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Primary health care and basic occupational health services 

1. Introduction 

The World Health Organization (WHO) Regional Office for the 
Eastern Mediterranean (EMRO) held an intercountry workshop on 
primary health care and basic occupational health services: challenges 
and opportunities in the Eastern Mediterranean Region in Sharm el-
Sheikh, Egypt 12–14 July 2005. The main objectives of the meeting 
were to: 
• review, share and document accumulated experiences in 

integrating occupational health services in primary health care 
systems at country level; 

• identify challenges and suggest best approaches and 
mechanisms for establishing basic occupational health services 
at country level; and 

• develop a minimum data set of information and indicators used 
for planning, monitoring and evaluating the performance of 
basic occupational health services at regional and country 
levels. 
The workshop was attended by 19 participants from 16 

countries of the Region: Bahrain, Djibouti, Egypt, Iraq, Jordan, 
Kuwait, Morocco, Oman, Pakistan, Qatar, Saudi Arabia, Sudan, 
Syrian Arab Republic, Tunisia, United Arab Emirates and Yemen. 
These national experts and key technical personnel came from 
governmental ministries of health and labour and specialized 
institutions. Also present were well-known international experts in 
occupational health: Dr Jorma Rantanen, President of the 
International Commission for Occupational Health (ICOH) and Dr 
Gerry Eijkemans, Coordinator, Occupational Health, WHO 
headquarters. 

Dr Said Arnaout, Regional Adviser, Health for Special 
Groups, WHO/EMRO, delivered a message from Dr Hussein A. 
Gezairy, Regional Director, WHO/EMRO. In his speech, Dr Gezairy 
confirmed the Regional Office’s strong belief that a healthy workforce 
was vital for sustainable social and economic development at all
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levels, and that the workforce was a key target population for health 
policies. He highlighted the fact that WHO policy, since the founding 
of the Organization, had always included elements of occupational 
health, and that the WHO Constitution, the Declaration of Alma-Ata 
on Primary Health Care and the Health for All Strategy, as well as 
many other key documents, all emphasized the need to protect and 
promote health and safety at work through the prevention and 
control of hazards in the work environment and through the 
promotion of health and the work capacity of working people. 

Dr Gezairy reminded the participants that the Regional 
Committee for the Eastern Mediterranean, at its 38th session in 1991, 
had passed resolution EM/RC.38/R.8 urging Member States in the 
Region to “include in primary health care services elements of 
occupational health”. Since that time, he noted, there had been 
extensive efforts made to strengthen the capacity of primary health 
care systems in the Region to respond effectively to the needs of the 
working population in agriculture, informal sector and small-scale 
industries. Activities in the field of occupational health had been 
included in the collaborative programmes of WHO with Member 
States. However, the time had now come for evaluation to identify 
the achievements, challenges and lessons learned in the accumulated 
experiences.  

Dr Gezairy concluded by saying that the idea of providing 
basic occupational health services deserved special attention, as it 
would provide countries of the Region with a practical tool for 
identifying priorities and pooling scarce resources to develop an 
integrative and effective occupational health system and services, 
tailored according to the national conditions and needs of each 
country and based on international standards.  

The agenda and programme for the intercountry workshop 
were reviewed and adopted by the participants. Dr Ahmad Al-Shatti 
(Kuwait) was elected Chairman, and rapporteur duties were rotated 
among participants. The agenda, programme and list of participants 
are included as Annexes 1, 2 and 3, respectively. 
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2. Objectives and methodology  
Dr Said Arnaout 

The purpose of the meeting: to review, share and document 
accumulated experiences in integrating occupational health services 
in primary health care systems at country level; to identify challenges 
and suggest best approaches and mechanisms for establishing basic 
occupational health services at country level; and to develop a 
minimum data set of information and indicators used for planning, 
monitoring and evaluating the performance of basic occupational 
health services at regional and country levels.  

The workshop methodology included introductory technical 
presentations, individual country presentations, and group work to 
explore the possibility of adopting and adapting basic occupational 
health services within the Region and to identify the possible 
challenges and opportunities. The expected outcomes included the 
extensive sharing of experiences, the strengthening of cooperation 
and networking and the production of an inclusive technical report 
on the intercountry workshop offering practical recommendations to 
facilitate the coverage of basic occupational health services in the 
Region. 

3. Technical presentations 

3.1 The WHO global programme on occupational health and 
activities for strengthening occupational health services 

Dr Gerry Eijkemans 

Hundreds of millions of people throughout the world are 
working today under circumstances that foster ill health and/or are 
unsafe. It is estimated that yearly over two million people worldwide 
die of occupational injuries and work-related diseases, and the 
WHO’s World Health Report, 2002, indicates that 1.5% of the global 
burden in terms of daily-adjusted life years (DALYs) result from only 
a selected subset of occupational risks. In developing countries, the 
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above-mentioned risk reaches a proportion that is estimated to be10–
20 times higher than in established market economies. 

WHO initiated several actions in responding to these 
challenges, including Joint Efforts on Occupational Health and safety 
in Africa; ILO/WHO global programme on the elimination of silicosis; 
prevention of needle stick injuries; occupational risk management 
toolbox (control banding); and expansion of coverage of basic 
occupational health services. 

3.2 The Commission on Social Determinants of Health and its 
importance for occupational health services 
Dr Gerry Eijkemans 

Today health stands higher than ever on the international 
development agenda, and health inequalities between and within 
countries have emerged as a central concern for the global 
community.  

Social determinants reflect people’s different positions in the 
social “ladder” of status, power and resources. Evidence shows that 
most of the global burden of disease and the bulk of health 
inequalities are caused by social determinant including employment. 

