisors cater for first aid and 
occupational safety. 

To assess the efficacy of the present system, the training component was 
scrutinized. In order to have occupational health delivered within the 
primary health care services, one of two options had to be considered: 

1. Either to continue with the present system of training, which was 
considered unsatisfactory for the following reasons: 

(i) the previous experience, that is training of first aiders, occupational 
health and safety supervisors and officers in the Occupational Health and 
Safety Training Institutes, ccncentrated mainly on problems in factories and 
workplaces; almost none from agriculture; 

(ii) there is continuous turnover and brain-drain because of migration abroad; 

(iii) the link between these workers and the Occupational Health Department 
is ultimately lost; 

(iv) some of them leave their work or change their job due to lack of 
incentives. 

2. to review the current training system. This latter option is being 
ado ted bx- the Occupational Health Depzrtment as follows: 

(i) A new system of in-built training has been developed, making occupational 
health and safety an integral part of the curriculum of engineering and 
agricultural schools, institutes and universities. 

(ii) As for the health personnel, training in occupational health and hygiene 
ie to ho introduced in the curriculum of the primary hcolth care worker. 
noreover, the curricula of the schools, institutes and universities where the 
subject is now included have to be reviseo to make maximum use of the 
teaching hours allotted to the subject. 

(iii) Refresher and orientation courses are now being designed by the 
Occupational Health Department to widen and deepen knowledge of the subject 
amone the different grade= of health personnel already working in LIE field 
especially those who do not have a direct relationship to the Occupaticnal 
Health Department. 

(iv) A system of continuous training (a) utilizing mobile teams that visit 
the existing rural health units and the agricultural communities in order to 
propagate concepts of occupaticnal health and safety and to gain feedback 
about health situation; (b) propagation of periodicals, brochures and 
publications on specific topics to the health personnel and adoption of a 
system of postal feedback to ensure continuous contact. 
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Proposed o b j e c t i v e s  

1. To ensure the widest possible coverage of the occupational health 
services, especially to agricultural comunities. 

2. To improve the quality of the present occupational health services. 

I. Evaluation of the present system of delivery of occupational health care 
within the primary healh care set-ups. 

2. Training 

(a) The in-built system (see text above) 
(b) Orientation courses for the non-occupational health personnel 
(c) Volunteers from agricultural workers' organizations. 

3. Consolidation of Occupational Health Department 

(a )  Postgraduate training of technical staff 
(b) Equipment for occupational hygiene laboratory 
(c )  Equipment for new occupational health hospital 
(d) Establishment of provincial sub-units. 

For implementation of the plan, the following would be needed: 

1. Funds for research and evaluation 

2. National and international as3istancc for: 

- Audiovisual aids 
- Manuals and handouts 
- Library 

3 .  Laboratory equipment and field test kits 

4. Transport facilities. 
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HEALTH SEKVICES FOR WORKEKS I N  SUDAN 
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PROPOSED MODEL FOR PROVISION OF OCCUPATIONAL HEALTH SERVICES 

AT PRIMARY HEALTH CARE LEVEL 

Occupational Health 
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AGENDA 

7 2. Election of Chairman and Rapporteur 

3. Adoption of Agenda 

4. Review of Working Document 

5 .  The rationale for the provioion of hcalth care to the working population 

6. Primary health care and workers' health: strategy, application and 
alternative approaches 

7 .  The role of the primary health care worker in the workplace 

8 .  Education/trainin; of the primary health care worker in occupational 
health and safety 

9 .  Organizational patterns of occupational health administration 

10. Intersectoral cooperation and occupational health delivery 

11. Country preseritatiotxs 

12. Conclusions and Recommendations 
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