In general, having a job is better for health than having no job. 
But the social organization of work, management styles and social 
relationships in the workplace all matter for health. Evidence shows 
that stress at work plays an important role in contributing to the large 
social status differences in health, sickness absence and premature 
death. 

Having little control over one’s work is particularly strongly 
related to an increased risk of low back pain, sickness absence and 
cardiovascular disease. Several studies examined the role of work 
demands. Some show an interaction between demands and control. 
Jobs with both high demand and low control carry special risk. Some 
evidence indicates that social support in the workplace may be 
protective. 

There is no trade-off between health and productivity at work. 
A virtuous circle can be established: improved conditions of work 
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will lead to a healthier work force, which will lead to improved 
productivity, and hence to the opportunity to create a still healthier, 
more productive workplace. 

3.3 Occupational health and safety: regional overview 
Dr Said Arnaout 

The WHO Eastern Mediterranean Region comprises 22 
countries with a total population of approximately 500 million. The 
labour force represents 10%–50% of the active population and is 
distributed between the agricultural, industrial and service sectors. In 
countries of the Gulf Cooperation Council (GCC) immigrant workers 
represent the majority (up to 80%) of the workforce. In the majority of 
countries, about 15%–50% of the labour force is engaged in industry, 
mining, quarrying and construction activities while 10%–25% work in 
the service industries, although this figure is increasing rapidly. 
There are no precise estimates available for the informal sector, which 
includes groups such as small-scale enterprises, agricultural workers, 
self-employed, temporary workers and domestic workers.  

At the regional consultative meeting on development trends of 
occupational health services held in Damascus, Syrian Arab Republic 
in December 2003 the following conclusions were drawn: 
• occupational health services vary significantly between 

countries of the Region, in terms of both qualitative and 
quantitative parameters; 

• the considerable amount of experience in some Eastern 
Mediterranean countries could be used, exchanged or even 
replicated by other countries; 

• there is a serious need to develop and progress occupational 
health services in all countries of the Region. 
The majority of countries have several limitations or constraints 

that hinder occupational health and safety services and activities at 
national, local (municipal) and facility level. These relate to the lack of 
enabling legislation, the lack of standards and expertise, the lack of 
coordination between the concerned authorities, lack of participation 
from employers’ organizations and nongovernmental institutions, 
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insufficient budgetary or human resources, lack of educational 
programmes and the conflict in roles between the various responsible 
authorities. Conventional inadequacies in occupational health and 
safety services (human resources, infrastructure, education, training, 
research) compound with certain specific regional challenges, such as 
the rapid growth of the general population and of young people 
reaching adulthood which has resulted in a huge increase in the 
labour force. 

As a result of the intercountry meeting on primary health care 
in the workplace (held in Baghdad, Iraq, 20–27 September, 1986) the 
primary health care approach was identified as being most 
appropriate for the provision of health care for the working 
population. In order to facilitate the implementation of this, certain 
strategic approaches were suggested: 
• incorporating basic occupational health services into primary 

health care systems and into academic curricula for educating 
and training of primary health care workers; 

• establishing and developing national occupational health 
surveillance systems and databases to allow evidence-based 
decision-making processes and interventions. 
A questionnaire on WHO global strategy for occupational 

health for all was carried out by the Regional Office for the Eastern 
Mediterranean during March–April 2005, and results were obtained 
from 15 of the 22 countries. It was found that over half the 
respondents had intersectoral mechanisms for occupational health 
already available in their country, while two thirds had a national 
strategy, programme or action plan drawn up. The majority of 
countries had a special department or unit with staff dedicated to 
occupational health, under either the jurisdiction of the ministry of 
health or labour. Half the countries had a programme offering post-
graduate training in occupational health, but two-thirds lacked a 
national institute responsible for occupational health and safety. 
Respondents were asked how their country situation had changed 
since the WHO global strategy on occupational health was 
formulated, in terms of healthy work practices, strengthening of 
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services, development of human resources and research, 
strengthening of national policy, and establishment of data systems. 
Around two-thirds of countries reported that the situation was either 
slightly better or significantly better, while one-third reported no 
change. One country found the occupational health system to have 
deteriorated in most respects, but this was due to the overall political 
situation. 

3.4 Basic occupational health services: structure, content and 
objectives 

Dr Jorma Rantenen 

Occupational health services are available to only 10%–15% of 
workers worldwide. In industrialized countries, the coverage varies 
between 15% and 90% and in developing countries between a few 
percent and 20%. Even where services are available, their quality and 
relevance may be low. The needs of occupational health services, 
however, grow continuously and new challenges are set by the 
globalization of work life. To provide a response to such a global 
challenge the WHO/International Labour Organisation/ICOH joint 
effort on the development of Basic Occupational Health Services was 
launched. 

The ultimate objective of the basic occupational health services 
initiative is to provide occupational health services for all working 
people in the world, regardless of economic sector, mode of 
employment, size of workplace or geographic location i.e. according 
to the principle of universal services provision.  

A particular challenge is the growing fragmentation of work 
life due to outsourcing, downsizing of production and fixed and 
short-term employment patterns. The number of self- employees and 
micro-enterprises is growing and small companies constitute a major 
sector for employment. This requires development of new service 
provision models, which are adapted to local conditions, are low-cost, 
widely cover the workforce and yet still meet the quality 
requirements of occupational health services. 
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The competence and scope of occupational health services, 
however, cannot be compromised; in fact, they need to be 
continuously developed and improved. The role of public health 
services is central as market models are not able to ensure universal 
coverage of services. The content of basic occupational health services 
includes, as a minimum, the following activities: 
• surveillance of work environment and risk assessment 
• health surveillance and health examinations 
• advice on preventive and control measures 
• health education and health promotion, and promotion of work 

ability  
• first aid and treatment of acute illnesses 
• diagnosis of occupational diseases. 

There is a challenge to provide good practice guidelines and 
toolboxes for service providers on a number of specific activities, 
such as planning of occupational health services, risk assessment and 
management, ergonomics and safety, assessment of psychological 
conditions and stress, and diagnosis of occupational diseases. Special 
training in occupational health is needed for services providers. There 
is also a need to move from an occupational medicine approach to an 
occupational health approach. 

Basic occupational health services are most needed for countries 
and sectors that do not have services at all or which are seriously 
underserved. Particularly high-risk sectors such as agriculture, 
mining, fishery, forestry and construction have to be given priority. 
Governments, in collaboration with social partners and with support 
and guidance by international organizations, should strengthen their 
policies and clarify priorities with regard to organization and 
development of service infrastructures. To ensure a balanced 
development, long-term national occupational health services 
programmes should be drawn up by each country aiming for 
stepwise development of services, starting with those whose needs 
are most evident i.e. the uncovered and underserved high-risk sector 
workers. 
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4. Country presentations 
4.1 Bahrain 

The Ministry of Labour and Social Affairs is entrusted with the 
enforcement of occupational health and safety policies at national 
level, while accident investigations come under the jurisdiction of the 
Occupational Safety Section within the Ministry of Labour. In 1976, 
the Occupational Health Section at the Ministry of Health was 
established and in the last 25 years, some units have either been 
transferred to other ministries or rotated within different directorates 
at the Ministry of Health. Currently, the Occupational Health Section 
functions under the auspices of the Epidemiology and 
Communicable Diseases Department but with minimal workforce 
capacity, comprising two physicians and two nurses. The 
Occupational Health Section is responsible for occupational health 
promotion through: 
• the enforcement of periodic examinations for workers at risk; 
• periodic medical examination for government workers and 

private sector workers; 
• consultation or referral from doctors at government or private 

medical units; 
• health education at the site of work; 
• cooperation and collaboration with occupational health units at 

major private establishments (Bahrain Petroleum Company, 
Aluminium Bahrain, Gulf Air, Gulf Petrochemical Industries 
Company, Gulf Industrial Investment Company); 

• support of other major private facilities in the establishment of 
occupational health units. 
Pre-employment medical examinations are carried out at Al 

Razzi Health Centre, a primary health care facility, while 
rehabilitation services are rendered at the Salmaniya Medical 
Complex, a secondary health care facility. Occupational hygiene is 
under the control of the Ministry for Environmental Affairs. 

The Occupational Health Section mission acts in parallel with 
the Ministry of Health mission through the national health strategy. It 
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aims to: promote the health of workers; to contribute positively to 
productivity, quality of work, motivation and job satisfaction; and to 
improve the overall quality of life of workers. The government 
supports all projects to improve occupational health services in 
Bahrain and several government personnel have received training in 
different aspects of occupational health. The following challenges, 
limitations and difficulties, however, still need to be acknowledged: 
• inadequate policies, compounded by fragmentation of 

responsibility for their implementation; 
• inadequate coordination between concerned authorities; 
• lack of information, research, adequate training and 

consultative bodies; 
• lack of enabling legislation or inadequate and outdated 

legislation and standards; 
• inadequate enforcement of statutory obligations; 
• lack of statistical data on health risks, morbidity, disability and 

mortality from occupational diseases and accidents; 
• lack of reliable databases and reporting systems; 
• lack of awareness and compliance of employers and employees. 

4.2 Djibouti 

The health needs of workers (public and private sector) come 
under the responsibility of the Ministry of Labour which operates 
two health centres, one servicing the needs of workers and the other 
servicing the needs of families of the workers. These centres provide 
out-patient curative medical consultations only; they do not provide 
immunizations or health education, nor are they involved in 
environmental sanitation or in activities directly related to pre-
recruitment, screening and safety in the workplace. Although the 
objectives of the health centres are still far from being met, they are as 
follows: 
• provide appropriate curative and preventative health care to 

workers and their families; 
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• reduce and prevent accidents and injuries incurred at the 
workplace; 

• assist in the formation of safety committees at the workplace; 
• assist in the development of human resources proficient in the 

health needs of the workforce. 
It is desirable that, in the future, these health centres come 

under the responsibility of the Ministry of Health in preference to the 
Ministry of Labour in order to allow greater supervision and ensure 
quality of occupational health services. Under the current system, 
there is an absence of trained and experience specialists in the area of 
occupational health plus an absence of adequate diagnostic and 
therapeutic equipment. In addition, the Ministry of Labour does not 
benefit from relations with partners in the development of health, 
such as WHO and the United Nations Children’s Fund (UNICEF) 
which would facilitate development.  

4.3 Egypt 

In Egypt, the Occupational Health Department operates under 
the auspices of the Ministry of Health and Population and is 
comprised of three units: the Workers’ Health and Community 
Medicine Unit; the Injury Prevention Unit; and the Chemical Safety 
Unit. 

The Workers’ Health and Community Medicine Unit is 
responsible for the prevention and protection of workers in the 
various industries, and the population exposed to these industries, 
from occupational risks. In order to promote the highest level of 
worker and public health and safety, the unit undertakes the 
following: 
• surveillance of working facilities; 
• surveillance of poisoning cases registered in general and central 

hospitals; 
• vertical programmes that assist in the mission of occupational 

health, such as child labour; 
• detection of workers’ complaints. 
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The Injury Prevention Unit has the mission to reduce risks from 
all types of injuries through the injury surveillance system. In 1999, a 
ministerial decree was enacted to standardize the injury surveillance 
reporting form in Ministry of Health and Population hospitals. The 
coding system for the causes of injuries has been standardized along 
international lines and physicians and statisticians have been trained 
on registration, data completeness/quality and using information for 
action. Interventions and feedback from the Injury Prevention Unit 
include a national advisory committee, comprising members from the 
Ministry of Health and Population and other ministries, to address 
priority problems, make recommendations and to follow-up on the 
intervention taken. In the last six months, local advisory committees 
within each directorate have been implemented in 19 governorates. 

The Chemical Safety Unit aims to promote a high degree of 
worker and public safety through the safe handling of chemicals at all 
stages (transport, storage, handling, etc.). Six poison control centres 
have been established in Egypt. Their main roles are: 
• informative: to help professionals and the public in the control 

and prevention of poisoning; 
• curative: some of these centres are equipped to serve as a 

curative centre for the treatment of poisoning emergency cases; 
• research: to help researchers by supplying them with 

educational materials and information resources on poisoning; 
• registry of all imported chemicals through an information 

system; 
 implementation of national guidelines for chemicals and 

emergency-preparedness plans for high risk chemicals. 

4.4 Jordan 

Occupational health and safety in Jordan was established in 
1981 by the Ministry of Health, under the umbrella of the Primary 
Health Care Directorate. Since 1999, an Occupational Health 
Directorate has been in operation through two divisions: an 
occupational medicine division and an occupational hygiene division. 
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The Ministry of Labour is responsible for the detection and follow-up 
of work injuries, work conditions and work safety. Main 
responsibilities undertaken by the Ministry of Health regarding 
occupational health and safety include: 
• early detection and prevention of occupational diseases; 
• follow-up of working and health conditions on the premises; 
• measurement of work environment pollutants; 
• conducting training courses for physicians and health 

inspectors in occupational health issues; 
• health impact assessment of development projects. 

In Jordan, certain occupational health and safety constraints 
have been identified, such as the lack of enabling legislation, lack of 
standards, lack of occupational health and safety indicators, lack of 
expertise and insufficient budgetary and human resources. In order 
to address these needs, the following plans to improve occupational 
health and safety services are being considered: 
• updating the national occupational health strategy; 
• establishing a registration and data system; 
• developing human resources specializing in occupational 

health; 
• developing a set of occupational health indicators; 
• developing occupational health guidelines for conducting 

periodical and pre-employment medical examinations. 

4.5 Kuwait 

The scope of occupational health services in Kuwait is wide 
and varied, however responsibilities are fragmented between the 
Ministry of Health, the Ministry of Labour and the Environmental 
Protection Agency. The concept of basic occupational health services 
could initially be applied in Kuwait through the medical centres 
located in the industrial areas. 

Shuaiba Industrial Medical Centre (SIMC) is located in Shuaiba 
industrial area, the largest industrial area in Kuwait. The area 
accommodates three refineries and two petrochemical complexes, as 
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well as several supportive engineering and light industries. SIMC 
serves as a specialized primary health care centre for around 25 000 
workers to provide both curative and preventive services. These 
include medical surveillance and examinations, risk assessment and 
health impact assessment, consultation, environmental evaluation 
visits and health promotion programmes. Particular emphasis is on 
the improvement of medical and occupational health services 
available to subcontractors, mainly migrant workers. SIMC is also 
playing an active supervisory role in revising and advising on the 
development of occupational health services in the petrochemical 
industry. 

Future plans for the Occupational Health Division in Kuwait 
include maximizing the quantity and quality of occupational health 
services to workers in the Shuaiba industrial area and to the 
workforce in Kuwait at large. Basic occupational health services are 
clearly an option to be considered in the implementation of these 
plans. 

4.6 Morocco 

Control of occupational health in Morocco is under the 
Department of Employment, while technical aspects are the concern 
of the Ministry of Health. Certain insufficiencies are apparent within 
occupational health and safety provision in the country: preventive 
medical cover (qualitative and qualitative) only covers a maximum of 
350 000 workers; several sectors are excluded (public sector, 
agricultural sector, craft sector, small companies); related legislation 
and implementation requires updating; there is an absence of 
research and a lack of intersectoral collaboration.  

The main achievements in the sphere of occupational health 
and safety include programmes in preventative medicine for health 
professionals and the installation of occupational health units. The 
programme consists of creating, equipping and organizing 
occupational health units in existing medical facilities, with the 
priority of promoting and protecting health among health workers. It 
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will also focus on occupational health for the underserved working 
populations and coordinate occupational health at the local and 
regional level. 

A convention was signed in 1996, between the Ministry of 
Health, the Ministry for Maritime Fishing and the Merchant Navy for 
the promotion of sailors’ health. Initially, 10 medical antennas in the 
principal fishing ports were created and equipped to extend health 
protection to 140 000 sailors. A prevention programme has also been 
initiated to benefit craftsmen in Fez, carried out by a WHO 
consultant, to raise the profile of workers’ health in this sector. 
Further action proposed in Morocco includes creating and organizing 
health structures for improvement of health protection and the 
control of general hygiene. 

4.7 Oman 

Occupational health and safety activities were formalized in 
Oman in May 2004 with a national plan of action for occupational 
health and safety, approved by the National Committee of 
Occupational Health and Safety. The national plan incorporates the 
following elements and actions. 
• Representing the Ministry of Health in the national committee 

of occupational health and safety. 
• Designing and printing the occupational accident notification 

form, occupational health and safety investigation form and 
industrial environmental survey. 

• Data analysis of 96 industrial environment survey forms. 
• Conducting 82 field visits at 68 big industrial enterprises to 

assess working environments. 
• Conducting environmental monitoring in 21 big enterprises (in 

coordination with related sectors), conducting hazard 
assessment and suggesting appropriate solutions. 

• Holding 12 health education seminars for workers in all 
industrial areas. 
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• Orientation for primary health care providers on occupational 
health activities. 
Further targets include the development of executive 

regulations for the industrial and private sector, an environmental 
and health impact assessment of the Oman cement factory and Oman 
mining factory, and the development of an occupational health and 
safety surveillance system. 

4.8 Qatar 

Qatar contains two large-scale industrial areas and one small-
scale industrial area. Occupational health services in the small-scale 
industries are undertaken in collaboration with the National Health 
Authority, while large-scale industries provide their own services. 
Occupational health services are under the jurisdiction of the 
Department of Preventative Health and include assessment and 
evaluation of occupational health hazards in industrial areas, 
assessment of health status among workers, detection of work-related 
disorders and the provision of recommendations to avoid health 
hazards.  

Procedures related to occupational health in Qatar include 
health inspections, monitoring of work environments and medical 
examinations. Data from 2004 show that the number of industry 
locations inspected (280) and monitored (301) had increased six-fold 
since 2000. In nearly two-thirds of locations monitored, noise levels 
were found to be over the threshold limit value and in over half of the 
locations gas and fume levels were over the threshold limit value. 
However, the number of workers receiving medical examinations 
reached 948 in 2004, a significant increase in comparison to the 
previous two years.  

4.9 Saudi Arabia 

Several ministries and authorities are responsible for 
occupational health and safety, such as the Ministry of Health, the 
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Ministry of Labour, the General Organization for Social Insurance 
and other related stakeholders. Main economic activities in Saudi 
Arabia include trade, transportation/storage and agriculture, and the 
vast majority of the labour force is made up of migrant workers.  

The resources and services provided for occupational health 
and safety are currently insufficient while available laws and 
regulations are in need of modification and proper enforcement. 
Limitations exist within the sector in terms of poor administration, 
lack of coordination, and an overlap in responsibilities between the 
ministries. Although work-related accidents and their subsequent 
costs have been monitored and the number of workplace inspections 
totals 28 795, occupational diseases remain under-reported and 
statistical records are inadequate. As part of Saudi Arabia’s five-year 
strategy for socioeconomic development, the Ministry of Health has 
developed a plan for the establishment of four occupational health 
units in four provinces (to include occupational health laboratories), 
and 16 fellowships (for both physicians and safety engineers).  

4.10 Sudan 

Occupational health services were established in Sudan in 1968 
as part of the preventative and community medicine services. The 
Occupational Health and Safety Institute held 61 training sessions for 
1500 personnel before its closure due to lack of financial support.  

Unfortunately, the progress and achievements of the 
occupational health services made in the 1980s have now suffered a 
complete collapse. This is due in part to the instability of the 
administration quarters of the occupational health services, which 
have had to move to a new location on several occasions. The current 
political situation, poverty and civil war clearly result in the 
deterioration of health services generally and a consequent absence of 
national budget, limited human resources, lack of equipment and 
lack of transportation. Legislation remains inadequate in regard to 
occupational health and implementation of existing policies is 
insufficient. A further constraint is the lack of coordination between 
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the occupational health departments of the Ministry of Health and 
the occupational safety departments of the Ministry of Manpower, 
and other relevant bodies. Technical and financial support from 
international organizations such as WHO and ILO are insufficient, 
training and research are required and statistical records are 
inadequate. 

4.11 Syrian Arab Republic 

In the Syrian Arab Republic, the department of occupational 
health falls under the Directorate of Chronic and Environmental 
Diseases (the responsibility of the Ministry of Health). The main roles 
of the Ministry regarding occupational health include the primary 
medical test for workers, legislative functions, occupational health 
training/education for health professionals and workers, 
representation in the various committees responsible for safety 
(nuclear, industrial and chemical sectors), and the inspection of 
factories. A national committee and a national plan for occupational 
health and safety do not presently exist. 
Primary and periodic medical tests are carried out in the health 
directorates for public sector workers; however, they currently do not 
apply to the private sector and are not occupation-specific. The 
Ministry of Labour is responsible for gathering and disseminating 
information and statistics related to occupational health, while 
estimation of disability and medical dismissals is the responsibility of 
insurance institutions. In 2004, the number of workers with social 
insurance (public and private sectors) numbered 1 515 010. 

There is no university offering a degree certificate in 
occupational health although a centre for public health studies exists, 
which graduates physicians specializing in public health or social 
medicine (with knowledge of occupational health medicine). There 
are six physicians specializing in occupational health in the Syrian 
Arab Republic. Workers in industries and factories who are trained in 
occupational health remain few although the number of health 
inspectors and occupational safety experts is at an acceptable level. 
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4.12 Tunisia  

Since 1990, the Tunisian government has accorded much 
importance to the health and safety sector in response to the 
challenges presented by global economic and technological change. 
Currently, a number of legislative actions promote occupational 
health at the national level, such as the institution of a compensation 
system for damages resulting from occupational accidents and 
professional diseases in the private sector and in the public sector; the 
creation of a National Council for Occupational Hazards and Safety; 
and the financing of occupational health by the National Social 
Security Fund. 

Specialized structures have been created to facilitate the 
implementation of occupational health and safety in Tunisia. For 
example, the Institute of Health and Safety at Work (a WHO 
collaborating centre) provides technical assistance, research, training 
and information for companies with the aim of promoting 
employees’ health and safety, while the National Council of 
Occupational Health and Safety has a coordination function in 
occupational health-related activities. In the dynamic economic 
climate, it will be imperative to reinforce company prevention 
structures and technical expertise capacities to develop a 
multidisciplinary approach to health and safety at work, to adapt 
training needs accordingly, and increase international cooperation 
with relevant bodies such as WHO, ILO and the Agricultural 
Workers Organization. 

4.13 United Arab Emirates 

As a result of the influx of migrant workers, the labour force of 
the United Arab Emirates has grown rapidly from 675 989 in 1985 to 
2 731 000 in 2004. An Occupational Health Department was 
established by the Ministry of Health in 1984, under the Directorate 
of Preventative Medicine. A number of decrees regarding functions, 
services, and regulation of the occupational health system have been 
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issued, and seven ILO conventions related to occupational health 
have been signed.  

Four occupational health clinics exist (two in preventative 
medicine units and two in primary health care units) which have seen 
attendance figures rise significantly from 359 in 1998 to 1128 in 2004. 
Training and education in health and safety issues have been initiated 
and first-aid courses have benefited participants in 2333 companies. 
However, it is recognized that small- and medium-scale industries 
encounter difficulties in the implementation of occupational health 
and safety. There is also the need for an improved infrastructure, at 
district and central levels, which allows for data collection to obtain 
reliable figures on occupational accidents and diseases. 

5. Group work 
Groups A and B 

Two groups worked through the same set of questions to 
identify the reasons for the overall weakness in terms of coverage of 
occupational health and safety services in the Region, and to identify 
the main needs and target groups for occupational health services. It 
was firstly established that the majority of countries already had a 
national policy on occupational health and safety in place, although 
in a number of countries occupational health presently came under 
the labour law or wider Ministry of Health policies. The groups 
established the reasons for poor coverage of occupational health and 
safety in the Region as follows: 
• poor understanding of the occupational health and safety 

concept and the importance of occupational health services 
(with a cultural focus on curative rather than preventive or 
safety measures); 

• scattered coverage plus ambiguity of the roles of ministries; 
• lack of cooperation between ministries; 
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• poor collaboration between multinationals and local 
communities; 

• low coverage in the informal economy; 
• lack of resources (human, physical, information, financial); 
• weakness of the public health system; 
• lack of national policy; 
• lack of political will and leadership. 

The most important target groups for basic occupational health 
and safety services were identified as: 
• small- and medium-scale enterprises  
• the informal sector 
• agricultural workers 
• construction workers 
• industrial workers 
• fishing industries 
• child labourers 
• migrant workers/subcontractors 
• waste workers 
• craftsman  
• health care workers 
• miners 
• domestic labourers. 

A step-wise action approach was discussed as being the most 
effective means to address the needs of target groups. High-risk 
sectors could be prioritized on the basis of the number people 
exposed, the severity of the health problem and the opportunities for 
intervention. 

Groups C and D 

The two groups examined existing infrastructures to determine 
how basic occupational health and safety services could be developed 
to expand coverage and which relevant institutions and stakeholders 
could take responsibility for their development in the Region. The 
groups’ focus was to establish what absolute prerequisites and 
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practical mechanisms were necessary for the implementation of basic 
occupational health services in order to formulate regionally-specific 
conclusions and recommendations. 

It was agreed that different models would need to be 
implemented within countries of the Region in response to unique 
local situations. A standard model could be adapted according to 
available resources, geographical situation, country demographics, 
existing health systems, the existence of insurance structures (social 
and medical) and the economic sectors in operation in each country. 
It was observed that in order for occupational health and safety 
services to be made available to all sectors of the workforce they must 
be affordable for both providers and clients. The public sector should 
take responsibility for the self-employed and the informal sector and, 
where an employer–employee relationship exists, greater clarification 
of responsibilities is required.  

Mechanisms and organizations were identified which could 
take responsibility for the development of occupational health and 
safety services at various levels. 
• Primary health care level: 

– train existing physicians and nurses on basic occupational 
health and safety 

– train health inspectors, use them to play a key role 
working with small-scale enterprises, self-employed and 
agricultural workers 

– correlate number of health inspectors to size of catchment 
area 

– stronger links with the community. 
• Provincial/secondary level support services: 

– specialized clinics and general hospitals (employing an 
occupational health physician, nurses,  industrial 
hygienists and safety specialists) 

– government, ministries and competent authorities 
– sanitary inspectors and health and safety inspectors 
– private sector units  
– nongovernmental organizations. 
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• Tertiary level: 
– national institutes for occupational health and safety 
– central department of occupational health in the Ministry 

of Health 
– poison control centres 
– support secondary services with training, research, 

specialized knowledge, legal assistance, analysis and 
planning, surveillance 

Both working groups agreed that expansion of occupational 
health and safety coverage through primary health care centres was a 
viable option, providing certain criteria were met. Firstly, the primary 
health care system must already be in place and be strong enough to 
support the additional function of basic occupational health services. 
Greater coordination between roles is necessary, with clarification of 
responsibilities and an efficient referral system put in place. 
Additional finances have to be guaranteed and the necessary 
equipment and facilities provided. Within the limits of present 
resources and workload, it is not realistic to expect substantial 
expansion of coverage. 

Several viable bodies and institutions were cited as having an 
important role in the delivery of occupational health and safety 
services in the Region. The private sector (industrial health centres), 
satellite services of large industries (national/multinational), public 
and private occupational health clinics/units, government agencies, 
insurance schemes (private/social), local government and competent 
authorities, nongovernmental organizations and professional 
associations could all offer some level of support. Regarding training 
and education, it was suggested relevant ministries should lead, 
supervise and set requirements for competence and curricula. 
Universities, national institutes and other training institutions could 
provide training in their relevant competence area (medicine, 
engineering, hygiene, etc.) with appropriate accreditation and 
certification given. 

The two groups discussed how to involve labour inspectors in 
the implementation of basic occupational health services and 
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observed that good collaboration in this area was already a common 
experience. Experts in sanitary inspection can be utilized to facilitate 
communication between employers, workers, the self-employed and 
government authorities. 

6. Conclusions 
Policy  

• Previous efforts to strengthen the capacity of primary health 
care to respond effectively to the needs of the working 
population, in line with resolution EM/RC.38/R.8 from the 38th 
session of the Regional Committee for the Eastern 
Mediterranean in 1991, were recognized. 

• National policies, strategies and programmes for occupational 
health and safety in the Region are limited and in many 
countries legislation does not encompass universal access to 
services. 

• Enforcement and implementation of existing legislation is 
inadequate. 

• Lack of political will is perceived in some countries; other issues 
such as human rights and transparency are higher on the 
agenda.  

• Occupational health is not widely acknowledged as part of 
public health care among health regulators and policy makers. 

• Insufficient budgetary resources are dedicated to occupational 
health and safety. 

• The roles of competent authorities are ambiguous and often 
conflicting, and coordination mechanisms are weak in most 
countries (notably between the ministries of health and labour 
and/or social affairs, and the ministry of environment). 
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Coverage  

• The inclusion of basic occupational health and safety in primary 
health care services is accepted in principle by all countries. 

• The need to improve access to/utilization of occupational health 
and safety services is apparent in all countries of the Region. 

• Large disparities in access to occupational health and safety 
services exist between, and within, countries of the Region. 

• The problem of low coverage is well recognized and there is a 
clear interest in all countries to increase the coverage of services, 
both in terms of quality and quantity. 

• Huge advantages in occupational health services have been 
made in some large industrial companies. 

• The delivery of services is well developed for workers in the 
formal economy and large-scale industries, but the access to 
services for workers in the informal sector and small-scale 
industries is very limited.  

• The main focus of occupational health and safety services is on 
the delivery of curative services, with limited development of 
preventative care. 

• The approach towards delivery of services has a strong focus on 
pre-placement, pre-employment and medical fitness exams. 

• Social security coverage, including occupational health services, 
is well developed in some countries and has proven to be cost-
effective. 

• Underserved and vulnerable groups include: 
– self-employed workers, the informal sector, migrant 

workers, sub-contracted workers, domestic workers, and 
agricultural workers 

– child labourers 
– female workers, the special needs of whom are not 

properly addressed. 
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Human resources, training and information 

• The number of experts and trained personnel is insufficient to 
cover all workers and some professions, such as industrial 
hygienists and safety specialists, are virtually nonexistent 
outside large enterprises. 

• The competence structure in the field of occupational health is 
heterogeneous  

• There is a lack of well-developed data collection and 
surveillance systems. 

• The private sector, academia and professional bodies in the 
Region are potential allies for the support, training and 
development of occupational health (with certain limitations). 

7. Recommendations 
To Member States 

Policy 

1. Consider the establishment of a national institute for occupational 
health, or similar body, to serve as the national reference for 
strengthening of occupational health and safety in the field of 
training, research, information and services. 

2. Review and, where indicated, update relevant legislation and 
ensure its proper enforcement. 

3. Support the implementation of basic occupational health services 
through coordination mechanisms between relevant ministries, 
potential partners and other stakeholders. 

4. Further develop the financial mechanism supporting the 
implementation of occupational health services and, where 
necessary, subsidize it partially or fully.  
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5. Identify and address the determinants for poor employment 
conditions, for example subcontracting and poorly-defined 
employer–worker relations.  

6. Foster the creation of an occupational health and safety culture, 
involving the education system.  

7. Where possible, take into account the cost-effectiveness of 
interventions and employ them to motivate decision-makers, thus 
promoting the concept of occupational health and safety as a tool 
for increased productivity.  

8. Promote occupational health and safety on the national health 
agenda and advocate for the importance of occupational health to 
the WHO Regional Committee for the Eastern Mediterranean, the 
Executive Board and World Health Assembly. 

Coverage 

9. Expand the coverage of occupational health and safety services, 
and where services are nonexistent, make every effort to 
establish them as a priority action. 

10. Adopt an innovative approach to the delivery of occupational 
health and safety services, while retaining the important role of 
the ministries of health in delivery through the public health 
system and the primary health care system. 

11. Train additional human in occupational health. Potential targets 
include nurses and health inspectors, physicians (specialized in 
occupational health), and a new professional, the “basic 
occupational health services worker” employed in a similar 
capacity to the primary health care worker. 

12. Consider a stepwise approach to the implementation of basic 
occupational health and safety, upholding the concept of 
continuous improvement while developing targets that have 
clear indicators. 
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13. Implement quality assurance of services and curricula through 
accreditation and certification systems. 

Human resources, training and information 

14. Develop a qualitative and quantitative baseline during the first 
phase of implementation of quality assurance programmes. 

15. Develop or strengthen unified occupational health surveillance 
and establish a national occupational health profile. 

16. Increase the number of occupational health specialists, and 
develop or strengthen programmes for training industrial 
hygienists and safety specialists. 

17. Develop core competencies and a core curriculum for the 
training of basic occupational health workers. 

18. Large industry and national/multinational companies could 
potentially support occupational health training and 
development. 

To WHO and partners 

Policy 

19. Raise the profile of basic occupational health services on the 
regional health agenda and within WHO, in support of country 
efforts.  

20. Follow up on resolution EM/RC.38/R.8 from the 38th session of 
the Regional Committee for the Eastern Mediterranean in 1991 
to strengthen the capacity of primary health care to respond 
effectively to the needs of the working population. 

Coverage 

21. Establish a regional coordinating body and network to support 
and follow up the implementation of basic occupational health 
services, with periodic contact and meetings. 
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22. Explore opportunities for funding the implementation of basic 
occupational health services through existing funding agencies. 

Human resources, training and information 

23. Organize regional courses for basic occupational health services 
(training-of-trainers), later to be extended to national level.  

24. Set up a regional information centre, database, and comparative 
research network. 
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Annex 1 

Agenda 

1. Opening ceremony 

2. Election of officers 

3. Adoption of agenda 

4. Objectives, mechanisms and expected outcomes of the 
workshop 

5. WHO global programme on occupational health and activities 
for strengthening occupational health services 

6. Commission on social determinants of health and the 
importance for occupational health services 

7. Occupational health and safety: regional overview  

8. Basic occupational health services: structure, content and 
objectives  

9. Country presentations: the situation of occupational health and 
safety in the Region 

10. Group work 

11. Presentation of group work 

12. Conclusions and recommendations 
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Annex 2 

Programme 

Tuesday, 12 July 2005 
08:30–09:00 Registration 
09:00–09:30 Opening ceremony 

Message from Dr Hussein A. Gezairy, WHO Regional 
Director for the Eastern Mediterranean  
Address by Dr Jorma Rantanen, President, ICOH 

09:30–09:45 Election of Officers  
Adoption of agenda 

09:45–10:00 Objectives and methodology, Dr Said Arnaout 
10:00–11:00 WHO global programme on occupational health and 

activities for strengthening occupational health 
services, Dr Gerry Eijkemans 

11:00–12:00 Commission on social determinants of health and the 
importance for occupational health services, Dr Gerry 
Eijkemans 

12:00–12:30 Occupational health and safety: regional overview, Dr 
Said Arnaout 

12:30–14:00 Basic occupational health services: structure, content 
and objectives, Dr Jorma Rantanen 

14:00–16:30 Country presentations: the situation of occupational 
health and safety 

Wednesday, 13 July 2005 
09:00–09:15 Introduction to the group work  

Challenges, best approaches and mechanisms for 
establishing basic occupational health services at 
country level 
Dr Jorma Rantanen and Dr Gerry Eijkemans 

09:15–11:30 Group work A and B 
11:30–12:00 Report back 
12:00–12:30 Plenary discussion 
12:30–15:00 Group work C1 
15:00–16:30 Group work C2 
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Thursday, 14 July 2005 
09:00–11:00 Group work D  
11:00–13:00 Report back and plenary discussion 
13:00–13:45 The way forward 

Conclusions and recommendations 
13:45–14:00 Closing session 
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Annex 3 

List of participants 

BAHRAIN  
Dr Jaffar Ali Al-Taraif 
Head of Occupational Health Programme 
Ministry of Health 
Manama 
 
Dr Maha Saleh Alshehab 
Occupational Physician 
Ministry of Health 
Manama 
 
 
DJIBOUTI  
Dr Said Abdallah Guelleh 
Technical Adviser 
Ministry of Health 
Djibouti 
 
 
EGYPT 
Dr Mohamed Hafez Amer 
Director General Occupational Health Department 
Ministry of Health and Population 
Cairo 
 
Dr Fatma Mohamed Dawoud 
Specialist in Occupational Health  
Ministry of Health and Population 
Cairo 
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JORDAN  
Dr Issa Ababneh 
Occupational Medicine Specialist 
Director, Occupational Health Directorate 
Ministry of Health 
Amman 
 
 
IRAQ  
Dr Arkan Abdullah Al-Zahawi 
Occupational Health Project Manager 
Ministry of Labour 
Baghdad 
 
Dr Majida Kareem 
Ministry of Health 
Baghdad 
 
 
MOROCCO  
Dr Abdelmajid Hafid 
Médecin de Travail au Service de la Santé des Travailleurs  
Point focal pour la santé et la sécurité au Travail 
Directorate of Epidemiology and Diseases Control 
Ministry of Health 
Rabat 
 
 
OMAN  
Dr Salim Al Wahaibi 
Director 
Department of Environmental Health and Malaria Eradication 
Ministry of Health 
Muscat 
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PAKISTAN 
Dr Ilyas Ahmed Faridi 
Head of the Occupational Health 
Institute of Public Health 
Lahore 
 
 
QATAR  
Dr Essam El-Sawaf 
Head of Occupational and Environmental Health Sections 
National Health Authority 
Doha 
 
 
SAUDI ARABIA  
Mr Mushawah Abdullah Al Mushawah 
Occupational Health Unit  
General Directorate Preventive Health 
Ministry of Health 
Riyadh 
 
 
SUDAN  
Dr Nagib El Widaa Osman 
Director of Occupational Health 
Federal Ministry of Health 
Khartoum 
 
 
SYRIAN ARAB REPUBLIC  
Dr Mohammad Tabaa 
Occupational Health Officer (Rural Damascus Directorate) 
Damascus 
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UNITED ARAB EMIRATES  
Dr Ahmed Nabil Abou Taleb 
Consultant of Occupational Health and Occupational Medicine 
Head of Occupational Health Section 
Ministry of Health 
Dubai 
 
 
REPUBLIC OF YEMEN  
Dr Naser Ali Ahmed Al Akhram 
Project Officer 
Social Fund for Development 
Sana’a 
 

Other organizations 

International Commission on Occupational Health 
Dr Jorma Rantanen 
President  
International Commission on Occupational Health 
Helsinki 
FINLAND 

Temporary Advisers 

Dr Ahmad K.S. Al-Shatti 
Director 
Occupational Health Department 
Ministry of Health 
Kuwait 
KUWAIT 
 
Dr Mohamed Ben Laiba 
Director General 
Institute of Occupational Health and Safety 
Tunis 
TUNISIA 



Primary health care and basic occupational health services 37 

 

Ms Vanessa Betts 
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